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I LOTYC I N D RO  PS 


(Erythromycin,  Lilly)  Ethyl  Carbonate 


Unexcelled  antibiotic  spectrum  — notably  safe 

Meets  the  exacting  demands  of 
Physician  — Mother—  Baby 
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Announcing 

The  Eighteenth  Annual  Meeting 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Municipal  Auditorium 
MARCH  7-10,  1955 
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Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  sdentific  exhibits  and  technical  exhibits. 

(All-inclusive  registration  fee  — $20.00) 

THE  POSTCLINICAL  TOUR  TO  EUROPE  BY  PLANE  AND  SHIP 
Departure  from  New  York,  March  12 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 
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Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


ANKUAL  CLINICAL  CONFERENCE 
CHICAGO  MEDICAL  SOCIETY 

March  1,  2,  3,  4,  1955 
Palmer  House,  Chicaso 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAK- 
ERS on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

PANELS  ON  TIMELY  TOPICS. 

MEDICAL  COLOR  TELECASTS. 

TEACHING  DEMONSTRATIONS. 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECH- 
NICAL EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should 
be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


“These  tablets 
keep  the  swelling  down 
all  day  long.” 


TABLET 


NEOHYDRIN 

BRAND  OF  C H LO R M E RO DR i N 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 


Individualized  daily  dosage  of  NEOHYDRIN — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  vmnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  actions  due  to  widespread  enzyme  inhibition 

in  other  organs.  , ^ Prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 


Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I L ff A U K E E 1,  WISCONSIN 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  n'  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) ° J.  M.  Lewis,  M.D.,  Resident  Psychiatrist 

Miss  Lora  Belle  Roach,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Mrs.  Elsie  Marie  Johnson,  R.N.,  O.T.R.,  Director  of  Occupational  Therapy 


You  Know— 

that  we  know! 

TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


SURGICAL  SUPPLY  CO, 

Opposite  Charity  Hospital 

1531  TULANE  AVENUE 
RAymond  7104—7105 
SICK  ROOM  SUPPLIES 
ARCH  SUPPORTERS 
ELASTIC  HOSIERY 
NICKEL  PLATING 
INSTRUMENTS 
TRUSSES 

INVALID  CHAIRS  RENTED 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


for  the  epilepti 


Modern  diagnostic  methods  and  effective 
anticonvulsants  now  help  the  patient 
with  epilepsy  enjoy  greater  freedom  from 
seizures.  And  with  a more  understanding 
society,  greater  independence  is  assured. 


DILANTir SODIUM 


(diphenylhydantoin  sodium,  Parke-Davis) 


an  established  anticonvulsant 
of  choice,  alone  or  in  combination, 
for  control  of  grand  mal  and 
psychomotor  seizures  — without 
the  handicap  of  somnolence. 

DILANTIN  Sodium  is  supplied  in  a 
variety  of  forms  — including  Kapseals® 
of  0.03  Gm.  (V2  gr.)  and  0.1  Gm.  (VA  gr. ) 
in  bottles  of  100  and  1,000. 


greater  independence 
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Browne-McHardy  Clinic 


Diagnostic  and  Therapeutic 
Facilities 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


DOCTOR, 


Your  PHYSICIAN’S  DAILY  RECORD 


for  1955  is  now  ready. 

Send  us  your  order  now  for  this  complete,  simple  and  effi- 
cient Day-Book  Type  Financial  Record.  A permanent  Record 
of  every  business  transaction  and  a complete  breakdown  of  in- 
come and  expenses,  and  segregates  Income  Tax  Deductions. 
Available  in  Single  Book  (one  page  for  each  day)  or  Double 
Book  (two  pages  for  each  day). 


E)EAC©€11C 
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SURGICAL  COMPANY  'nc. 


<235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


fi/neum€m.€ae  39,000  X 

Klebsiella  pneumoniae  (Friedlander’s  bacillus)  is  a Gram-negative, 
capsulated  organism  commonly  invohed  in 
various  pathologic  conditions  of  the  nose  and  accessory  sinuses, 
in  addition  to  bronchopneumonia  and  bronchiectasis. 

It  is  another  of  the  more  than  3_0_  organisms  susceptible  to 

PANMVCIN 

100  mg.  and  250  mg.  capsules 


Upjohn 


II R I'-’' 


ADVERTISEMENT  DEPARTMENT 


^U^~ /^i^OlXdlL  D/lit 

'H\l  yujtivicJL 


Foods  high  in  vitamins  and  minerals  not 

only  give  your  patient  good  nutrition  naturally, 
but  also  may  supply  vital  elements  still  unknown. 
These  "diet  do’s”  may  tempt  him  to  rely  more 
on  food  than  supplements  for  his  vital  nutrients. 

These  foods  are  best  served  raw — 

Shredded  new  cabbage  and  carrot  slaw  goes  nicely  with 
any  meal,  and  combines  the  benefits  of  vitamins  A and  C 
with  some  calcium. 

Dried  apricots  and  figs  stuffed  with  cottage  cheese  and 
peanuts  sit  prettily  in  a bed  of  watercress,  and  provide 
calcium,  iron,  vitamins  A,  B2,  niacin,  and  C. 

Oysters  are  exceptionally  rich  in  both  iron  and  calcium 
and  carry  a generous  amount  of  vitamins  A and  D as  well. 

These  good  foods  con  be  made  even  better — 

Beef  liver  ranks  high  in  iron,  vitamins  A,  and  B-com- 
plex.  Brushed  with  tomato  juice  an  hour  before  cooking, 
it  turns  tender  and  tasty. 

Oatmeal,  rich  in  iron,  gets  even  more  and  a plus  in  cal- 
cium and  vitamin  Bg  when  served  with  molasses  and  milk. 

Custard  contains  calcium  and  vitamins  A,  Bi,  and  B2. 
A topping  of  orange  juice  concentrate  gives  your  patient 
a bonus  in  vitamin  C. 

Although  these  "do’s”  list  only  the  more  familiar 
vitamins  and  minerals,  the  trace  elements  and  other 
micronutrients  are  no  less  important.  And  a varied 
diet  will  help  your  patient  get  the  vital  body  regula- 
tors he  needs. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

An  8-oz.  glass  of  beer  contains  10  mg.  calcium,  50  mg.  phosphorus,  l/8th  minimum  daHy 
requirement  of  niacin,  and  smaller  amounts  of  other  B-complex  vitamins.{Average  of  Americon  beers) 


If  you'd  like  reprints  tor  your  patients,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


FOR  THE  FIRST  TIME! 


A FAMOUS  MME  BRAND 
WITHAFILm! 


AT  A POPULAf^ 
RLTBP  PRJCE 
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FILTER  KINGS 


vica's 


The  One  Filter  Cigarette  that 
really  Tastes  like  a Treat. 

Here’s  the  first  famous  name  brand 
to  give  you  a filter.  And  when  you  see 
the  Old  Gold  name  on  the  pack,  you 
know  you’re  getting  a quality  tobacco 
product. 

Rich  tobacco  taste  — the  Old  Gold 
tobacco  men  have  done  it  again ! 
The  world’s  most  respected  tobacco 
craftsmen  have  created  a wonderful 
new  filter  cigarette  that  reflects  every 
year  of  their  company’s  nearly  200- 


year  tobacco  heritage.  Old  Gold  Filter 
Kings  give  you  true  tobacco  taste  in 
every  single  puff. 

On  sale  now  along  with  the  other 
members  of  the  Old  Gold  Family — 
new  Old  Gold  Filter  Kings  sell  at  a 
popular  filter  price.  Whichever  kind 
of  cigarette  you  prefer,  just  make  sure 
it’s  one  of  the  family  . . . America’s 
First  Family  of  Cigarettes. 

True  filter— true  flavor  — The  effective 
filter  that  lets  real  flavor  through. 
Pure  white  . . . never  too  loose  . . . 


never  too  tight— this  easy  draw  filter 
makes  every  puff  taste  like  a treat. 
Doctors:  Today  Old  Gold  Filter 

Kings  are  sold  in  most  U.  S.  cities,  and 
our  distribution  is  expanding  every 
day.  If  your  city  does  not  yet  have 
Filter  Kings,  simply  write  to  P.  Loril- 
lard  Company,  119  W.  40th  St.,  New 
York  18,  N.  Y.,  and  special  arrange- 
ments will  be  made  to  make  them 
available  to  you. 

Established  1760 


because  the  new  coating  dissolves  this  fast 


Strip  of  timed  photographs  shows  action  of  new  Filmtab 
Erythrocin  Stearate  in  human  gastric  juice.  Within  30 
seconds,  the  Filmtab  coating  actually  starts  to  dissolve. 
And  within  45  minutes  the  tablet  is  completely  dis- 
integrated. Because  of  this  swift  disintegration, 
Erythrocin  Stearate  is  absorbed  sooner,  gives  blood 
levels  earlier  than  the  enteric-coated  erythromycin. 


your  patients  get  high  hlood  levels  in  2 hours  or  less 


fjlmtab* 


(ERYTHROMYCIN  STEARATE, 


STEARATE 

ABBOTT) 


disintegrates  faster  than  enteric-coated  erythroniyci 


412231 


f'lmtab*  Erythrocin . . . for  faster  absorption 

New  tissue-thill  Filmtah  coating  (marketed  only  by  Abbott)  starts  to 
disintegrate  within  30  seconds — makes  Erythrocin  Stearate 
available  for  immediate  absorption.  Tests  show  Stearate  form 
definitely  protects  drug  from  stomach  acids. 

f Erythrocin  ...  for  earner  blood  levels 

because  there’s  no  delay  from  an  enteric  coating,  patients  get  high, 
inhibitory  blood  levels  of  Erythrocin  in  less  than  2 hours — instead 
of  4-6  as  before.  Peak  concentration  is  reached  at  4 hours,  with 
significant  levels  for  8 hours. 


Erythrocin  . . . for  your  patients 

Filmtab  Erythrocin  Stearate  is  highly  effective  against  coccic 
infections  . . . and  especially  useful  when  the  infecting  coccus  is 
resistant  to  other  antibiotics.  Low  in  toxicity — it's  less  likely  to  alter 
normal  intestinal  flora  than  most  other  oral  antibiotics.  Con- 
veniently sized  (100  and  200  mg.)  in  bottles  of  25  and  100.  QMrott 

*TM  for  Abbott's  film  sealed  tablets,  pat.  applied  for. 
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Tlie  Befit  Tisfinj  Aspirin 
you  can  pmsoHbe 


The  Flavor  Remainfi  Stable 
doiA/ntothe  last  tablet 


BotfleoTSAtabletfi  15^ 

(2k^tQ.&5ch) 


We  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,N.  Y. 


ELCCTKON  photomicrograph  COURTESY  R.C.A,  LABORATORIES 

23,000  x 

Proteus  \ulgaris  is  a Gram  negative  oiganisiii  commouiy  involved  in 
urinary  tract  infections  • septicemia 
peritonitis  following  low  perforation  of  the  gut. 

It  is  unulher  of  the  mure  than  W organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 


♦ trademark,  REG.  U.  S.  PAT.  OFF. 


l^john 
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For  Nasal  Congestion 
in  THE  COMMON  COLD 


Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 


0.25%,  0.5%  and  1%  Solution 

Nasal  Spray 


Plastic  Squeeze  Bottle 


mept^ne 
of  phenylepWwe 

^ reg..U,S.  P<Sf. 


INC.  NEW  rORK  l»,  N.y.  WIND$0«?<*WT. 
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The  members  of  the  Louisiana  Pathology  Society  invite  the  attention  of  their  fellow 
Louisiana  physicians  to  the  informative  bulletins  that  will  appear  monthly  on  this  page. 


COLLEGE  OF  AMERICAN  PATHOLOGISTS 

CODE  OF  ETHICS 

I affirm  my  adherence  to  the  "Principles  of  Medical  Ethics"  of  the  American  Medical 
Association  and  my  determination  to  practice  the  profession  of  medicine  and  the 
specialty  of  pathology  in  accord  with  them.  That  my  services  may  be  of  the 
greatest  benefit  to  the  sick  and  injured,  and,  to  that  end,  to  ensure  the  fullest 
measure  of  co-operation  with  my  colleagues,  I also  agree  to  adhere  to  the  follow- 
ing canons  of  professional  ethics: 

I shall  not  solicit,  knowingly  permit  others  to  solicit  in  my  behalf,  nor  shall  I accept  a 
position  which  is  occupied  by  another  pathologist  without  first  consulting  with  that 
pathologist. 

I shall  not  issue  a report  on  preparations  or  material  from  another  pathologist's 
laboratory  or  from  the  institution  which  he  serves,  without  immediately  making 
every  reasonable  effort  to  inform  that  pathologist  of  the  results  of  my  examination. 

I shall  not  either  directly  or  by  means  of  any  subterfuge,  divide  fees  from  laboratory 
services  with  referring  physicians. 

I shall  not  issue  reports  to  patients  except  when  requested  to  do  so  by  the  patient's 
physician. 

I shall  not  participate,  directly  or  by  means  of  any  subterfuge  in  an  arrangement 
whereby  an  individual,  not  regularly  licensed  to  practice  medicine,  is  encouraged 
to  operate  a clinical  or  pathological  laboratory. 

I shall  not  accept  a position  with  a fixed  stipend  in  any  hospital,  clinic  or  sanitarium 
which  is  owned  and  operated  for  profit  by  an  individual,  partnership,  or  corpora- 
tion; however  I may  be  affiliated  with  such  an  organization  as  a private  physician 
practicing  my  specialty  and  receiving  fees  for  service. 

I shall  not  accept  a position  in  any  hospital  or  other  medical  organization  which  does 
not  conform  to  such  relationships  between  the  institution  and  the  patholog'st  as 
may  be  approved  by  this  College. 


THE  MEMBERS  OF  THIS  SOCIETY  REAFFIRM  THEIR  ADHERENCE  TO  THE  ABOVE  CODE 
OF  ETHICS  AND  PLEDGE  FULL  SUPPORT  TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS 
IN  THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE. 


LOUISIANA  PATHOLOGY  SOCIETY 
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ILOTYCIN 

(erythromycin,  LILLY) 

How  reassuring  to  know  that  Tlotycin’  is  an  antibiotic  with 
unexcelled  spectrum!  Over  80  percent  of  all  bacterial  infections 
seen  in  medical  practice  respond  to  it.  Yet,  Tlotycin’  is 
notably  safe;  bacterial  balance  of  the  intestine  is  not  signifi- 
cantly disturbed.  Also,  Tlotycin’  kills  pathogens.  Dead  organ- 
isms cannot  become  resistant  or  spread  infection.  Since  it  is  a 
quick-acting  antibiotic,  infections  yield  rapidly.  Finally,  Tlo- 
tycin’ is  chemically  different;  thus,  virtually  no  gram-positive 
pathogens  are  inherently  resistant  to  Tlotycin’ — even  when 
resistant  to  other  antibiotics. 


QUALITY  KESKAKCH  INTEGRITY 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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PULMONARY  HISTOPLASMOSIS  * f 
JOHN  W.  MIDDLETON,  M.  D. 

Galveston,  Texas 

In  1944,  Conant  stated:  “Histoplasmo- 
sis rarely  has  been  recognized  before 
autopsy.”  One  of  the  outstanding  ad- 
vances in  medicine  since  then  has  been 
the  recognition  of  the  more  benign  forms 
of  the  disease.  There  have  been  many  re- 
ports on  the  subject,  too  extensive  to  re- 
view in  detail.  The  infection  has  a pri- 
mary pulmonary  phase,  which  may  pro- 
gress into  a chronic  pulmonary  disease 
or  a disseminated  infection,  or  may  large- 
ly heal  without  significant  damage. 
While  not  an  extremely  common  disease 
in  our  area,  the  pulmonary  phases  con- 
stitute a problem  in  differential  diagnosis, 
and  histoplasmosis  is  being  diagnosed 
with  greater  frequency. 

The  disease  is  endemic  over  a large 
area,  the  Mississippi  basin  region, ^ and 
has  occurred  in  epidemics.^'^-*’  ''''’-®  It  is 
caused  by  inhalation  of  Histoplasma  cap- 
sulatum  from  an  exogenous  source  in 
nature.^  The  organism  has  been  found 
in  soil  around  farm  outbuildings,  chicken 
coops,  a storm  cellar,  caves  and  attics, 
and  has  been  associated  with  bird  and 
animal  droppings.®'^- There  are  no  re- 
ported instances  of  person  to  person 
transmission;  careful  observation  of  open 
cases  has  not  shown  any  evidence  of 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 

t From  the  Department  of  Internal  Medicine, 
University  of  Texas,  Medical  Branch,  Galveston, 
Texas. 


spreading  by  this  means.  Prolonged  con- 
tact with  animals  known  to  be  infected 
has  not  resulted  in  human  infection.-'’’ 

The  primary  pulmonary  phase  is  asymp- 
tomatic in  95  per  cent  of  the  cases. 
Here  the  diagnosis  is  usually  retrospec- 
tive, based  on  multiple  pulmonary  cal- 
cification and  a positive  histoplasmin  and 
a negative  tuberculin  reaction.'"’  Some  pa- 
tients, typified  by  case  No.  1,  are  found 
to  have  localized  pulmonary  infiltrations 
without  symptoms  or  physical  signs.  In 
a few  instances  H.  capsiilatum  has  been 
isolated  from  the  sputum  or  gastric  wash- 
ings of  asymptomatic  cases. 

Case  No.  1. — P.  S.,  age  13,  white  male.  The  pa- 
tient was  asymptomatic,  having  been  referred  to 
Dr.  A.  N.  Longfield,  in  October  1953,  because  of 
an  infiltration  in  the  right  upper  lung  field.  He 
had  visited  in  the  vicinity  of  Hopkinsville,  Ken- 
tucky, for  two  weeks  in  the  summer  of  1953.  He 
had  also  visited  areas  of  southwest  Texas  and 
central  Oklahoma.  Physical  examination  was 
normal  in  all  respects.  Blastomycin,  coccidioidin 
and  tuberculin  skin  tests  were  negative.  Histo- 
plasmin 1:1000  produced  an  area  of  induration 
4 centimeters  in  diameter.  Histoplasma  comple- 
ment fixation  tests,  performed  by  the  Texas  De- 
partment of  Health  Laboratories  and  checked  by 
the  United  States  Public  Health  Service  Labor- 
atories were  positive  in  a dilution  of  1:640.  Re- 
peat x-ray  examination  on  November  20,  1953, 
showed  marked  clearing  of  the  infiltration  with 
still  more  clearing  on  December  13,  1953.  On 
April  22,  1954,  there  was  still  a slight  fibrotic 
residual  with  no  other  abnormality  noted.  Comple- 
ment fixation  was  negative.  The  patient  had  con- 
tinued to  be  asymptomatic. 

Symptomatic  pulmonary  infection  is 
marked  by  a sudden  onset  (after  an  eight 
to  eighteen  day  incubation  period  in  the 
epidemics)  with  malaise,  fatigue,  and 
muscular  aching,  followed  in  twenty-four 
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Figure  1.  Case  No.  1,  infiltration  right  second 
anterior  interspace. 


Figure  2.  Case  No.  1,  infiltrate  clearing. 


Figure  3.  Case  No.  1,  slight  fibrotic  residual  six- 
months  later. 


to  thirty-six  hours  by  a chill  or  chilliness, 
remittent  fever,  sweating,  and  constrict- 
ing chest  pain.-^'*  Cough  is  not  a major 
symptom,  but  75  per  cent  of  patients  in 
a large  series  had  a cough  of  some  degree. 

Physical  findings  are  variable  and  non- 
specific. X-ray  examination  at  first  may 
be  negative,  followed  by  rapid  develop- 
ment of  extensive  bilateral  involvement. 
The  lesions  range  from  fine  mottled  infil- 
trations to  soft  miliary  nodules.® 

The  course  of  the  disease  is  inconstant, 
but  in  the  epidemics  already  cited,  acute 
symptoms  lasted  four  weeks  to  three 
months,  and  some  disability  persisted  for 
a much  longer  period. 

The  residual  pulmonary  lesion  usually 
thought  of  as  “typical”  consists  of  fine 
scattered  calcific  nodules.  At  times,  how- 
ever, lesions  may  remain  that  are  clinical- 
ly and  roentgenographically  indistinguish- 
able from  tuberculosis  or  carcinoma." 

A chronic,  active  pulmonary  form  has 
recently  been  described®*-^  and  case  No.  3 
is  an  example  of  this  type. 
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The  diagnosis  of  the  active  pulmonary 
process  can  be  established  by  smear  and 
culture  of  the  sputum  or  gastric  aspira- 
tion, biopsy,  animal  inoculation,  skin  tests, 
and  serologic  studies.'*’'*'*-''’'^  The  sputum 
should  be  fresh  for  satisfactory  cultures.'*'* 
Histoplasmin  shows  cross  sensitivity  with 
blastomycin  and  coccidioidin ; it  is  em- 
phasized that  skin  tests  should  be  done 
with  all  three  antigens  at  the  same  time 
for  reliable  results. 

Serologic  studies  are  of  help  not  only 
in  the  diagnosis  but  also  are  considered  to 
have  prognostic  significance.  In  general, 
the  antibody  titer  rises  to  a peak  in  the 
second  or  third  week  and  then  gradually 
falls  off  over  a period  of  four  to  eight 
months. Early  in  the  disease  a low  anti- 
body response  is  thought  to  indicate  a 
poor  prognosis,  and  a high  titer,  a good 
prognosis. 

The  prognosis  is  excellent  in  most  cases 
of  primary  histoplasmosis  but  very  grave 
if  dissemination  occurs. 

Treatment  varies  with  the  clinical  form. 
The  asymptomatic  cases  usually  require 
no  treatment  even  if  recognized.  Resec- 
tion has  been  employed  in  some  instances 
of  localized  pulmonary  disease.'*''^'’'*’''  The 
aromatic  diamidines  (stilbamidine  and 
propamidine)  have  been  tried  in  the  dis- 
seminated form,  with  questionable  re- 
sults.Ethyl  vanillate  has  given  good 
results  in  some  instances. “'*•!“  We  have 
had  a good  response  to  the  latter  drug  in 
two  cases,  failure  in  several  others. 

Case  No.  2 is  an  example  of  primary  sympto- 
matic histoplasmosis:  T.  G.,  age  39,  white  male, 
was  admitted  to  John  Sealy  Hospital  August  12, 
1953,  with  a history  of  five  weeks’  illness,  marked 
by  fatigue,  cough,  chest  pain,  and  fever.  Chest 
x-rays  a short  time  before  tbe  onset  were  normal. 
The  patient  had  not  been  away  from  the  area  of 
Baytown,  Texas,  for  many  years.  He  had  raised 
chickens  at  home;  his  history  did  not  otherwise 
suggest  a source  of  the  infection.  All  skin  tests 
were  negative.  Scalene  node  and  sternal  marrow 
biopsies  were  negative.  Sputum  cultures  were  re- 
ported positive  for  H.  capsulatum  after  the  patient 
had  been  discharged  at  his  own  request  on  Sep- 
tember 10,  1953.  (Histoplasmin  skin  tests  on  all 
three  of  the  patient’s  children  were  positive). 

He  was  readmitted,  gravely  ill,  on  September 
24,  1953.  ..Although  ethyl  vanillate  had  not  been 
advocated  for  the  primary  pulmonary  disease,  it 


Figure  4.  Case  No.  2,  normal  x-ray  one  year 
before  onset  of  symptoms. 


Figure  5.  Case  No.  2,  PA  film  of  chest  on  first 
admission,  Aug.  22,  1953. 
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Fifjure  6.  Case  No.  2,  lateral  x-ray. 
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Figure  8.  Case  No.  2,  December  16,  1953. 
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Figure  7.  Case  No.  2,  November  2,  1953. 


Figure  9.  Case  No.  2,  January  5,  1954. 
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was  decided  to  give  it  to  this  patient.  There  was 
no  response  initially,  but  after  increasing  the  dose 
sufficiently  to  attain  a blood  level  of  about  10 
mgm./lOO  cc,  he  began  to  improve  and  his  tem- 
perature returned  to  normal.  He  again  insisted 
on  leaving  the  hospital,  and  when  last  seen  as  an 
out-patient,  in  Januai’y  1954,  still  had  extensive 
pulmonary  infiltration. 

It  is  impossible  to  evaluate  the  effects 
of  ethyl  vanillate  on  the  primary  pul- 
monary disease  from  this  single  case,  but 
it  seems  that  further  trial  is  justified  in 
the  very  ill  patient. 

Case  No.  3 appears  to  be  an  example  of  the 
chronic  pulmonary  form:  M.  McC.,  age  64,  white 
male,  was  referred  to  John  Sealy  Hospital  as  a 
case  of  severe  bilateral  upper  lobe  bronchiectasis, 
proven  by  bronchography.  Because  of  the  x-ray 
appearance  this  patient  had  been  repeatedly  sus- 
pected of  pulmonary  tuberculosis,  and  when  no 
acid-fast  bacilli  wei’e  found,  was  frequently  called 


Figure  10.  Case  No.  3,  PA  x-ray  of  chest. 


a “burnt-out  TB”.  Several  sputum  cultures  were 
positive  at  our  hospital  for  H.  capsulatum.  Re- 
peated efforts  to  get  him  to  return  to  the  clinic 
have  been  unsuccessful. 

SUMMARY 

Histoplasmosis  of  the  lung  is  one  of  the 
new  problems  in  pulmonary  diseases.  In 


the  primary  form,  it  may  be  asymptomat- 
ic with  the  diagnosis  usually  retrospec- 
tive; in  the  infrequent  patient  with 
symptoms,  diagnosis  and  treatment  may 
be  a problem.  That  there  is  a chronic 
pulmonary  form  has  only  recently  been 
recognized. 

Two  previously  unreported  cases  of  pul- 
monary histoplasmosis,  proven  by  culture, 
have  been  included  in  the  discussion. 
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CHANGING  CONCEPTS  IN  SURGERY 
OF  THE  EXTERNAL  NASAL 
PYRAMID* 

MAURICE  H.  COTTLE,  M.  D.  f 
Chicago 

Surgery  of  the  external  nasal  pyramid 
as  presented  in  the  splendid  textbook  of 
Joseph  is  commonly  referred  to  as  rhino- 
plasty, or  plastic  surgery  of  the  nose.  The 
chief  concepts  of  this  surgery  as  he  de- 
scribed them  have  not  undergone  essen- 
tial alteration ; cosmetic,  anatomical  cor- 
rections have  been  the  objectives.  Many 
have  added  variations  and  refinements, 
and  even  improvements  in  technique,  but 
the  general  principles  involved  remained 
the  same.  During  the  last  several  years, 
however,  there  has  been  a trend  to  talk 
about  correction  of  nasal  deformities  on 
a basis  of  function.  Physiology  has  been 
called  upon  to  provide  additional  reasons 
for  performing  these  operations.  This 
approach  is  right,  but  I believe  that  we 
have  not  known  enough  about  the  struc- 
ture and  function  of  the  external  nasal 
pyramid  to  warrant  the  assumption  that 
the  surgical  indications  thus  formulated 
were  completely  justified. 

Several  categories  of  surgeons  do  rhino- 
plasty. First,  there  is  the  great  group 
of  plastic  surgeons  who  are  involved  in 
corrective  and  reparative  nasal  surgery  as 
a part  of  an  overall  interest  in  general 
plastic  surgery.  Second,  there  is  the 
group  of  otolaryngologists  who  through 
their  interest  in  nasal  surgery  have  gradu- 
ally taken  on  plastic  surgery  problems  of 
the  neighboring  structures.  Some  of  these 
men  have  eventually  gone  into  the  general 
plastic  surgery  field.  Third,  throughout 
the  world  there  are  oral  surgeons,  derma- 

*  Presented  as  an  address  at  the  Louisiana- 
Mississippi  Ophthalniological  & Otolaryngological 
Societv,  April  10,  1954. 

t Professor  of  Otolaryngology,  Chicago  Medical 
School,  Chicago,  Illinois. 


tologists,  general  surgeons,  and  general 
practitioners  who  do  surgery  of  the  exter- 
nal nasal  pyramid.  These  surgeons  oper- 
ate chiefly  for  comestic  indications.  The 
average  American  otolaryngologist  who  is 
interested  in  rhinologic  surgery  would 
like  to  concern  himself  with  this  field  but 
is  not  primarily  interested  in  general 
plastic  surgery,  or  in  cosmetic  surgery  of 
the  nose  for  itself  alone.  For  him  and  his 
hundreds  of  colleagues  a broad  concept  of 
nasal  anatomy,  physiology,  and  diagnosis 
is  needed  to  have  them  take  over  seriously 
the  medical  and  surgical  treatment  of 
dysfunction  and  deformities  of  the  exter- 
nal nasal  pyramid. 

The  development  of  the  technical  skill 
sufficient  to  do  excellent  nasal  surgery  is 
certainly  within  easy  grasp  of  any  recog- 
nized specialist  in  our  field,  but  besides 
learning  what  to  do  and  how  to  do  it,  he 
more  than  all  else  wants  to  know  why  and 
when. 

Rhinology  in  general  offers  a great  op- 
portunity for  original  investigative  work 
and  is  actually  a challenge  from  many 
points  of  view.  In  a discussion  limited 
to  the  external  nasal  pyramid  one  may 
point  out  a few  anatomical,  physiological, 
and  diagnostic  considerations  which  until 
the  present  have  not  had  wide  circulation 
and  consideration.  These  concerning  the 
nasal  vestibule  and  upper  lateral  cartilage 
are  good  examples.  The  vestibule  of  the 
nasal  lobule  in  an  adult  white  person  is 
encroached  upon  interiorly  and  medially 
by  the  medial  crus  of  the  lobular  cartilage. 
The  lateral  crus  at  a slightly  higher  level 
extends  medialward  towards  the  septum 
pulling  hair-bearing  skin  half  way  across 
the  vestibular  space,  frequently  extending 
past  the  lateral  thrust  of  the  medial  crus. 
At  a still  slightly  higher  level  the  wing  of 
the  lateral  crus  lies  lateral  to  the  upper 
lateral  cartilage  forming  a cul-de-sac  or 
infundibulum.  This  structure  reaches  a 
high  degree  of  development  in  the  horse 
from  a study  of  which  an  understanding 
of  its  function  is  derived.  The  vestibule 
is  encroached  upon  anteriorly  by  the  de- 
scent of  the  upper  lateral  cartilage  to- 
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wards  the  anterior  inferior  corner  of  the 
cartilaginous  septum  forming  the  valve  of 
the  nose.  The  vestibule  in  this  area  lies 
behind  the  tip  of  the  nose  forming  a re- 
cess I’eferred  to  as  the  ventricle.  This  is 
well  developed  in  the  nose  of  the  buffalo, 
in  whom  the  cul-de-sac  is  missing.  The  in- 
ferior portion  of  each  vestibule  is  lined 
with  substantial  vibrissae,  and  rests  on 
the  alveolar  process  of  the  superior  max- 
illa, whose  superior  limitation  is  the  floor 
of  the  pyriform  aperture. 

The  variations  in  the  form  and  relation- 
ship of  these  structures  are  extremely 
many.  The  typical  Negro  vestibule,  for 
example,  is  wide,  where  the  Caucasian  is 
high.  The  ends  of  the  lobular  cartilage  do 
not  encroach  much  upon  the  vestibular 
space.  The  floor  of  the  pyriform  aperture 
runs  unobstructedly  into  the  subnasal  fos- 
sa below  and  into  the  floor  of  the  nasal 
chamber  behind,  while  in  the  typical  white 
man  the  floor  rises  into  a sharp  edge 
going  to  the  nasal  spine,  actually  creating 
a bony  wall  sharply  demarcating  the  an- 
terior alveola  face  from  the  receding  floor 
of  the  nasal  chamber.  Many  in-between 
types,  both  as  to  soft  structures  and  to 
bony  and  cartilaginous  structures  are  to 
be  seen  in  American  Indians,  Filipinos, 
and  Mexicans.  Children  in  their  develop- 
ment go  through  many  changes  running 
the  gamut  from  the  negro  Hyperchamae- 
rine  type  to  the  white  Leptorhine.  A 
glance  at  these  structures  in  primates  is 
enough  to  distinguish  the  characteristics 
which  separate  them  completely  from  any 
human  form.  These  are  the  absence  of 
nasal  spine,  and  the  uninterrupted  con- 
tinuity of  bone  structure  from  the  teeth 
to  the  posterior  portion  of  the  floor  of  the 
nasal  chamber. 

The  vestibule  must  obviously  belong  to 
the  nose  which  it  serves,  and  especially  to 
the  external  nasal  pyramid  of  which  it  is 
a part,  but  developmental  and  traumatic 
injuries  may  disturb  this  necessary  ana- 
tomical harmony  with  subsequent  serious 
functional  distress.  Most  of  the  vestibular 
structures  are  parts  of  the  nasal  lobule, 
but  the  upper  lateral  cartilage  which  with 


the  septum  makes  a controlling  valve 
opening  into  the  nose  behind,  is  part  of 
the  cartilaginous  vault. 

The  cartilaginous  vault  extends  from 
below  the  distal  portions  of  the  nasal 
bones  to  the  caudal  end  of  the  septum. 
It  is  solidly  conjoined  with  the  nasal 
septal  cartilage  and  extends  laterally  on 
each  side  of  the  nasal  arch,  only  partially 
occupying  the  pyriform  aperture,  the  rest 
being  completed  by  the  intricately  inter- 
woven tough  glistening  connective  tissue 
fibers  which  connect  the  cartilage  with 
both  surfaces  of  the  neighboring  bones. 
Internally,  the  vault  is  covered  by  muco- 
perichondrium  of  the  nasal  chamber;  ex- 
ternally, by  subcutaneous  tissues  together 
with  the  meager  supply  of  skeletal  muscle 
fibers  which  are  part  of  the  larger  organ 
of  expression.  The  terminal  portions  of 
this  vault  are  attached  to  the  septum  and 
are  referred  to  as  the  upper  lateral  car- 
tilages. They  h^ve  a triangular  shape  the 
terminal  point  of  which  meets  the  anterior 
inferior  portion  of  the  cartilaginous  sep- 
tum. The  old  terminology  of  triangular 
cartilage  is  very  descriptive  of  this  por- 
tion of  the  cartilaginous  vault.  The  most 
proximal  portion  of  the  cartilage  is  at- 
tached to  the  under  side  of  the  terminal 
portion  of  the  nasal  bones,  extending  up- 
ward and  laterally  for  distances  varying 
from  3 to  10  mms.  The  middle  portion  is 
a transition  from  a broad,  firmly  attached, 
strong,  inflexible  cartilage  structure,  to 
the  thin,  delicate,  movable  terminal  por- 
tion (usually  not  attached  to  the  septum) 
which  is  the  functioning  valve  of  the  nose. 
This  middle  portion  may  be  markedly 
angulated  longitudinally  producing  a rib- 
bed effect  which  gives  it  strength  and  re- 
silience. The  anterior  area  of  the  vault 
close  to  the  attachment  of  the  bones,  to- 
gether with  its  continuity  with  the  nasal 
cartilage,  is  the  center  of  strength  and 
the  support  of  the  nasal  roof.  It  is  truly 
the  key  stone  of  the  nasal  arch.  The  mu- 
cosal lining  of  the  valve  area  is  very 
firmly  attached,  especially  at  the  angles. 
As  one  proceeds  higher  the  attachment  is 
less  firm  and  may  be  easily  separated  with 
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a periosteal  elevator  permitting  entry  to 
the  area  beneath  the  nasal  bones  to  pro- 
ceed with  great  facility. 

This  is  but  a very  brief  sample  of  the 
sort  of  detailed  anatomical  information 
required  for  every  portion  of  the  nose. 
If  one  adds  an  understanding  of  function- 
al relationship  and  adequate  diagnostic 
methods  one  begins  to  see  the  concepts 
that  a rhinologist  develops  with  study  and 
experience. 

The  following  are  a few  of  these  con- 
cepts which  are  to  be  further  elaborated 
and  illustrated : 

1.  Combining  pyramid  and  septal  sur- 
gery must  be  a procedure  accepted,  ap- 
proved, and  easily  performed  by  the  rhin- 
ologist. 

2.  Shortening  the  nose  is  not  only  the 
shortening  of  the  tip  length,  according  to 
Joseph,  or  by  the  rotation  of  the  lobule 
according  to  Fomon  et  al,  but  also  a 
diminution  of  the  nasal  height  changing 
the  nasal  index. 

3.  Cutting  the  upper  lateral  cartilages 
to  aid  shortening  of  the  nose  (according 
to  Joseph)  cannot  be  replaced  by  doing 
little  or  nothing  to  them  but  must  be  re- 
placed by  a reconstruction  based  on  exact 
structure  and  function  information. 

4.  Inspection  and  photography  of  the 
base  of  the  nose  with  and  without  retract- 
ing instruments  and  with  the  head  held  in 
several  planes  help  in  diagnosis  of  func- 
tional deficiencies. 

5.  Study  of  nasal  valves  in  vivo,  at  op- 
erations, oji  cadavers,  elucidates  tension, 
collapse  of  the  upper  laterals,  ballooning 
of  upper  laterals  and  their  relationship 
to  sleep  and  rest. 

6.  In  connection  with  the  above,  the 
concept  of  using  the  upper  laterals  to 
correct  a small  saddling  of  the  cartilagi- 
nous vault  becomes  unacceptable. 

7.  The  conception  of  the  removal  and 
disposal  of  a hump  from  a nose  is  re- 
placed by  the  one  which  offers  restoration 
or  repair  of  the  nasal  roof. 

8.  Narrowing  a nose  is  now  part  of  a 
conception  of  changing  the  nasal  aperture 


(to  be  distinguished  from  the  pyriform 
aperture) . 

9.  The  floor  of  the  pyriform  aperture 
has  a varied  structure  but  is  always  char- 
acteristic of  the  ethnic  origin  of  each  in- 
dividual. The  vestibules  of  the  lobule 
must  conform  to  the  patterns  dictated  by 
the  underlying  bone. 

10.  The  external  nasal  pyramid  is  an 
attic  and  a considerable  air  space — quite 
empty — covered  by  an  insulating  roof.  It 
offers  protection  to  the  internal  nose 
against  outside  influences  and  helps  re- 
tain the  moisture  and  warmth  of  expired 
air  for  the  benefit  of  the  nasal  mucosa. 

11.  Therefore  any  deformity,  injury,  or 
disease  of  the  external  nasal  pyramid 
making  rhinoplasty  or  rhinoplastic  pro- 
cedures necessary,  becomes  the  responsi- 
bility of  the  rhinologist  who  is  dedicated 
to  the  prevention  and  treatment  of  nasal 
disease. 

o 

HOSPITAL  MANAGEMENT  OF 
HEPATITIS  * 

EDWARD  R.  CHRISTIAN,  M.  D.  f 
New  Orle^ans 

Viral  hepatitis,  in  spite  of  our  great 
attention  to  it  during  the  recent  wars 
and  subsequent  years,  remains  an  enig- 
matic disease  that  often  poses  unrivalled 
problems  in  diagnosis  and  management. 
Usually  a benign  and  self-limited  disease 
whose  very  nature  encourages  complacen- 
cy in  both  its  victim  and  his  physician,  it 
may  pursue  a relentless  course  and  ful- 
minate in  death  while  the  physician — 
lacking  a specific  therapeutic  tool  — is 
helpless  to  intervene.  Its  deceptive  char- 
acter is  all  the  more  tragic  because  the 
disease  prefers  to  strike  young  adults  who 
are  essential  to  the  stability  of  the  home 
and,  in  the  larger  picture,  to  our  whole 
economy.  Even  if  the  disease  does  not 
terminate  fatally,  its  import  is  exagger- 
ated by  the  threat  of  prolonged  morbidity. 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  21,  1954. 

t From  the  Medical  Seiwice,  Veterans  Adminis- 
tration Hospital,  New  Orleans. 
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When  its  course  is  benign  and  free  from 
complication,  as  it  is  in  the  majority  of 
cases,  the  average  period  of  morbidity 
exceeds  two  months;  furthermore,  over 
half  of  that  time  is  spent  in  greatly  re- 
duced activity  if  not  bed  rest.  The  un- 
fortunate victim  who  feels  compelled  to 
return  to  full  physical  activity  before  the 
disease  has  completely  subsided  does  so 
at  the  risk  of  a recrudescence  with  further 
debility  and,  perhaps,  progression  to  per- 
manent liver  damage. 

The  purpose  of  this  paper  is  to  review 
our  experience  with  viral  hepatitis  and  to 
present  a therapeutic  regimen,  established 
through  trial  and  error,  that  has  been 
successful  in  restoring  to  apparent  good 
health  about  92  per  cent  of  the  patients 
subjected  to  it. 

MATEIUAL 

The  Veterans  Administration  Hospital 
in  New  Orleans  was  activated  in  May 
1946,  or  just  eight  years  ago.  Since  then 
a total  of  115  patients  have  been  treated 
there  for  viral  hepatitis.  Pertinent  data 


relative  to  those  patients 

are  summarized 

in  Figure  1. 

NUMBER 

PERCENT 

VIRAL  HEPATITIS 

115  

100.0 

lA)  CHRONIC  PRIOR  TO  ADMISSION  TO 
VAHNOLA 

10  

8.7 

(6)  PATIENTS  WITH  PREVIOUS  BUT 
CURED  HEPATITIS 

4 

3.5 

(C)  PATiENTS  WITH  RECOVERY  AND  NO 
RELAPSE  AFTER  TREATMENT  AT 
VAHNOLA  

99  

86.1 

(0)  PATIENTS  WITH  RELAPSE  AFTER 
TREATMENT  AT  VAHNOLA 

7 

6.1 

(E)  FATAL  , 

9 

7.8 

INFECTfOUS  (IH) 

. . . 5 

HOMOLOGOUS  SERUM  (SH) 

4 

. . 50.0 

Figure  1.  Cases  of  viral  hepatitis  admitted  to 

the  Veterans  Administration 

Hospital, 

New  Or- 

leans,  since  its  activation  in  May  1946. 

Of  the  entire  group,  107  had  endemic 
or  infectious  hepatitis  (IH),  and  8 had 
homologous  serum  hepatitis  (SH).  The 
average  age  of  the  group,  all  of  whom 
were  men,  was  30  years;  39  were  Negroes 
and  76  were  white.  Those  data  are  obvi- 
ously weighted  by  unescapable  peculiari- 
ties of  a clientele  limited  to  the  veteran 
population.  The  absence  of  female  pa- 
tients with  hepatitis  reflects  the  compara- 


tively low  number  of  female  veterans. 
Likewise,  the  ratio  of  Negro  : white  pa- 
tients with  hepatitis  parallels  a similar 
ratio  in  the  veteran  population  of  this 
region.  The  majority  of  veterans  current- 
ly eligible  for  hospitalization  saw  duty 
in  either  World  War  I or  II  and,  there- 
fore, range  in  age  from  the  third  through 
the  sixth  decade  insofar  as  the  period  cov- 
ered by  this  paper  is  concerned.  Presented 
with  that  selected  population,  viral  hepa- 
titis would  seem  to  prefer  the  young  adult 
male.  Ten  of  the  patients  (8.7  per  cent) 
gave  a history  of  previous  hepatitis  with 
persistence  of  symptoms  and  abnormali- 
ties in  liver  function  tests  indicative  of 
chronic  disease.  Four  others  (3.5  per 
cent)  gave  a history  of  previous  hepatitis 
with  absence  of  symptoms  subsequently, 
suggesting  that  the  initial  disease  had 
been  cured.  Ten  of  the  patients  met  the 
usually  acceptable  criteria  for  the  diag- 
nosis of  anicteric  hepatitis,  if  one  is 
willing  to  accept  that  diagnosis  in  the 
absence  of  liver  biopsy. 

Awareness  of  the  treacherous  nature  of 
viral  hepatitis  has  fostered  the  policy  of 
hospitalizing  all  candidates  for  admission 
in  whom  the  diagnosis  is  suspected,  re- 
gardless of  how  mild  the  disease  may 
seem  to  be.  Patients  are  either  frightened 
into  seeking  hospitalization  by  the  appear- 
ance of  jaundice  (only  10  of  107  patients 
were  not  jaundiced  when  admitted),  or 
are  referred  by  their  physicians.  Referral 
often  implies  unusual  severity  of  the  dis- 
ease and/or  impracticality  of  adequate 
home  treatment.  In  this  series  the  aver- 
age patient  (exclusive  of  those  with  chron- 
ic disease  and  of  those  who  died)  was  ill 
for  sixteen  days  prior  to  hospitalization. 
It  is  evident,  then,  that  during  the  phase 
of  the  disease  when  the  greatest  havoc  is 
being  wrought  in  the  liver,  the  average 
victim  is  not  subject  to  the  therapeutic 
discipline  of  the  hospital  and,  in  all  likeli- 
hood, has  not  as  yet  sought  the  aid  of 
his  physician.  Perhaps  in  that  interlude 
between  the  onset  of  the  disease  and  the 
institution  of  adequate  treatment  lies  the 
cause  of  the  prolonged  morbidity  that 
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characterizes  viral  hepatitis. 

TREATMENT 

In  the  absence  of  a specific  cure  for  the 
disease,  current  treatment  of  the  usual 
case  of  viral  hepatitis  hinges  upon  rather 
simple  hygienic  principles  that  can  be 
employed  in  the  home  as  well  as  in  the 
hospital.  Obviously,  all  patients  with  hepa- 
titis cannot  be  hospitalized  for  one  reason 
or  another,  nor  is  it  advocated  that  they 
should  be.  However,  the  hospital  remains 
the  place  where  the  strict  regimen  often 
necessary  in  the  treatment  of  the  disease 
can  be  carried  out  most  effectively. 

A.  Rest:  Rest  is  regarded  as  the  most 
important  single  element  in  the  treatment 
of  hepatitis.  In  these  days  of  public 
awareness  of  more  dramatic  therapeutic 
measures,  rest  often  becomes  an  ethe- 
real thing  imposed  with  difficulty  on 
patients  who  may  be  deeply  jaundiced, 
yet  may  feel  quite  well.  The  physician 
must  determine  the  degree  of  rest  that  is 
necessary  and  over  what  period  it  must  be 
imposed.  Moreover,  he  must  deal  with  the 
dismal  problem  of  the  patient  who  can- 
not obtain  the  prescribed  amount  of  rest 
because  of  economic  demands  made  of 
him. 

Upon  admission  to  the  hospital  the  pa- 
tient with  hepatitis,  regardless  of  the  de- 
gree of  his  morbidity,  undergoes  a period 
of  strict  bed  rest  the  duration  of  which 
is  determined  by  the  observation  needed 
to  anticipate  the  probable  course  of  the 
disease.  Strict  bed  rest  as  used  here  im- 
plies loss  of  bathroom  privileges.  It  is 
thought 'that  the  laboratory  tests  which 
are  most  helpful  as  guides  for  resumption 
of  physical  activity  are  determination  of 
serum  bilirubin,  2-to-4  p.m.  urine  urobili- 
nogen and  bromsulfalein  retention  (per 
cent  retained  forty-five  minutes  after  in- 
jection of  5.0  mg.  of  dye  per  Kg.  of  body 
weight).  Bathroom  privileges  are  allowed 
once  the  serum  bilirubin  has  reached  its 
maximum  level  and  has  begun  to  decrease. 
Bed  rest  is  terminated  when  the  serum 
bilirubin  has  decreased  to  1.0  mg.  per  cent 
or  less,  and  the  2-to-4  p.m.  urine  urobili- 
nogen output  is  less  than  1.0  Ehrlich  unit. 


Improvement  in  those  laboratory  tests 
should  be,  and  generally  is,  paralleled  by 
subjective  improvement;  however,  persis- 
tence of  morbidity  calls  for  additional  bed 
rest  even  if  liver  function  tests  are  nor- 
mal. After  bed  rest  has  been  terminated, 
activity  is  gradually  increased  until  the 
patient  has  the  freedom  of  the  hospital. 
If  such  activity  does  not  precipitate  a re- 
crudescence, the  patient  is  placed  upon 
therapeutic  leave  for  two  weeks.  During 
that  period  he  is  advised  to  avoid  stren- 
uous activity  and  hepatotoxic  substances. 
It  is  thought  that  bromsulfalein  retention 
at  this  stage  of  the  illness  should  be  10  per 
cent  or  less  when  determined  as  outlined 
above.  Upon  his  return  from  leave  the 
patient  undergoes  further  liver  function 
tests.  If  the  results  are  satisfactory  and 
there  has  been  no  recrudescence  of  symp- 
toms, he  is  then  discharged  from  the  hos- 
pital. Further  rest  at  home  is  advised  if 
bromsulfalein  retention  exceeds  5 per 
cent.  The  patient  is  warned  to  seek  medi- 
cal aid  if  resumption  of  full  activity 
causes  such  ominous  signs  as  loss  of 
appetite,  jaundice,  and  darkening  of  urine. 
The  latter  sign,  which  seldom  fails  to 
attract  the  attention  of  the  patient,  is  re- 
spected as  a harbinger  of  active  hepatitis 
because  it  antedates  frank  jaundice.  Any 
recrudescence  of  symptoms  and/or  deteri- 
oration of  liver  function  tests  during  the 
convalescent  phase  calls  for  resumption 
of  bed  rest  with  subsequent  graduation  of 
activity  in  the  manner  just  described.  In 
this  series  the  average  duration  of  hos- 
pitalization was  fifty-five  days,  the  period 
of  therapeutic  leave  being  included  in  that 
figure. 

B.  Diet:  In  the  treatment  of  viral  hepa- 
titis we  have  gone  through  a period  of 
overzealous  approach  to  dietary  manage- 
ment. Such  a period  was  undoubtedly  a 
natural  sequela  to  the  importance  tradi- 
tionally attached  to  the  influence  of  diet 
in  the  treatment  of  cirrhosis.  It  must  be 
recalled,  however,  that  the  victims  of 
hepatitis  are  usually  young  persons  who 
have  been  in  previous  robust  health  and 
excellent  nutritional  state;  therefore,  they 
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are  not  subject  to  the  deleterious  effects 
of  poor  nutrition  that  plague  the  person 
with  cirrhosis.  It  seems  logical,  therefore, 
that  the  diet  prescribed  for  the  usual  vic- 
tim of  hepatitis  is  adequate  if  designed 
to  prevent  the  development  of  deficiencies 
during  the  course  of  the  disease.  Of 
course,  this  does  not  infer  that  those  pa- 
tients who  are  malnourished  prior  to  the 
onset  of  hepatitis  should  not  have  their 
deficiencies  corrected  through  a more  ag- 
gressive dietary  program.  The  need  for 
such  action  is  highlighted  by  the  added 
severity  that  hepatitis  assumes  in  debili- 
tated folk. 

Early  in  the  course  of  the  disease  prob- 
lems which  arise  relative  to  dietary  man- 
agement include  anorexia,  nausea  and 
vomiting.  During  that  phase  adequate 
fluid  and  caloric  intake  can  best  be  af- 
forded through  the  parenteral  adminis- 
tration of  glucose  solutions,  plus  the 
necessary  vitamins  and  electrolytes  to 
maintain  physiological  levels.  When  ano- 
rexia is  profound  it  is  advisable  to  admin- 
ister such  supplements  on  an  “around-the 
clock”  schedule,  thus  avoiding  any  lengthy 
period  when  the  damaged  liver  is  deprived 
of  an  adequate  supply  of  glucose.  It  is 
important  that  the  physician  resort  to  an 
accurate  food  intake  tally  in  determining 
how  much  parenteral  feeding  is  necessary, 
for  the  word  of  the  anorexic  patient  is  not 
trustworthy.  To  him  a forkful  becomes  a 
plateful,  and  any  quantity  of  food  that 
satisfies  his  appetite  is  interpreted  as  an 
adequate  meal,  regardless  of  how  small  it 
might  be. 

Once  the  appetite  has  returned  and  par- 
enteral supplements  are  no  longer  indi- 
cated, one  is  faced  with  the  problem  of 
what  to  feed  and  how  much.  It  is  thought 
that  the  patient’s  appetite  can  then  serve 
as  the  best  guide  in  dietary  management. 
We  offer  the  general  hospital  diet  with 
added  portions  to  bring  the  daily  caloric 
intake  to  between  2500  and  3000.  In- 
cluded in  such  a diet  are  about  100  grams 
of  protein  and  70  to  100  grams  of  fat. 
In  the  usual  case  of  hepatitis  there  is  no 
real  need  for  a greater  quantity  of  pro- 


tein, especially  in  view  of  the  failure  of 
comparatively  enormous  quantities  to  al- 
ter the  course  of  the  disease  significantly. 
However,  additional  protein  may  be  indi- 
cated when  a previous  deficiency  exists, 
or  when  the  disease  causes  a failure  in 
protein  synthesis  incident  to  liver  damage. 
Stringent  fat  restriction  has  been  passe 
in  the  treatment  of  hepatitis  since  it  be- 
came evident  that  food  containing  little 
fat  is  so  unsavory  that  appetite  is  seri- 
ously hampered.  Furthermore,  fats  cause 
no  demonstrable  harm  to  patients  with 
hepatitis  who  tolerate  them  quite  well, 
particularly  those  fats  of  dairy  origin. 
They  need  not  be  restricted  unless  there 
is  an  aversion  to  them,  in  which  event  the 
patient  usually  foregoes  them  voluntarily. 

In  our  experience  the  plan  of  treatment 
outlined  so  far,  which  insists  only  upon 
adequate  rest  and  common-sense  dietary 
control,  will  restore  to  good  health  the 
great  majority  (roughly,  90  per  cent)  of 
patients  with  viral  hepatitis.  Occasionally, 
however,  one  fails  to  respond  to  the  regi- 
men, but  progressively  deteriorates.  The 
following  are  signs  that  call  for  aggres- 
sive action  in  an  effort  to  forestall  hepatic 
coma,  a state  from  which  there  is  seldom 
a return:  (1)  Progressive  subjective  de- 
terioration in  spite  of  adequate  treatment; 
(2)  deepening  jaundice;  (3)  progressive 
lengthening  of  the  prothrombin  time  in 
spite  of  adequate  parenteral  supplement 
of  vitamin  K;  (4)  progressive  increase  in 
the  ratio  of  free  : total  serum  cholesterol. 
When  a patient  presents  those  ominous 
signs,  what  else  can  be  offered  him? 

A.  Hormones:  Cortisone  and  adreno- 

corticotropic hormone  (ACTH)  offer  con- 
siderable promise  of  benefit  if  employed 
as  soon  as  inadequacy  of  conservative 
therapy  is  suspected.  ACTH  is  preferred 
if  the  ratio  of  free  : total  cholesterol  is 
within  normal  range,  and  is  administered 
by  slow  intravenous  drip  in  dosage  of  25 
mg.  daily.  If  the  ratio  of  free  : total 
cholesterol  is  abnormally  high,  however, 
cortisone  is  the  hormone  of  choice.  It  is 
administered  intramuscularly  in  an  initial 
dose  of  300  mg.,  thereafter  reduced  by 
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25  to  50  mg.  daily  until  the  minimal  effec- 
tive dose  is  established.  Once  committed 
to  the  use  of  either  hormone,  the  physi- 
cian is  obliged  to  continue  its  use  until 
recovery  is  certain;  i.e.,  overtreatment  is 
less  dangerous  than  premature  vuthdraw- 
al  of  the  hormone.  Contrary  to  the  usual 
situation  in  viral  hepatitis,  fluid  and  elec- 
trolyte balance  now  must  be  followed 
closely,  particularly  the  serum  potassium. 
Whereas  ACTH  and  cortisone  induce  a 
potassium  diuresis  that  necessitates  sup- 
plement of  the  ion,  the  severely  ill  patient 
who  becomes  oliguric  may  have  hyper- 
kalemia that  demands  reduction  of  potas- 
sium intake.  Patients  receiving  either 
ACTH  or  cortisone  are  placed  upon  low- 
sodium  diets. 

B.  Blood:  Failure  of  prothrombin  syn- 
thesis by  the  damaged  liver  leads  to  a 
hemorrhagic  tendency  that  may  have  seri- 
ous proportions.  It  is  not  uncommon  for 
acute  blood  loss  to  be  involved  in  the 
death  mechanism  in  fatal  hepatitis.  Trans- 
fusion of  fresh  whole  blood  is  indicated 
when  response  to  parenterally  adminis- 
tered vitamin  K is  lacking  and  signs  of 
hemorrhage  appear. 

C.  Oxygen:  Hypoxia  is  devastating  to 
the  damaged  liver,  therefore  the  organ 
should  be  supplied  with  maximally  oxy- 
genated blood. 

D.  Antibiotics:  Antibiotics  have  been 

employed  to  reduce  intestinal  flora,  there- 
by reducing  the  streaming  of  bacteria  and 
their  products  through  the  damaged  liver. 
We  have  seen  little  benefit  derived  from 
antibiotics  in  the  treatment  of  viral  hepa- 
titis, and  do  not  use  them  routinely.  How- 
ever, progressive  deterioration  of  a pa- 
tient warrants  some  measure  of  empiri- 
cism and  we  are  not  adverse  to  using 
antibiotics  under  those  circumstances. 

E.  Lipotropes:  Fatty  metamorphosis  is 
of  such  rare  occurrence  in  viral  hepatitis 
that  its  demonstration  casts  doubt  on  the 
diagnosis.  Therefore,  one  would  expect 
little  benefit  from  the  use  of  lipotropic 
substances  in  the  treatment  of  the  disease. 
However,  since  methionine  must  be  pres- 
ent in  the  parenchymal  cell  to  prevent  its 


necrosis,  it  is  advisable  to  insure  an  ade- 
quate supply  of  that  amino  acid. 

F.  Protein  hydrolysates:  Coma  is  the 
most  dreaded  event  in  the  course  of  ful- 
minating hepatitis,  for  it  almost  invariab- 
ly precedes  death.  What  causes  hepatic 
coma  remains  an  enigma,  but  to  date  de- 
rangements in  ammonia  metabolism  have 
been  indicated  as  the  most  plausible  ex- 
planation. In  that  light  it  seems  illogical, 
if  not  dangerous,  to  administer  products 
rich  in  amino  acids.  We  do  not  advise  the 
use  of  protein  hydrolysates  in  any  phase 
of  viral  hepatitis. 

G.  Serum  albumin:  This  costly  blood 

derivative  has  a questionable  place  in  the 
treatment  of  severe  hepatitis.  It  may  be 
indicated  if  liver  damage  has  seriously  in- 
terfered with  albumin  synthesis.  It  may 
have  some  value  in  averting  hepatic  coma, 
inasmuch  as  we  have  seen  one  patient  re- 
cover from  coma  (due  to  Laennec’s  cir- 
rhosis) while  under  treatment  with  it. 

H.  Liver  extract:  It  is  questionable 

that  liver  extract  is  of  value  in  the  treat- 
ment of  liver  disease,  but  we  still  exhibit 
it  empirically  in  severe  disease,  hoping  it 
offers  some  benefit  however  slight. 

RESULTS  OF  TREATMENT 

The  reader  is  again  referred  to  Figure 

1.  That  viral  hepatitis  is  usually  a benign, 
self-limited  disease  is  evident  from  the 
fact  that  99  (or  86.1  per  cent)  of  the  115 
patients  recovered  uneventfully,  all  but 
one  having  received  just  the  basic  thera- 
peutic regimen,  i.e.,  restricted  activity 
and  adequate  diet.  Seven  of  the  115  pa- 
tients (or  6.1  per  cent)  had  relapses  fol- 
lowing discharge  from  the  hospital  and 
had  to  be  readmitted  for  further  treat- 
ment. Of  those  7,  5 were  restored  to  good 
health  while  2 have  continued  to  have 
signs  of  chronic  disease.  One  had  been  ill 
for  months  prior  to  hospitalization  and  it 
is  thought  that  his  disease  is  kept  smoul- 
dering by  his  inability  to  obtain  adequate 
rest.  The  other  is  a narcotics  addict  and 
it  is  quite  possible  that  his  “relapses” 
represent  reinfections  with  the  virus  of 
homologous  serum  hepatitis.  Nine  (or  7.8 
per  cent)  of  the  115  cases  were  fatal;  5 
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had  infectious  hepatitis,  that  number  rep- 
resenting 4.7  per  cent  of  107  cases;  4 
had  homologous  serum  hepatitis,  that 
number  representing  50  per  cent  of  8 
cases.  The  remarkable  percentage  of  fa- 
talities in  the  latter  group  argues  for 
great  caution  in  the  transfusion  of  blood 
and  its  derivatives.  It  must  be  remem- 
bered that  outside  the  military  situation 
patients  who  require  blood  or  its  deriva- 
tives are  likely  to  be  under  treatment  for 
debilitating  disease,  and  in  them  viral 
hepatitis  becomes  a hazard. 


Figure  2 summarizes  the  data  relative 
to  the  nine  fatal  cases  of  hepatitis.  It  is 
introduced  since  prevention  of  fatal  out- 
come would  seem  to  be  the  purpose  of  the 
therapeutic  regimen  in  light  of  the  fact 
that  92  per  cent  of  the  cases  recover  with- 
out apparent  residual  effect  of  the  disease. 
Six  of  the  9 cases  were  Negroes,  3 of 
whom  had  either  sicklemia  or  the  sickling 
trait.  Six  were  between  20  and  33  years 
of  age;  the  others  were  between  40  and 
55.  In  most  instances  the  interval  be- 
tween hospitalization  and  death  was  brief. 
Of  the  5 cases  with  infectious  hepatitis, 
4 were  in  the  hospital  four  days  or  less. 
All  the  patients  with  homologous  serum 
hepatitis  developed  the  disease  while  hos- 
pitalized and  under  treatment  for  other 
severely  debilitating  diseases.  All  9 pa- 
tients lapsed  into  coma  before  dying. 
That  event  was  accompanied  by  anuria 
in  3 of  them.  Suppression  of  urine  was 
attributed  to  circulatory  collapse  in  1 and 


to  bile  nephrosis  in  the  other  2.  One  of 
the  latter  had  the  sickling  trait  and 
sludging  of  sickle  cells  in  the  vessels  of 
his  kidneys  was  extensive  enough  to  cause 
serious  interference  with  the  oxygen  sup- 
ply of  those  organs.  Hemorrhage  played 
a part  in  the  demise  of  3 patients,  indicat- 
ing that  prothrombin  failure  is  a compli- 
cation to  be  feared  and  reckoned  with.  Of 
the  9 patients  who  died,  6 were  autopsied. 
Only  2 were  found  to  have  livers  of  re- 
duced weight  suggestive  of  acute  yellow 
atrophy;  they  had  been  ill  nineteen  and 
ten  days  respectively.  The  other  livers 
ranged  in  weight  from  1360  to  2730 
grams,  indicating  that  if  hepatic  coma 
could  be  averted  in  severe  hepatitis,  there 
is  probably  enough  parenchyma  remaining 
to  allow  return  to  health.  Three  of  the 
fatal  cases  died  after  ACTH  and  cortisone 
became  available.  It  was  impossible  to 
use  either  hormone  in  1 because  of  wide- 
spread tuberculosis;  the  other  2 received 
cortisone  without  benefit.  In  retrospect, 
it  is  thought  that  neither  of  them  received 
hormone  therapy  early  enough  to  have 
altered  the  downward  course  of  the  dis- 
ease. 

CASK  KKPOKT 

The  following  case  illustrates  a prob- 
able life-saving  effect  of  cortisone  follow- 
ing its  timely  use  in  a patient  with  severe 
infectious  hepatitis  who  did  not  respond 
to  adequate  conservative  therapy : 


Figure  3.  Summary  chart  of  pertinent  labora- 
tory findings  in  a patient  with  severe  viral  hepa- 
titis. Note  prompt  decrease  in  serum  bilirubin 
following  institution  of  cortisone  therapy. 


14 


Christian — Hospital  Mayiagement  of  Hepatitis 


The  patient,  whose  pertinent  laboratory  data 
are  summarized  graphically  in  Figure  3,  was  a 
43-year-old  white  man  hospitalized  with  infec- 
tious hepatitis  (IH)  of  two  weeks’  duration.  His 
illness  did  not  seem  severe;  nevertheless,  he  was 
placed  on  the  established  therapeutic  regimen 
which  included  complete  bed  rest,  special  diet 
and  supplementary  vitamins.  Serum  bilirubin  re- 
mained essentially  constant  at  a moderately  ele- 
vated level  for  about  two  weeks  after  the  patient 
was  admitted.  Subjectively,  he  felt  surprisingly 
well  and  had  none  of  the  classical  signs  that  usu- 
ally accompany  the  early  phase  of  hepatitis,  such 
as  anorexia,  nausea  and  vomiting.  Shortly  there- 
after, however,  the  serum  bilirubin  began  to  rise 
progressively,  pi’othrombin  time  lengthened  and 
there  was  an  increase  in  the  ratio  of  free  : total 
serum  cholesterol.  The  patient’s  paradoxical  sense 
of  well-being  continued  to  belie  those  alarming 
signs  of  progressive  parenchymal  necrosis.  Be- 
cause of  confusing  elements  in  the  diagnostic  pic- 
ture that  need  not  be  described  here,  needle  bi- 
opsy of  the  liver  was  performed  on  the  forty- 
fourth  day  of  illness  and  verified  the  presence  of 
extensive  necrosis  (Figure  4). 


Figure  4.  First  needle  biopsy  of  liver  per- 
formed on  patient  referred  to  in  Figure  3.  Bi- 
opsy was  done  on  44th  day  of  illness  and  prior 
to  cortisone  therapy.  Massive  necrosis  is  shown. 


The  patient  was  started  on  cortisone  therapy 
and  prompt  decrease  in  the  serum  bilirubin  re- 
sulted (Figure  3).  From  then  on  there  was  sus- 
tained subjective  improvement  that  was  matched 
by  gradual  return  of  liver  function  tests  to  nor- 
mal. The  second  biopsy  of  the  liver  was  per- 
formed on  the  seventy-second  day  of  illness  and 
the  twenty-seventh  day  of  cortisone  therapy 
(Figure  .5.)  It  revealed  postnecrotic  scarring  and 
fatty  metamorphosis.  The  latter  is  rare  in  the 
course  of  viral  hepatitis  and  probably  resulted 
from  steroid  therapy. 

Treatment  with  cortisone  was  extended  over  a 
period  of  twenty-eight  days;  during  the  with- 
drawal phase  small  doses  of  ACTH  were  adminis- 


Figure  5.  Second  biopsy  of  liver  done  on  72nd 
day  of  illness  and  27th  day  of  cortisone  therapy. 
Postnecrotic  scarring  and  fatty  metamorphosis 
are  shown.  The  latter  is  uncommon  in  viral  hepa- 
titis and  is  attributed  to  cortisone  therapy. 


tered.  A month  of  therapeutic  leave  resulted  in 
neither  recrudescence  of  symptoms  nor  deteriora- 
tion of  liver  function  tests;  therefore,  the  patient 
was  discharged  from  the  hospital.  The  third  bi- 
opsy of  the  liver  was  performed  one  hundred  and 
sixty-eight  days  after  the  onset  of  illness  (Figure 
6),  and  revealed  essentially  normal  tissue.  The 
patient  is  now  actively  pursuing  his  occupation 
without  apparent  residual  effects  of  his  disease. 


Figure  6.  Third  biopsy  of  liver,  done  168  days 
after  onset  of  illness.  Liver  is  essentially  normal 
— as  anticipated  because  of  clinical  recovery  and 
return  of  function  tests  to  normal. 


OTHER  rOXSIDEK.VflOXS 

A.  Problems  in  diagnosis:  In  reviewing 
this  series  of  115  cases  of  viral  hepatitis, 
it  was  noted  that  the  two  diseases  most 
commonly  involved  in  the  differential 
diagnosis  were  Weil’s  disease  and  extra- 
hepatic  biliary  tract  disease  with  obstruc- 
tion. Since  early  antibiotic  therapy  is  im- 
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perative  in  the  management  of  Weil’s  dis- 
ease, it  is  thought  that  empiric  treatment 
is  warranted  until  serological  studies  can 
be  completed.  Differentiation  between 
parenchymal  and  surgical  jaundice  re- 
mains a problem  in  spite  of  extensive  bat- 
teries of  liver  function  tests  and  other 
diagnostic  procedures.  We  have  recently 
proved  to  our  own  satisfaction  that  the 
abnormally  high  elevation  of  serum  iron 
that  is  peculiar  to  viral  hepatitis  is  of  dis- 
tinct benefit  in  the  differential  diagnosis 
of  jaundice.  Determination  of  serum  iron 
is  a rather  simple  procedure  well  adapted 
to  use  in  the  clinical  laboratory.  Caution 
is  urged  against  panicky  surgical  inter- 
vention in  puzzling  cases  of  jaundice  when 
viral  hepatitis  may  be  the  disease  at  hand, 
rather  than  biliary  obstruction. 

B.  Prophylaxis:  Outside  the  military 

situation  the  family  is  probably  the  epi- 
demiological unit  in  viral  hepatitis  (IH). 
If  victims  of  the  disease  must  remain  in 
contact  with  other  members  of  the  family 
during  the  acute  phase  of  the  disease,  the 
protective  use  of  gamma  globulin  is  ad- 
visable. This  may  be  of  added  importance 
in  view  of  recent  demonstration  that  a 
carrier  state  of  the  disease  exists.  In  this 
series  of  cases  there  was  one  patient  who 
stated  that  12  other  members  of  his  fami- 
ly had  had  the  disease.  Families  in  which 
young  children  are  the  first  to  contract 
the  disease  should  take  added  hygienic 
precautions,  because  the  habits  of  small 
children  easily  lend  themselves  to  fecal 
contamination  of  food  and  drink. 

.SUMMARY 

One  hundred  and  fifteen  cases  of  viral 
hepatitis  treated  at  the  Veterans  Adminis- 
tration Hospital  in  New  Orleans  during 
the  past  eight  years  are  reviewed.  The 
therapeutic  regimen  that  restored  about 
92  per  cent  of  the  patients  to  good  health 
is  described.  A case  report  is  presented 
to  demonstrate  the  efficacy  of  ACTH  and 
cortisone  in  the  management  of  severe 
cases  of  hepatitis  that  fail  to  respond  to 
more  conservative  therapy.  Nine  of  the 
115  patients  died;  7 had  relapses  following 
treatment. 


A UK  N O W L E I )G  E M E X T 

Needle  biopsies  of  the  liver  were  per- 
formed by  Dr.  Frank  V.  Mayer  and  inter- 
preted by  Dr.  Joseph  Ziskind.  Photo- 
graphic work  was  done  by  Mr.  F.  W.  Busic 
and  Mr.  W.  D.  Bohon. 
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GLAUCOMA  AS  SEEN  BY  THE 
GENERAL  PRACTITIONER  * 

EDGAR  W.  BOOTH,  M.  D. 

Shreveport 

The  theme  of  this  paper  might  be  said 
to  be  “Suspicion”,  and,  in  fact,  if  it  ac- 
complishes nothing  more  than  to  make 
you  suspicious  and  aware  of  glaucoma  its 
purpose  will  be  accomplished.  Glaucoma 
is  still  a very  definite  health  problem  in 
the  United  States.  This  problem  is  mainly 
one  of  early  detection  and  it  is  this  aspect 
that  I wish  to  emphasize.  The  magnitude 
of  the  situation  may  be  revealed  by  the 
following  facts. 1 

It  has  been  estimated  that  there  are 
approximately  1,000,000  persons  over  40 
years  of  age  who  have  glaucoma!  In  this 
age  group  there  are  over  40,000  new  cases 
occurring  each  year. 

Each  year  in  the  United  States  3,400 
new  cases  of  glaucoma  blind  are  recorded. 

When  one  realizes  that  about  12  per 
cent  of  all  blindness  is  due  to  this  condi- 
tion, it  must  be  apparent  what  a serious 
problem  it  poses. 

Glaucoma  may  be  simply  defined  as  a 
rise  in  intraocular  pressure  above  normal 
limits.  You  will  recall  that  the  intraocular 
pressure  is  regulated  by  a very  delicate 
balance,  chemical  and  functional,  between 
the  secretion  of  aqueous  by  the  ciliary 
body  of  the  eye  and  the  excretion  of 
aqueous  through  the  canal  of  Schlemm  at 
the  angle  of  the  anterior  chamber.  Any- 
thing which  interferes  with  this  mechan- 
ism be  it  organic  or  functional,  results  in 
a rise  in  intraocular  pressure. 

For  our  purpose  glaucoma  may  be  simp- 
ly classified  as  follows : ^ 

1.  Primary  glaucoma 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing; of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 
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A.  Congestive,  inflammatory 

1.  Acute 

2.  Chronic 

B.  Chronic  simple  glaucoma,  non- 
inflammatory 

2.  Secondary  glaucoma 

3.  Congenital 

The  present  day  concept  of  the  various 
mechanisms  of  glaucoma  has  been  out- 
lined by  Sugar : ® 

“The  mechanisms  in  the  production  of  the  in- 
creased intraocular  pressure  in  the  various  dis- 
eases known  as  the  glaucomas  may  be  separated 
according  to  the  portion  of  the  path  of  aqueous 
flow  which  is  interfered  with.  These  may  be  con- 
sidered as  follows: 

1.  Mechanical  blockage  of  the  trabecular  spaces 

a.  by  iris 

b.  by  particulate  matter 

2.  Lack  of  communication  between  the  anterior 
and  posterior  chambers 

3.  Obstruction  of  venous  drainage 

4.  Possible  overproduction  of  aqueous  due  to 
irritation  of  the  ciliary  processes 

5.  Vascular  hyperemia 

6.  Interference  with  vessels  in  Schlemm’s  canal 
mechanism  by  sclerosis  or  naiTOwing  of  the 
afferent  arterioles.” 

It  is  easy  to  see  that  some  of  these 
mechanisms  may  be  affected  by  extra- 
ocular influences,  i.  e.,  worry  and  mental 
shock  affecting  the  vascular  bed. 

I have  thus  briefly  covered  the  basic 
essentials  of  glaucoma.  You  are  probably 
wondering  of  what  importance  is  glau- 
coma to  the  physician? 

To  answer  this  question  it  will  help  if 
we  briefly  cover  the  symptomatology  of 
glaucoma  and  integrate  this  with  the 
findings  the  doctor  sees  in  the  various 
types.  ^ 

PRIMARY  GLAUCOMA 

Primary  congestive  glaucoma  may  be 
acute  or  chronic.  The  chronic  form  is 
characterized  by  recurrent  attacks  of  ele- 
vated intraocular  pressure.  These  attacks 
may  be  transient  at  first  and  then  slowly 
increase  in  severity  and  duration.  The 
patient  may  or  may  not  complain  of 
blurred  vision  and  of  halos  around  lights. 
The  latter  is  more  likely  to  be  noticed  by 
the  patient.  Mild  recurrent  headache  may 
be  the  symptom  which  brings  him  to  the 
physician.  When  you  have  a patient  with 
the  chief  complaint  of  recurrent  head- 


aches always  question  him  as  to  the  oc- 
currence of  halos  or  of  diminished  vision. 
It  is  sometimes  surprising,  however,  how 
poor  the  vision  can  become  and  the  pa- 
tient not  be  aware  of  it.  This  is  because 
glaucoma  frequently  affects  one  eye  first 
and  of  course  the  other  eye  with  normal 
vision  “covers”  for  the  involved  eye.  As 
the  attacks  increase  in  duration  the  head- 
aches become  more  severe  and  prolonged, 
and  frequently  it  is  at  this  time  that  the 
patient  consults  his  doctor.  Unless  he  is 
in  the  attack  there  may  be  nothing  to 
make  you  suspicious.  If  he  is  in  a con- 
gestive phase  there  will  be  photopsia, 
blurred  vision,  and  injection  of  the  con- 
junctiva. Unless  you  keep  glaucoma  in 
mind  the  headache  may  be  confused  with 
one  of  vascular  origin.  There  may  be  a 
history  that  the  attack  was  precipitated 
by  exposure  to  darkness,  or  that  the  pa- 
tient has  been  mentally  upset.  Occasional- 
ly, the  attack  may  wake  the  patient  out 
of  a sound  sleep. 

The  previous  chain  of  events  may  merge 
into  the  acute  congestive  phase  or  the 
latter  may  be  the  initial  attack.  This 
acute  phase  is  an  emergency  and  must  be 
treated  immediately.  Fortunately,  this 
acute  type  is  seldom  missed  because  of 
concentration  of  symptoms  referable  to 
the  eye.  These  are  the  same  as  previously 
described  except  much  more  pronounced, 
plus  nausea  and  vomiting,  chills  and 
bradycardia.  The  anterior  chamber  will 
be  shallow,  the  cornea  hazy,  the  pupil 
dilated  and  the  iris  muddy.  The  eye  feels 
hard  to  palpation.  The  disk  may  be  red- 
dened but  will  not  be  excavated  unless 
this  phase  or  a chronic  simple  glaucoma 
has  persisted  for  some  time.  Frequently 
the  fundus  cannot  be  seen  due  to  the 
cloudy  cornea.  In  some  cases  in  which 
the  systemic  symptoms  are  severe  the  pa- 
tient is  so  profoundly  ill  that  they  con- 
sider their  eye  pain  a minor  part  of  their 
illness  and  will  not  call  the  doctor’s  at- 
tention to  the  eye  and  then  it  may  be 
mistaken  for  an  acute  gastrointestinal  af- 
fair.'* Fortunately,  these  are  the  excep- 
tions. An  acute  congestive  glaucoma 
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should  be  treated  immediately,  for  each 
hour  delay  means  more  loss  of  vision. 

A final  word  about  this  type  of  glau- 
coma. Any  patient  who  relates  a history 
of  recurrent  attacks  of  eye  or  head  pain, 
with  or  without  blurred  vision  or  halos 
should  be  referred  for  glaucoma  evalua- 
tion. In  doubtful  cases  we  have  certain 
tests  to  aid  in  the  diagnosis  of  this  type 
of  glaucoma. 

CilKOMC  SIMPLE  GLAUCOMA 

This  is  the  most  important  group  in 
our  discussion  because  of  its  frequency 
and  its  lack  of  identifying  symptoms. 
The  usual  picture  in  this  type  is  a slow 
increase  in  intraocular  pressure  in  a 
stair-step  like  manner.  The  tension  rises 
slowly  to  a slightly  higher  level  and  the 
eye  then  compensates  at  this  level.  This 
is  repeated,  each  time  the  tension  reach- 
ing a slightly  higher  level.  Symptoms  are 
usually  absent  early  except  for  an  oc- 
casional complaint  of  colored  rings  around 
lights.  In  the  later  stages  there  may  be 
early  morning  headaches  which  disappear 
on  rising.  Television  or  movies  frequent- 
ly produce  headaches.  There  may  be  a 
complaint  of  numerous  changes  of  glasses 
or  one  of  trouble  adjusting  the  eyes  to 
darkness.  Still  later  there  will  be  foggy 
vision,  frontal  headaches,  and  halos 
around  lights.  It  is  about  this  point  that 
the  physician  may  see  the  patient  because 
of  the  headaches.  Again  let  me  repeat 
that  any  patient  with  headaches  should  be 
questioned  as  to  the  presence  of  foggy 
vision  or  colored  halos  around  lights. 
Many  patients  will  only  give  a history  of 
headache  when  questioned.  None  of  these 
symptoms  may  be  present  and  the  patient 
losing  his  sight  from  glaucoma.  On  the 
other  hand  he  could  have  any  or  all  and 
not  have  glaucoma.  One  must  not  forget 
that  glaucoma  is  much  more  frequent 
after  forty.  This  is  the  same  age  period 
when  presbyopia  begins  to  raise  its  ugly 
head.  This  accounts  for  some  of  the  delay 
in  recognition  of  this  condition  since  the 
patient  thinks  he  is  supposed  to  be  hav- 
ing trouble  at  this  time.  Glaucoma  sim- 
plex is  often  confused  with  cataract  be- 
cause of  the  loss  of  vision  and  the  slight 


greyish  haze  of  the  lens  which  is  seen 
through  the  slightly  dilated  pupil. ^ You 
will  note  the  contrast  of  this  simple  glau- 
coma with  the  congestive  type.  In  the 
simple  type  you  do  not  have  a history  of 
recurrent  attacks.  The  symptoms  are  mild 
and  vague  until  the  advanced  stage.  I 
remember  a case  in  which  the  tension  was 
65  and  the  only  complaint  was  the  need 
for  new  glasses. 

The  optic  disk  will  show  both  cupping 
and  pallor.  The  cupping  is  first  noted  at 
the  temporal  side  of  the  disk.  As  this 
progresses  the  cupping  becomes  more  com- 
plete and  the  vessels  are  seen  to  bend  as 
they  cross  the  disk  edge  and  are  pushed 
to  the  nasal  side. 

The  third  group  to  be  discussed  might 
be  called  induced  glaucoma.  This  includes 
the  cases  of  glaucoma  initiated  by  the 
administration  of  the  sympathomimetic 
drugs,  such  as  banthine,  atropine,  bella- 
dona,  etc.  If  during  the  course  of  ad- 
ministration of  one  of  these  drugs  for 
other  conditions  the  patient  should  com- 
plain of  blurred  vision,  loss  of  accommo- 
dation or  pain  of  any  degree  in  the  eyes, 
it  is  important  that  this  patieist  be 
checked  for  glaucoma.  In  these  cases  I 
feel  that  the  patient  has  a glaucoma  po- 
tential which  was  precipitated  by  the 
drug.  Therefore,  it  is  doubly  important 
that  this  patient  be  referred  for  further 
study  so  that  he  may  be  followed  for 
development  of  a subsequent  glaucoma. 
I see  about  two  cases  of  this  a year  and 
I am  sure  that  those  in  eye  clinics  see 
many  more. 

IX FAXTILE  GLAUCOMA 

This  is  a hereditary  condition,  of  re- 
cessive transmission.  Ninety  per  cent  of 
the  cases  appear  by  the  third  year.  It  is 
due  to  a congenital  defect  in  the  angle. 
It  is  characterized  by  an  increase  in  size 
of  the  globe.  It  is  not  common  but  is 
mentioned  only  to  remind  you  that  it  does 
occur,  and  that  it  can  be  treated  by 
surgical  means. 

SECOXDAKY  GLATT'OMA 

Secondary  glaucoma  infers  that  the 
glaucoma  is  secondary  to  some  other  pro- 
cess in  the  eye.  For  our  discussion  it  will 
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suffice  to  say  that  if  the  doctor  has  to 
treat  an  eye  for  trauma,  inflammation,  or 
iritis,  and  it  does  not  respond  to  treat- 
ment, the  occurrence  of  a secondary  glau- 
coma must  be  considered.  Patients  who 
have  gross  cataracts  and  who  present 
themselves  with  an  injected  painful  eye 
may  have  both  a cataract  and  a glaucoma. 

OBSERVATION  OF  THE  OPTIC  DISK 

In  all  of  our  foregoing  discussion  I 
have  given  a general  view  of  glaucoma 
of  which  you  are  probably  already  aware. 

I would  now  like  to  discuss  more  fully 
the  investigation  of  the  optic  disk  with 
the  ophthalmoscope,  an  instrument  which 
I hope  most  of  you  possess.  I believe  that 
observation  of  the  optic  disk  in  the  evalu- 
ation of  glaucoma  is  less  well  understood 
then  it  should  be.  To  recognize  the  ab- 
normal we  should  first  know  the  normal 
variations.  Many  years  ago,  Elschnig 
classified  normal  disks  into  five  types: 

Type  1 — Funnel  type — In  this  you  will 
see  the  entire  disk  is  filled  in  by  nerve 
fibers  except  for  a tiny  central  funnel 
surrounding  the  vessels. 

Type  2 — Cylindrical — This  has  a cen- 
tral, deep,  steep  walled  excavation  of  not 
more  than  one-third  disc  diameter.  The 
altitude  of  the  excavation  is  greatly  in 
excess  of  the  base. 

Type  3 — Saucer  shaped — This  is  a shal- 
low excavation,  taking  up  much  of  the 
disk.  It  is  abrupt  above  and  gentle  below. 
On  the  temporal  side  the  slope  is  more 
gentle.  Over  the  abrupt  drop  above  one 
may  see  apparent  interruption  of  the 
vessels^. 

Type  4 is  seen  in  myopes.  The  temporal 
half  is  excavated  and  slopes  up  to  the 
level  of  the  retina.  On  the  nasal  side 
there  is  a rather  thick  layer  of  fibers  and 
the  level  drops  abruptly  down  to  the  deep- 
est portion  of  the  excavation. 

Type  5 are  those  with  atypical  nerve 
arrangements  which  border  on  congenital 
anomalies. 

We  who  are  seeing  eye  patients  make 
records  of  each  patient’s  disk  appearance 
for  future  comparison.  What  you  are  in- 


terested in  as  a doctor,  however,  is  what 
constitutes  a suspicion  of  glaucoma.  You 
can  have  a very  large  excavation  and  still 
have  a normal  disk. 

Type  3 disks  make  one  very  suspicious 
of  glaucoma.  Actual  cases  of  glaucoma 
with  this  type  of  cup  are  rare,  however. 
The  important  area  to  keep  in  mind  is 
the  nerve  fiber  layer  itself.  In  physio- 
logical excavations  these  cup  borders 
never  reach  the  disk  border  except  on  the 
temporal  side  and  that  usually  in  type  4. 

When  one  sees  the  nerve  fiber  layer 
thinned  out  to  the  disk  border  above  or 
below,  you  can  be  sure  that  it  is  not  a 
physiological  cup.  Remember  that  nor- 
mally the  nerve  fiber  layer  is  pink  in 
color.  In  judging  the  color  of  this  layer 
do  not  contrast  it  with  the  surrounding 
retina  as  this  is  sometimes  misleading. 
Evaluate  the  color  of  the  fibers  strictly 
on  the  intensity  of  pinkness  on  the  nasal 
side  of  the  nerve  head.  In  some  fundi 
there  may  be  a conus  or  a circumpapillary 
halo  which  will  give  an  atrophic  nerve 
fiber  layer  the  appearance  of  being  more 
pink  than  it  actually  is. 

As  I said  early  in  this  paper  I hope  I 
have  made  you  suspicious.  In  conclusion, 
let  me  quote  from  an  article  by  Kronfeld.® 
“Ineffectiveness  of  the  therapeutic  meas- 
ures taken  by  the  ophthalmologist  ac- 
counts for  only  a small  percentage  of  the 
blindness  that  occurs  in  the  U.  S.  A.  Most 
of  the  blindness  occurs  because  the  dis- 
ease was  not  recognized.’’ 

SUMMARY 

The  general  considerations  of  glaucoma 
have  been  presented  and  the  important 
problem  of  early  recognition  emphasized. 
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CHONDROMALACIA  OF  THE 
PATELLA 
IRVIN  CAHEN,  M.  D. 

New  Orleans 

In  recent  years  arthrotomy  of  the  knee 
joint  has  become  an  accepted  procedure, 
not  only  from  the  therapeutic  standpoint, 
but  also  for  the  purpose  of  diagnostic  sur- 
vey. Prior  to  this  opinion,  laity  as  well  as 
professional  personnel  seemed  to  be  hesi- 
tant to  a degree  in  exposing  the  articula- 
tion to  this  direct  attack.  This  hesitancy 
was  no  doubt  due  to  the  unwarranted  be- 
lief that  exposure  of  the  joint  led  directly 
to  postoperative  complications  of  insta- 
bility, continued  pain,  and  restricted  mo- 
tion. With  the  advent  of  improved  sur- 
gical technique  and  the  overall  lessening  in 
the  danger  of  infection,  as  well  as  pre- 
operative preparation,  such  as  quadriceps 
training  and  the  use  of  antibiotics,  the 
orthopedic  surgeon  has  broadened  indica- 
tions for  this  procedure.  Exploration  of 
the  abdomen  by  the  general  surgeon  has 
been  of  great  value  and  now  in  similar 
concept,  arthrotomy  has  aided  diagnostic 
ability  in  establishing  those  many  factors 
which  have  been  broadly  grouped  under 
the  term  “internal  derangement  of  the 
knee  joint”. 

Pathology  of  the  joint  classified  as  “in- 
ternal derangement’’  has  recently  been 
presented  by  Peabody  as  follows : 

1.  Meniscus  lesion. 

a.  Post-traumatic 

b.  Degenerative 

c.  Cystic 

2.  Chondropathy  of  patella. 

a.  Degenerative 

b.  Post-traumatic 

c.  Congenital 

3.  Osteochondritis  dissecans. 

4.  Joint  mouse,  simple  loose  body. 

a.  Synovial  origin 

b.  Arthritic,  hypertrophic 

5.  Recurrent  dislocation  of  the  patella. 

6.  Ligamental  instability,  all  types. 

7.  Congenital  meniscus  lesions. 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 


a.  Discoid  anomaly 

b.  Calcification  or  ossification 

8.  Ununited  fracture  of  the  tibial  emi- 
nence. 

9.  Hypertrophic  synovial  villi  or  fat 
pad. 

10.  Osteochondromatosis. 

It  is  the  intention  of  the  author  to  dis- 
cuss chondropathy  of  the  patella  and  to 
indicate  the  usage  of  the  term  chondro- 
malacia. It  is  believed  that  this  condition 
is  more  frequently  present  than  previ- 
ously credited,  and  that  it  is  a distinct 
entity  that  offers  chronic  disability  in- 
volving the  knee  articulation.  During  re- 
cent years  this  subject  has  gained  the  at- 
tention of  reviewers  and  with  the  stimu- 
lation of  the  past  armed  conflict,  various 
statistical  reports  have  been  recorded,  in- 
dicating the  relative  increase  of  this  path- 
ology. 

There  is  a variance  of  opinion  as  to 
the  presentation  of  original  work  of  this 
entity.  It  has  been  accepted  that  Beudin- 
ger,  in  1906,  first  outlined  the  pathologi- 
cal factors  of  fissure  formation  of  the 
cartilage  of  the  patella.  Konig,  in  1924, 
was  officially  credited  with  the  use  of  the 
term  “chondromalacia  pattellae”  in  the 
literature  but  others  believed  that  Aleman 
indicated  this  pathology  as  early  as  1918. 
As  in  many  cases  Aleman  did  not  record 
his  full  report  until  1927  and  the  actual 
distinction  as  to  the  original  presentation 
has  remained  at  a variance  among  authors. 
Certainly,  it  is  to  be  noted  that  the  ma- 
jority of  the  early  work  was  done  by 
Scandinavian  surgeons  and  only  recently 
has  it  gained  the  attention  of  surgeons 
within  this  country. 

In  general,  the  term  “chondromalacia” 
has  been  accepted  to  describe  a circum- 
scribed degeneration  of  the  articular  sur- 
face of  the  patella  with  softening  and  fib- 
rillation of  the  cartilage.  This  later  is 
followed  by  additional  degeneration  with 
thinning  of  the  cartilage  and  wearing 
away  of  the  articular  surface.  In  more 
chronic  phases  the  osseous  structure  of 
the  patella  is  exposed  producing  changes 
of  proliferation  and  sclerosis. 
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The  patella  is  a structure  vulnerable  to 
trauma.  It  is  a large  sesamoid  bone  de- 
veloped within  the  substance  of  the  quad- 
riceps femoris  tendon.  It  remains  an  es- 
sential part  of  the  extensor  apparatus  of 
the  knee.  The  bone  acts  in  a protective 
role  as  far  as  the  patella  surface  of  the 
femur  is  concerned.  The  articular  carti- 
lage which  is  more  or  less  avascular  acts 
as  a cushion  to  absorb  and  dissipate  pres- 
sure. The  patella  aids  in  the  leverage  ac- 
tion of  the  quadriceps  musculature  per  se. 
It  is  understood  that  the  removal  of  the 
bone  does  not  seriously  affect  the  power 
of  joint  motion,  and  this  has  been  repeat- 
edly proven  by  the  extirpation  of  the 
structure  for  various  reasons.  It  has  been 
reported  that  an  increase  of  osteo-ai’thri- 
tis  of  the  knee  can  be  observed  in  those 
cases  in  which  the  patella  has  been  re- 
moved. 

It  is  the  general  consensus  that  the 
basic  etiology  for  this  entity  is  trauma, 
and  in  reviewing  the  various  cases  the 
author  believes  that  the  traumatic  factor 
must  be  accepted  as  the  major  basis  for 
this  degeneration.  Trauma  is  not  neces- 
sarily to  be  considered  as  singular  and 
acute,  but  also  with  the  development  of 
changes  over  a prolonged  interval  secon- 
dary to  this  factor  it  is  considered  that 
minor  trauma  in  degree  extending  over  a 
chronic  period,  may  produce  the  changes 
of  this  articular  degeneration.  Our  knowl- 
edge relative  to  the  nutritional  value  of 
synovial  fluid  is  not  complete,  but  it  has 
been  expressed  by  Hirsch,  in  1944,  and  by 
other  authors  that  a loss  of  proper  nutri- 
tion to  the  articular  cartilage  is  also  a 
cause  for  degeneration.  Anatomically  it 
is  known  that  the  cartilage  is  avascular, 
especially  towards  the  center.  The  factor 
of  age  has  also  been  considered  since 
there  appears  to  be  some  similarity  be- 
tween chondromalacia  of  the  patella  and 
degenerative  osteo-arthritis,  as  expressed 
by  Konig.  Other  authors  have  indicated 
that  there  is  a predisposition  towards 
trauma  to  the  knee  cap  in  reference  to 
the  peculiar  mechanism  of  the  joint  in 
which  motions  of  this  articulation  allow 


direct  contact  with  the  facet  of  this  pa- 
tella structure.  Although  the  factor  of 
trauma  seems  to  be  most  important,  au- 
thors have  reported  various  studies  which 
indicate  that  degeneration  of  the  cartilage 
without  apparent  trauma  does  exist  and, 
therefore,  in  line  with  this  involvement 
would  accept  a constitutional  disposition 
as  an  etiological  factor. 

PATHOLOGY 

Pathologically,  chondromalacia  of  the 
patella  is  essentially  a cartilaginous  de- 
generation. Only  in  the  more  chronic 
stages  of  this  abnormality  will  the  under- 
lying osseous  structure  of  the  patella 
show  changes.  Pathology  may  be  consi- 
dered in  various  phases.  First,  is  the  con- 
tusion with  secondary  fissures,  then  the 
malacia  in  which  the  cartilage  becomes 
raised  and  fibrillated  and  third  the  actual 
degeneration  of  the  cartilage  with  final 
changes  of  the  underlying  osseous  struc- 
ture and  synovitis. 

Cartilaginous  origin  of  this  pathology 
must  be  understood  for  this  makes  it  en- 
tirely different  from  osteochondritis  dis- 
secans. In  this  latter  pathology  there  is 
a necrosis  of  the  subchondral  bone,  result- 
ing presumably  from  vascular  change, 
which  eventually  allows  the  separation  of 
the  bone  at  one  area  of  the  cortex,  and 
then  follows  degeneration  and  necrosis  of 
the  cartilage  attached  to  the  separated 
fragment. 

From  the  gross  standpoint  the  pathology 
of  chondromalacia  would  indicate  that  the 
cartilage  changes  from  a firm  consistency 
of  bluish-white  tinge  to  an  opaque  yellow 
substance,  which  becomes  soft  and  adopts 
a frayed  appearance.  In  the  early  stages 
there  is  fibrillation  of  the  superficial  layer 
of  cartilage,  and  the  deeper  layer  of  the 
cartilage  becomes  edematous  and  swollen. 
As  the  process  continues  the  fissuring 
opens  to  the  deeper  structures  allowing 
for  degeneration  so  that  with  constant 
motion  of  the  knee  cap  the  structure  be- 
comes thin  and  finally  may  be  opened  to 
expose  the  bone.  In  the  final  stages  the 
underlying  osseous  structure  may  show 
various  degrees  of  sclerosis  and  osteophy- 
tic  formation. 
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Microscopically  the  reaction  is  generally 
avascular  and  the  chondrocytes  show  early 
death  with  development  of  open  lacunae. 
In  these  early  phases  these  chondrocytes 
may  be  grouped  in  several  areas,  but  will 
gradually  disappear,  as  the  cartilage  be- 
comes fibrillated  and  frayed. 

In  chronic  cases  the  area  of  the  femoral 
condyle  adjacent  to  the  patella  will  show 
a “mirror  or  kissing”  reaction,  and  simi- 
lar degeneration  of  the  cartilage  will  de- 
velop. In  some  cases  the  cartilage  will 
break  off  into  the  joint  and  by  concretion 
develop  smaller  loose  bodies.  The  synovial 
membrane  is  secondarily  involved  produc- 
ing a noninfectious  inflammatory  reaction 
with  increased  joint  fluid  and  thickening 
of  the  synovial  structure. 

In  general,  the  areas  involved  are  more 
commonly  the  inferior  and  medial  border 
of  the  patella  over  the  medial  facet,  but 
other  areas  of  the  patella  may  become 
affected. 

INCIDENCE 

In  reviewing  the  subject  it  has  been 
noted  that  the  condition  may  occur  gener- 
ally in  all  ages,  but  appears  to  be  more 
common  in  the  younger  adults.  Studies 
have  indicated  that  there  appears  to  be 
a higher  incidence  of  this  abnormality  in 
comparison  to  other  derangements  previ- 
ously recognized,  and  likewise  because  of 
this  increase  it  is  now  becoming  a more 
common  cause  for  arthrotomy  of  the  joint. 

In  1927,  Aleman  indicated  220  arthroto- 
mies  in  which  approximately  one-third 
showed  some  form  of  patellar  degenera- 
tion. Darrach,  in  1935,  reported  157  op- 
erations of  the  knee  joint  in  which  36 
cases,  or  approximately  23  per  cent, 
showed  similar  change.  Hayes  reported 
124  cases  in  which  9 showed  chondromala- 
cia. Sotohall  submitted  65  cases  with  12 
or  18.5  per  cent  revealing  changes  of 
chondromalacia.  Chaklin,  in  1939,  re- 
ported on  159  cases  of  arthrotomy  of  the 
knee  joint  in  which  38  cases  presented 
changes,  and  Karr  and  Howard  reported 
on  60  cases  in  which  19  (31  per  cent) 
showed  evidences  of  chondromalacia. 

In  reviewing  this  literature  it  has  been 


noted  that  chondromalacia  frequently  oc- 
curs with  other  derangements  of  the  joint, 
and  it  was  also  noted  further  that  the 
abnormality  may  occur  secondary  to  vari- 
ous mechanical  derangements  such  as, 
subluxation  of  the  patellae,  fractures  of 
the  patella,  and  various  traumas  such  as 
falling  upon  the  knee  in  semiflexion,  and 
with  secondary  ligamentous  and  menisci 
pathology. 

The  author  had  the  occasion  to  review 
150  cases  of  arthrotomy  of  the  knee  joint 
taken  from  the  records  of  Charity  Hospi- 
tal of  New  Orleans,  Touro  Infirmary  and 
Hotel  Dieu  Sisters  Hospital,  over  a period 
January  1950  to  January  1954.  In  these 
150  cases  there  were  32  recorded  cases 
(21  per  cent)  of  chondromalacia  of  the 
patella.  Among  this  150  cases  of  arthro- 
tomy the  examiner  also  noted  71  cases  of 
meniscus  laceration,  19  cases  of  osteo- 
chondritis, and  11  cases  of  osteochondro- 
matosis. The  remaining  number  included 
calcifications  of  cartilages,  osteo-arthritis 
of  the  knee  joint  and  removal  of  foreign 
bodies. 

DIAGNOSIS 

In  seeking  the  diagnosis  of  this  condi- 
tion, the  clinical  history  has  indicated  the 
presence  of  chronic  knee  discomfort  vary- 
ing in  degree  of  intensity.  As  in  most 
cases  of  derangement,  the  fundamental 
complaint  is  that  of  pain  within  the  knee 
joint  associated  with  weakness  of  the  ex- 
tremity, especially  as  noted  in  traversing 
uneven  ground  or  ascending  or  descend- 
ing stairs.  It  has  been  observed  that 
many  of  these  cases  recorded  the  sensa- 
tion of  stiffness  in  knee  joint  function, 
especially  in  getting  up  in  the  morning, 
and  referred  to  occasional  temporary 
locking  of  the  joint  with  catching  sensa- 
tions as  the  knee  was  brought  from  the 
flexed  to  extended  position.  Many  of  these 
patients  referred  to  distinct  crepitation. 
Some  would  indicate  a “scraping  sensation 
within  the  joint”  and  others  would  re- 
fer to  “audible  sensation  of  grinding 
sounds  in  walking”.  True  locking  of  the 
joint  such  as  experienced  in  laceration  of 
the  menisci  is  generally  not  present.  The 
patient’s  complaint  of  catching  or  tempo- 
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rary  locking  associated  with  acute  pain 
is  believed  to  be  probably  due  to  loose 
bodies,  which  have  broken  off  from  the 
frayed  cartilage  structure. 

The  location  of  the  pain  is  important 
in  arriving  at  this  diagnosis.  It  has  been 
stated  that  the  pain  is  central  to  the  knee 
cap  and  can  be  aggravated  by  compression 
of  the  structure.  In  this  manner  crepitus 
is  also  accepted  as  a characteristic  sign 
of  this  abnormality.  Most  examiners  pre- 
fer to  elicit  crepitation  by  having  the  pa- 
tient lie  upon  the  back  with  the  hip  and 
knee  flexed.  From  this  attitude  exten- 
sion of  the  knee  joint  will  reveal  upon 
palpitation  a grating  sensation  or  crunch- 
ing effect,  as  the  patella  moves  across  the 
femoral  condyle  in  ratchet  motion.  The 
frayed  cartilage  acting  as  a mechanical 
resistance  to  this  movement  may  account 
for  the  insecurity  of  the  knee  to  which 
many  patients  refer.  In  some  cases  with 
synovial  irritation,  as  in  secondary  type, 
the  presence  of  effusion  of  the  joint  may 
limit  the  sensation  of  crepitus  as  the  fluid 
separates  the  frayed  surfaces  between  the 
patella  and  condyle. 

Physical  findings,  such  as  atrophy  of 
the  thigh,  limited  motion  of  the  knee 
joint,  and  tenderness  upon  pressure  over 
the  knee  cap  likewise  aid  in  the  establish- 
ment of  diagnosis.  In  addition  to  the 
clinical  history  and  signs  and  symptoms, 
as  indicated  above,  aspiration  of  fluid 
within  the  joint  may  show  some  increased 
content  of  cloudy  type  and  at  times  flecks 
of  cartilage  may  be  noted.  On  many  occa- 
sions the  fluid  is  clear,  however,  and  the 
author  is  of  the  opinion  that  only  in  the 
more  chronic  cases  w’ould  one  expect  cloudi- 
ness of  fluid. 

X-i’ay  studies  are  of  little  help  in  the 
diagnosis  of  this  condition.  X-rays  taken 
during  the  early  phases  of  this  condition 
are  negative  for  bone  change.  At  times 
in  the  later  stages  of  this  abnormality 
marginal  osteophytes  may  be  present  in 
the  patella,  and  may  indicate  the  presence 
of  advancing  degeneration.  Recently,  vari- 
ous studies  by  pneumoradiography  of  the 
knee  have  been  accomplished,  but  the  ex- 


perience of  the  author  in  this  contrasting 
medium  study  is  such  as  to  state  that  posi- 
tive contrast  media  will  only  be  noted  in 
the  stage  of  degeneration  of  the  knee  cap 
that  should  ordinarily  be  diagnostic  by 
other  means  through  clinical  interpreta- 
tion. 

TREATMENT 

In  discussing  the  treatment  of  this  con- 
dition, the  examiner  would  indicate  that 
severity  of  the  complaint  is  of  greatest 
value.  Minor  complaints  may  allow  some 
reaction  to  conservative  care  by  restric- 
tion of  knee  activity  and  local  physical 
therapy.  The  observation  of  a patient 
over  a prolonged  interval  is  necessary  to 
determine  either  recoveiy  or  the  possible 
continued  or  increased  disability.  In  gen- 
eral, however,  the  persistence  of  these 
complaints  would  indicate  surgical  inter- 
vention and  the  accepted  procedure  is  ex- 
posure by  arthrotomy  of  the  knee  joint 
through  a medial  parapatella  incision. 
Methods  of  surgery  to  be  utilized  actually 
depend  upon  the  degree  of  involvement  of 
the  knee  cap  which  can  only  be  noted  at 
exploration.  Methods  would  be:  (1)  by 
the  excision  of  the  degenerative  cartilage, 
removing  it  by  scalpel;  or  (2)  a patella- 
plasty  consisting  of  the  removal  of  the  de- 
nuded cartilage  area  with  intervention  of 
synovial  membrane  from  the  infrapatel- 
lar area.  The  author  does  not  believe  that 
this  latter  procedure  is  favorable.  (3)  The 
complete  removal  or  excision  of  the  knee 
cap.  The  decision  must  be  determined  at 
the  time  of  surgery.  It  is  also  necessary 
to  inspect  the  knee  joint  completely  in 
order  to  ascertain  that  there  are  no  loose 
cartilaginous  bodies  within  the  joint,  and 
to  determine  if  any  additional  derange- 
ment is  present.  Conversely,  it  must  be 
considered  that  incidence  of  chondromala- 
cia present  in  those  joints  open  for  other 
purposes  would  certainly  indicate  the  ne- 
cessity for  exploring  the  knee  cap  in  order 
to  rule  out  this  pathology. 

Among  the  cases  recorded  in  this  re- 
view are  9 cases  personally  managed.  All 
of  these  cases  showed  moderate  changes  of 
the  knee  cap  and  at  surgery  resection  of 
the  degenerative  cartilage  down  to  the 
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bone  was  accomplished.  Eight  cases  of 
this  group  have  shown  excellent  recovery, 
one  case  continues  to  have  some  discom- 
fort in  the  knee,  which  the  author  con- 
siders to  be  the  result  of  a chronic  syno- 
vial reaction  and  treatment  of  this  condi- 
tion has  continued  by  the  use  of  hydro- 
cortone  instillation.  Of  the  32  cases  re- 
ported, 5 were  considered  severe  enough 
to  require  excision  of  the  patella.  Insofar 
as  the  records  show,  apparent  favorable 
operative  results  occurred  but  the  degree 
of  motion  obtained  has  not  been  deter- 
mined. 

It  is  recommended  that  the  postopera- 
tive treatment  consist  of  the  application 
of  pressure  bandages  over  the  knee  joint. 

A splint  has  not  been  utilized  postopera- 
tively,  but  this  has  been  used  by  other 
surgeons,  especially  in  those  cases  in 
which  the  knee  cap  is  removed  or  a patella 
ligamental  plication  has  been  accomp- 
lished. If  splint  fixation  of  this  type  is 
utilized  the  examiner  would  recommend 
an  interval  period  of  some  two  weeks 
of  immobilization  followed  by  gradual 
motion  of  the  joint.  The  examiner,  in  the 
more  minor  cases,  has  continued  the  pres- 
sure dressings  for  a period  of  some  seven- 
ty-two hours  with  changing  of  dressings 
and  the  maintenance  of  restricted  mobility 
with  the  patient  sitting  in  bed  until  the 
eighth  day.  Quadriceps  exercises  are  be- 
gun within  forty-eight  hours  by  setting 
procedure.  The  patient  is  gradually  al- 
lowed to  bend  the  knee  after  the  sutures 
are  removed  on  the  eighth  or  ninth  day. 
Crutches  are  utilized  in  the  early  phase  of 
ambulation  for  an  interval  period  of  ap- 
proximately two  weeks.  Weight-bearing 
at  this  time  is  allowed  if  the  patient  is 
able  to  accomplish  this  without  discomfort. 
After  some  two  weeks  the  clutches  are 
discontinued,  the  patient  is  given  various 
forms  of  physical  therapy,  so  that  the  ex- 
pected recovery  interval  is  within  a pe- 
riod of  eight  to  ten  weeks. 

CONCLT'SIONS 

This  review  of  one  form  of  internal 
derangement  of  the  knee  joint  has  been 
presented  in  an  effort  to  bring  to  atten- 


tion the  comparative  prevalence  of  chon- 
dromalacia of  the  patella.  The  statistical 
report  obtained  through  the  records  at  the 
hospitals  has  indicated  that  this  condition 
is  fairly  frequent  and  as  a direct  entity 
must  be  accepted  as  another  cause  for 
joint  exploration  and  therapy. 

Chondromalacia  of  the  patella  will  simu- 
late the  findings  of  internal  derangement 
and  must  be  considered  in  all  cases  of 
joint  trauma.  Persistence  of  this  abnor- 
mality will  cause  increasing  disability  of 
the  joint  and  when  recognized  the  proper 
surgical  procedure  such  as  chondrectomy 
or  patellectomy  will  result  in  a favorable 
response  with  recovery  in  function  of  the 
joint.  Associated  synovial  reaction  of 
chondromalacia  will  clear  with  the  remov- 
al of  the  original  pathology.  It  is  believed 
that  in  all  patients  who  have  other  than 
minor  involvement  or  those  who  do  not 
respond  to  conservative  care,  that  opera- 
tive intervention  is  able  to  produce  defi- 
nite relief  and  allow  return  of  function  of 
the  knee  joint.  The  actual  method  of 
treatment  should  be  determined  by  the 
severity  of  symptoms  and  the  exploration 
of  the  patella  at  operation.  Lesions  of  the 
cartilage  of  the  patella  are  to  be  accepted 
in  a high  incidence  among  the  various 
mechanical  disturbances  of  the  joint,  and 
unless  they  are  treated  will  produce  fur- 
ther secondary  and  progressive  changes  of 
the  joint. 
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DYSFUNCTIONAL  UTERINE 
BLEEDING  * 

LORIN  J.  MICKEY,  M.  D.  f 
New  Orleans 

Two  thirds  of  all  women  experience  ir- 
regular bleeding  at  some  time  during  their 
menstrual  lives.  Most  of  these  disturb- 
ances are  minor  and  self  limited,  and  re- 
quire only  careful  observation.  The  re- 
maining patients  present  histories  of  pro- 
fuse or  pi*olonged  bleeding  which  demand 
accurate  diagnosis  and  vigorous  therapy. 
Organic  pathological  states  account  for 
about  four  fifths  of  these  disorders  while 
the  other  fifth  is  not  associated  with 
demonstrable  structural  changes.  The 
term  dysfunctional  uterine  bleeding  refers 
to  this  group.  The  term  functional  uter- 
ine bleeding  is  used  synonymously.  The 
former  designation  is  preferred  because 
it  implies  abnormality  and  more  properly 
emphasizes  the  condition. 

Dysfunctional  uterine  bleeding  may 
therefore  be  defined  as  irregularity  or  ex- 
cess of  menstrual  flow  in  the  absence  of 
organic  disease  of  the  reproductive  or 
hematopoietic  organs.  This  definition  im- 
plies careful  exclusion  of  pregnancy,  in- 
fections. neoplasms,  endometriosis,  and 
hematologic  disorders  before  the  diagnosis 
is  considered.  The  entity  is  properly 
limited  to  abnormal  endocrine  reproduc- 
tive relationships. 

Ct  RREXT  CONCEPTS  OP  PATHOLOGICAL 
PHYSIOLOGY 

Characteristic  constitutional  features 
typify  many  of  these  patients.  Obesity, 
short  stature,  and  a slight  degree  of  hir- 
sutism are  often  noted.  Family  histories 
of  thyroid  dysfunction  and  diabetes  are 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May, 
22,  1954,  in  New  Orleans. 

t From  the  Department  of  Obstetrics  and  Gyne- 
cology, Louisiana  State  University  School  of  Medi- 
cine, New  Orleans. 


frequently  elicited.  On  the  other  hand, 
severe  prolonged  emotional  stress  and  nu- 
tritional deficiency  can  modify  endocrine 
function  sufficiently  to  produce  this  dis- 
order in  patients  of  all  types  and  make- 
ups.^ 

Dysfunctional  bleeding  is  occasionally 
encountered  during  puberty.  At  this  time 
the  endocrine  and  reproductive  organs  are 
immature  and  hormonal  activities  erratic 
and  incomplete.  It  is  not  infrequently  en- 
countered during  the  menopausal  years  as 
ovarian  function  wanes,  but  the  majority 
of  cases  occur  during  the  active  reproduc- 
tive period. 

The  faulty  impression  is  widespread 
that  severe  dysfunctional  bleeding  is  irre- 
versible, and  that  a majority  of  patients 
must  look  forward  to  recurrence  of  ab- 
normal bleeding  and  infertility.  Follow-up 
studies,  however,  have  revealed  that  this 
gloomy  attitude  is  not  justified.  Normal 
menstrual  function  can  be  established  in 
more  than  one-half  of  these  patients,  and 
serious  blood  loss  can  be  prevented  in 
most  of  the  remainder  by  judicious  thera- 
py- 

In  order  to  understand  the  alteration  of 
hormonal  balance  thought  to  be  present 
in  dysfunctional  bleeding,  a brief  review 
of  the  normal  menstrual  cycle  is  in  order. 
This  is  diagrammed  in  Figure  1.  The  fol- 

Figure  I NORMAL  MENSTRUAL  FUNCTION 
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licle  stimulating  hormone  from  the  an- 
terior pituitary  stimulates  the  Graafian 
follicle  to  produce  estrogens  which  then 

induce  proliferative  changes  in  the  endo- 
metrium. With  liberation  of  luteinizing 
hormone  from  the  anterior  pituitary,  ovu- 
lation occurs  and  corpus  luteum  transfor- 
mation of  the  follicle  begins.  Secretion  of 
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the  luteotrophic  hormone  maintains  the 
corpus  luteum  which  produces  estrogens 
and  progesterone.  These  stimulate  secre- 
tory changes  in  the  endometrium.  As  the 
corpus  luteum  ages,  hormone  production 
falls  and  the  vascular  support  of  the  endo- 
metrium fails.  The  endometrium  sheds  in 
the  menstrual  flow. 

Figure  2 illustrates  the  situation  in 

Figure  2 DYSFUNCTIONAL  BLEEDING  DUE  TO  FAILURE  OF 
OVULATION  WITH  IRREGULAR  ESTROGEN  PRODUCTION 
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Figure  4 illustrates  a rather  uncommon 

Figure  4 DYSFUNCTIONAL  BLEEDING  DUE  TO 
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pubertal,  post  partum,  and  some  meno- 
pausal patients.  Here  the  pituitary  does 
not  produce  adequate  amounts  of  luteiniz- 
ing or  luteotrophic  hormones.  Follicles  are 
stimulated,  but  ovulation  and  corpus  lu- 
teum transformation  do  not  occur.  Estro- 
gens are  produced  in  irregular  fashion. 
Whenever  a significant  drop  in  estrogen 
production  occurs,  vascular  support  for 
the  endometrium  fails  and  withdrawal 
bleeding  occurs. 

A variation  of  this  same  mechanism  is 
illustrated  in  Figure  3.  Here  the  estrogen 

Figure  3 DYSFUNCTIONAL  BLEEDING  DUE  TO  FAILURE  OF 
OVULATION  WITH  CONTINUOUS  ESTROGEN  PRODUCTION 
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production  is  maintained  beyond  the 
length  of  the  normal  cycle  with  continued 
proliferation  of  the  endometrium.  No 
vaginal  bleeding  occurs  through  several 
cycles.  The  endometrium  becomes  hyper- 
plastic. Estrogen  production  finally  wanes 
and  withdrawal  bleeding  ensues  with  pro- 
longed profuse  shedding  of  the  hyper- 


mechanism of  the  production  of  prolonged 
profuse  menstruation.  Here  the  corpus 
luteum  is  maintained  beyond  its  normal 
span  by  continued  production  of  luteiniz- 
ing and  luteotrophic  hormones.  Proges- 
terone production  falls  but  is  maintained 
at  a reduced  level.  Some  of  the  secretory 
glands  disintegrate  and  shed,  while  others 
are  maintained.  New  follicles  from  the 
next  cycle  are  ripening  and  producing 
estrogens.  This  renews  proliferation  in 
the  stumps  of  the  shed  glands.  Curettage 
on  the  seventh  or  eighth  day  of  such 
bleeding  reveals  the  microscopic  picture  of 
irregular  shedding  characterized  by  both 
secretory  and  proliferative  changes  in  the 
endometrium. 

It  should  be  emphasized  that  it  is  im- 
proper cycling  of  pituitary  secretion  which 
appears  to  be  at  fault  in  these  mechan- 
isms. Failure  of  ovulation  alone  usually 
produces  bleeding  indistinguishable  from 
normal  menstruation.-  It  is  the  irregu- 
larity of  pituitary  secretion  which  results 
in  dysfunctional  bleeding. 

DI.iONOSIS 

In  the  initial  work-up  of  these  patients, 
special  emphasis  is  placed  upon  detection 
of  associated  endocrine  abnormalities. 
BMR  determinations  are  indicated.  Hypo- 
thyroidism can  result  in  excessive  irregu- 
lar bleeding,  and  therapy  with  dessicated 
thyroid  is  specific. 

Detection  of  glycosuria  demands  per- 
formance of  a glucose  tolerance  test.  Dys- 
functional bleeding  in  the  diabetic  fre- 
quently responds  only  to  control  of  the 
diabetes. 
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A complete  blood  count  is  essential. 
Significant  degrees  of  anemia  impair  en- 
docrine function,  and  therapy  is  frequent- 
ly ineffective  until  the  anemia  has  been 
corrected.  Inadequate  numbers  of  plate- 
lets indicate  search  for  other  evidence  of 
thrombocji:openic  pui*pura,  which  fre- 
quently presents  irregular  uterine  bleed- 
ing as  an  initial  manifestation.^  Leukemia 
may  also  produce  this  disorder  as  its 
presenting  symptom. 

Recently  a defect  in  the  clotting  mechan- 
ism in  the  blood  of  some  patients  with 
irregular  bleeding  has  been  detected.  This 
defect  has  been  postulated  to  be  due  to 
the  presence  of  a heparin-like  substance. 
It  can  be  demonstrated  by  protamine  ti- 
tration, and  can  be  counteracted  by  the 
use  of  toluidine  blue  and  similar  dyes.  A 
recent  critical  study  indicates  that  this 
defect  is  very  rarely  present  in  patients 
with  true  dysfunctional  bleeding.'^  There- 
fore, routine  use  of  these  dyes  is  of  little 
or  no  avail  in  this  disorder.  Certainly, 
empiric  uses  of  dye  therapy  as  a substi- 
tute for  diagnostic  study  should  be  dis- 
couraged. 

ruFP’EKEXTIAL  DIAGNO.SIS 

In  our  experience  the  condition  most 
often  confused  with  dysfunctional  bleed- 
ing is  threatened  or  incomplete  abortion 
of  an  early  pregnancy.  It  should  be  em- 
phasized that  endometrial  hyperplasia  of- 
ten presents  signs  and  symptoms  identical 
with  those  of  early  pregnancy.^  Amenor- 
rhea of  one  or  two  months’  duration, 
tenderness  of  the  breasts,  slight  enlarge- 
ment and  softening  of  the  uterus  and  ex- 
cessive 'or  irregular  uterine  bleeding  are 
as  characteristic  of  endometrial  hyper- 
plasia as  of  threatened  abortion.  Occasion- 
ally, repeated  episodes  of  irregular  bleed- 
ing regarded  as  dysfunctional  have  eventu- 
ally been  proved  by  curettage  to  have  been 
caused  by  retained  placental  fragments. 
These  fragments  can  be  recognized  as 
causing  abnormal  bleeding  for  as  long  as 
a year  after  an  incomplete  abortion.  Small 
submucous  myomas  give  rise  to  irregular 
bleeding  without  producing  changes  in 
the  external  contour  of  the  uterus.  Endo- 


metrial polyps  likewise  give  no  external 
clue  to  their  presence.  In  the  later  repro- 
ductive and  menopausal  age  groups  malig- 
nancy must  always  be  considered  as  a pos- 
sible cause  of  abnormal  bleeding.  When- 
ever ovarian  tissue  has  been  destroyed  or 
the  cortex  altered  by  pelvic  inflammatory 
disease,  follicle  maturation  and  rupture 
and  estrogen  production  may  be  interfered 
with.  Irregular  bleeding  from  erratic  es- 
trogen stimulation  of  the  endometrium 
may  result.  Hormonal  therapy  cannot  al- 
ter the  fibrotic  changes  in  the  ovaries, 
and  is  generally  considered  contraindi- 
cated in  this  disease.  Irregular  bleeding 
associated  with  endometriosis  should  be 
managed  by  a different  routine  of  hor- 
monal therapy,  if  such  a mode  of  treat- 
ment is  chosen. 

The  only  satisfactory . way  to  rule  out 
organic  conditions  is  to  perform  a careful 
pelvic  examination  under  anesthesia,  and 
to  follow  this  with  a meticulous  curettage. 

TREATMENT 

In  all  these  patients  correction  of  abnor- 
malities discovered  during  the  initial 
study  should  be  attempted.  Significant 
anemia  impairs  endocrine  function,  and 
therapy  is  frequently  ineffective  until  it 
is  successfully  treated.  Adequate  nutri- 
tion is  necessary.  If  obesity  is  marked, 
weight  reduction  alone  is  sometimes  effec- 
tive in  restoring  normal  function.  Many 
clinicians  employ  thyroid  almost  routinely 
in  the  initial  stages  of  treatment  whether 
or  not  evidence  of  hypothyroidism  is  pres- 
ent. 

Treatment  may  be  designed  to  attain 
several  objectives — immediate  hemostasis, 
prevention  of  recurrent  profuse  bleeding, 
and  the  return  of  normal  function  and 
fertility.  To  accomplish  these  objectives 
there  are  available  three  therapeutic  ap- 
proaches— surgery,  irradiation,  and  ad- 
ministration of  hormones.  Since  the  ob- 
jectives vary  in  relative  importance  with 
the  age  of  the  patient,  these  therapies  will 
be  evaluated  in  terms  of  their  applicabili- 
ty to  the  pubertal,  active  reproductive,  and 
ynenopausal  groups. 

In  the  pubertal  group  normal  function 
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is  to  be  anticipated  as  maturity  is  at- 
tained. Treatment  is  indicated  only  when 
blood  loss  is  profuse  and  repeated  trans- 
fusions necessary.  Hemostasis  is  the  prime 
objective.  Since  most  of  the  conditions 
discussed  under  differential  diagnosis  are 
uncommon  in  this  group,  work-up  may  be 
simplified.  A complete  blood  count,  bleed- 
ing and  clotting  times,  platelet  count, 
pregnancy  test,  and  rectal  and  vaginal 
examinations  are  indicated.  If  these  sug- 
gest no  organic  pathology  hormonal  ther- 
apy may  be  instituted.  Curettage  is  a 
traumatic  event  for  the  younger  patients 
and  can  be  dispensed  with  except  for 
those  few  in  whom  hemostasis  cannot  be 
attained  by  hormonal  therapy. 

Bleeding  can  be  controlled  by  adminis- 
tration of  estrogens.  Stilbestrol  15  to  25 
mg.  administered  intramuscularly  daily 
for  three  or  four  days  will  induce  growth 
of  proliferative  endometrium  and  stop 
bleeding  within  forty-eight  hours.  Pro- 
gesterone in  oil,  25  mg.,  is  then  adminis- 
tered intramuscularly  on  alternate  days 
for  three  doses.  Three  or  four  days  later 
withdrawal  bleeding  accomplishes  a medi- 
cal curettage.  It  is  to  be  expected  that 
bleeding  at  this  time  will  be  profuse.  With 
onset  of  bleeding  cyclic  therapy  should  be 
started.  This  includes  oral  stilbestrol,  1 
mg.  daily  for  twenty-one  days,  and  pro- 
gesterone in  oil,  25  mg.,  given  intramuscu- 
larly on  the  twenty-first,  twenty-third, 
and  twenty-fifth  days.  Withdrawal  bleed- 
ing usually  occurs  on  the  twenty-eighth 
day.  Bleeding  occurring  during  the  period 
of  medication  calls  for  increase  in  dosage 
of  stilbestrol.  This  therapy  is  continued 
through  three  cycles  and  stopped.  Normal 
function  usually  ensues.  It  may  be  neces- 
sary to  continue  cyclic  therapy  of  proges- 
terone for  a few  cycles  if  abnormal  bleed- 
ing recurs.® 

During  the  active  reproductive  period 
an  initial  curettage  should  precede  any 
other  form  of  therapy.  A single  curettage 
is  successful  in  controlling  abnormal  bleed- 
ing permanently  in  about  one  third  of 
this  group.  Removal  of  the  endometrium 
stops  bleeding,  but  in  itself  has  no  effect 


upon  pituitary  or  gonadal  function.  It  is 
effective  as  a single  therapeutic  measure 
only  when  the  altered  function  is  easily 
reversible  and  transitory.  The  first  men- 
strual period  following  curettage  is  usu- 
ally irregular  in  some  way.  It  may  be 
early  or  late,  and  is  frequently  profuse. 
The  subsequent  two  or  three  periods  may 
also  be  abnormal.  For  this  reason  the  ef- 
fectiveness of  curettage  can  be  evaluated 
only  over  a period  of  several  months.  Fol- 
lowing curettage,  if  histological  examina- 
tion reveals  proliferative  or  hyperplastic 
endometrium  the  patient  should  be  fol- 
lowed with  basal  temperature  charts.  En- 
dometrial biopsies  should  be  performed  at 
the  onset  of  subsequent  bleeding  to  see 
if  ovulation  is  occurring.  If  it  is  not  after 
four  or  five  months,  institution  of  cyclic 
therapy  as  previously  outlined  is  indicated. 

The  rationale  for  this  therapy  is  two- 
fold. First,  it  rests  the  pituitary  and 
ovaries.  Estrogens  suppress  the  secretion 
of  pituitary  gonadotropins.  The  follicles 
are  thereby  freed  from  stimulation.  Sec- 
ondly, progesterone  given  in  one  cycle  en- 
hances the  proper  balance  of  pituitary 
gonadotropic  secretion  necessary  for  ovu- 
lation in  the  succeeding  cycle.  Following 
three  cycles  of  this  therapy  normal  pitui- 
tary-ovarian function  frequently  is  re- 
sumed. This  therapy  may  be  compared  to 
pushing  a car  with  a rundown  battery  in 
order  to  get  it  started.  If  the  battery  is 
not  too  far  gone,  and  if  the  engine  runs 
long  enough  to  charge  it,  the  old  bus  will 
start  off  all  right  the  next  time.  Similarly, 
if  there  is  no  organic  disease  of  the  pitui- 
tary, it  will  frequently  resume  normal 
gonadotropic  function  after  a few  months’ 
rest. 

Androgens  have  been  used  in  a similar 
fashion  in  this  group.  They  suppress  pi- 
tuitary function,  release  the  follicles  from 
stimulation,  and  produce  withdrawal 
bleeding  similar  to  that  following  cyclic 
therapy.  The  dosage  employed  is  25  mg., 
intramuscularly,  once  or  twice  a week 
until  bleeding  is  controlled.  It  should 
not  be  given  in  excess  of  200  mg.  in  a 
month’s  time.  It  is  contra-indicated  in 
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unmarried  patients  and  those  with  hir- 
sutism. 

Chorionic  gonadotropins,  extracted  from 
pregnant  mare’s  serum  and  urine,  and 
from  human  pregnancy  urine,  were  the 
first  sex  hormones  available  for  use  in 
this  condition.  None  of  these  preparations 
induce  ovulation  or  corpus  luteum  forma- 
tion in  human  beings.  In  general,  the  use 
of  these  preparations  is  declining. 

As  yet,  no  pituitary  gland  extract  with 
potent  gonadotropic  activity  is  available. 

Recently  cortisone,  in  dosage  of  12.5 
to  25  mg.  daily  for  six  months,  has  been 
used  in  the  treatment  of  a group  of  pa- 
tients with  anovulatory  cycles  and  in- 
creased seventeen  ketosteroid  excretion." 
Ovulatory  cycles  resulted  in  a significant 
proportion.  Further  study  may  reveal 
definite  indication  for  cortisone  therapy 
in  some  cases  of  dysfunctional  bleeding. 

Patients  with  irregular  shedding  of  the 
endometrium  respond  best  to  repeated 
curettage. 

X-ray  irradiation  of  the  ovaries  has 
been  used  in  the  management  of  dysfunc- 
tional bleeding  during  the  active  reproduc- 
tive period.  It  is  effective  in  controlling 
bleeding  if  the  dosage  is  adequate,  but  the 
loss  of  reproductive  function  and  the  fre- 
quent occurrence  of  severe  menopausal 
symptoms  make  this  a poor  choice  of 
therapy.  Small  doses  of  irradiation  to 
the  pituitary  have  been  credited  with  pro- 
ducing ovulation  in  some  cases.  Use  of 
this  therapy  should  be  restricted  to  those 
few  radiologists  who  have  had  extensive 
experience  with  this  procedure. 

There  are  a few  patients  in  the  group 
under  discussion  who  continue  to  bleed 
excessively  and  alarmingly  in  spite  of  re- 
peated curettage  and  extensive  hormonal 
therapy.  Hysterectomy  may  have  to  be 
considered  as  an  alternative  to  repeated 
massive  transfusions. 

In  the  menopausal  group  dysfunctional 
bleeding  is  frequently  associated  with  sig- 
nificant pelvic  relaxation  and  other  pelvic 
pathology.  In  these  patients,  hysterectomy 
with  repair  of  the  pelvic  floor  and  re- 
moval of  other  lesions  is  indicated  after 


curettage.  In  the  absence  of  associated 
pathology  conservatism  is  in  order.  Curet- 
tage should  be  repeated  at  least  once,  and 
blood  loss  should  be  significant  before 
hysterectomy  is  deemed  unavoidable.®  An- 
drogens may  be  used  to  effect  hemostasis. 
Cyclic  use  of  estrogens  and  px'ogesterone 
in  this  group  is  generally  contraindicated. 

Intracavitary  radium  following  diagnos- 
tic curettage  has  been  used  extensively 
and  is  advocated  by  many  for  menopausal 
dysfunctional  bleeding.  Such  therapy  is 
usually  satisfactory  in  controlling  the 
bleeding.  However,  recurrent  bleeding  and 
pyometra  occur  not  infrequently  following 
this  treatment.  A high  incidence  of  endo- 
metrial carcinoma  has  been  noted  in  pa- 
tients who  have  received  radium  therapy 
for  menopausal  hyperplasia.  The  question 
as  to  whether  or  not  irradiation  therapy 
had  a cancer-stimulating  effect  in  these 
patients  cannot  be  answered  at  present. 
With  the  growing  safety  of  surgical  pro- 
cedures there  is  an  increasing  tendency  to 
limit  the  use  of  irradiation  therapy  for 
this  benign  disease  to  those  few  patients 
for  whom  surgery  is  contraindicated. 

SIMMAUY 

The  entity  of  dysfunctional  uterine 
bleeding  has  been  defined,  current  con- 
cepts of  pathological  physiologj^  outlined, 
diagnosis  and  differentiation  considered, 
and  therapy  evaluated.  It  is  hoped  that 
such  a review  may  be  of  some  aid  in  plan- 
ning the  management  of  these  patients. 
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DISCUSSION 

Dr.  Milton  L.  McCall  (New  Orleans)  : Dr. 

Mickey  has  given  us  an  excellent  resume  of  the 
present  day  scientific  approach  to  the  confusing 
problem  which  is  known  to  us  as  dysfunctional 
uterine  bleeding.  His  approach  through  basic 
endocrine  physiology  and  the  pathologic  physiology 
of  anomalous  endocrine  secretion  has  helped  us 
all,  I am  sure,  to  think  more  clearly  about  this 
abnormality. 

The  author  gave  proper  emphasis  to  the  fact 
that  most  irregular  bleeding  is  due  to  organic  dis- 
ease and  that  all  studies,  including  careful  curet- 
tage, must  be  carried  out  in  all  such  cases.  In 
this  way  only  may  we  discover  the  harmless 
benign  endometrial  polyp  (for  the  lack  of  which 
diagnosis  by  simple  D.  & C.  many  an  unnecessary 
hysterectomy  has  been  done) . It  was  pointed  out 
that  incomplete  abortion  is  asociated  frequently 
with  abnormal  bleeding  some  time  after  the  origi- 
nal abortive  episode.  With  this  I thoroughly 
agree  and  am  convinced  that  D.  & C.  should  be 
done  on  all  uninfected  cases  of  early  abortion 
thus  preventing  the  all  too  frequent  development 
of  protracted  blood  loss  and  anemia  as  well  as 
infection  resulting  in  repeated  hospitalization  and 
blood  transfusions. 

The  treatment  of  dysfunctional  uterine  bleeding 
itself  has  been  presented  in  a conservative  fashion. 
It  is  perfectly  true  that  a particular  bleeding- 
episode  may  be  treated  successfully  in  almost 
every  patient  with  this  condition  whether  this  be 
brought  about  with  large  doses  of  estrogens,  pro- 
gesterone, testosterone  or  by  D.  & C.  The  diffi- 
cult problem  is  the  establishment  of  a normal 
menstrual  cycle  thereafter  and  Dr.  Mickey  has 
described  means  of  doing  this  which  are  frequently 
successful.  Of  course,  it  is  true  that  our  great- 
est need  is  a potent  gonadotropic  preparation 
capable  of  bringing  about  completely  normal 
ovarian  function.  This  we  do  not  have.  In  the 
meantime,  cortisone  has  not  proved  to  be  the 
answer  and  its  frequent  severe  and  pooi’ly  under- 
stood side  effects  seem  to  outweigh  the  occasional 
benefit  it  may  provide.  On  the  other  hand,  the 
administration  of  thyroid  extract  (especially  when 
associated  with  reduction  of  obesity)  is  frequently 
extremely  helpful  and  may  be  used  for  all  true 
dysfunctional  bleeders  who  do  not  have  hyper- 
thyroidism. And  we  should  remember  that  hyper- 
thyroidism itself  may  be  associated  with  copious 
uterine  bleeding,  and  when  present  therapy  with 
iodine  preparations  and  propylthiouracil  may  be 
most  beneficial. 

Finally,  a word  about  hysterectomy.  This  oper- 
ation definitely  is  not  indicated  as  a therapeutic 
measure  for  dysfunctional  uterine  bleeding  ex- 
cept in  the  occasional  patient.  Every  possible 
medical  means  and  repeated  curettments  must 


have  failed  and  unusually  severe  bleeding  be  pres- 
ent before  hysterectomy  is  indicated  in  the 
younger  age  group.  At  the  time  of  menopause, 
D.  & C.  should  always  be  done  before  extirpation 
of  the  uterus  is  decided  upon  so  that  those  patients 
whose  symptoms  are  actually  due  to  early  malig- 
nancy of  the  uterus  may  have  the  advantage  of 
more  definitive  therapy. 

o 

REMOVAL  OF  SCARS  BY  ABRASION, 
AN  OFFICE  PROCEDURE  * 

JAMES  W.  BURKS,  JR.,  M.  D.  f 
New  Orleans 

Certain  new  and  somewhat  revolution- 
ary technics  for  correction  of  cosmetic 
defects  have  been  developed  during  the 
past  several  years.  Widespread  publicity 
and  dramatization  of  this  subject  in  the 
lay  press  would  seem  to  justify  at  this 
time  an  evaluation  of  the  efficacy  and 
limitations  of  these  procedures.  The  fol- 
lowing presentation  will  include  a review 
of  the  basic  underlying  principles  and  ac- 
tual technical  procedures  of  abrasive  sur- 
gei’y  as  it  is  performed  today.  My  own 
experiences  will  include  certain  personal 
modifications  developed  in  over  100  abra- 
sions performed  during  the  past  two 
years. 

METHOD 

Cosmetic  dermatology  is  a well  devel- 
oped subspecialty.  Some  common  technics 
currently  employed  as  office  procedures 
include  scarification,  electrodesiccation, 
use  of  carbon  dioxide  in  solid  or  slush 
form,  use  of  liquid  nitrogen,  and  topical 
use  of  phenol  and  trichloroacetic  acid. 
Sandpaper  abrasion,  basically  similar  to 
these  procedures,  was  reported  by  Iver- 
son * in  1947  and  McEvitt  - in  1950.  It 
consists  in  simple  sanding  of  the  skin 
under  general  anesthesia.  A “wet  or  dry” 
type  of  paper  is  cut  and  wound  about  a 
standard  2 inch  roll  of  gauze,  fixed  by  a 
rubber  band,  and  is  then  sterilized.  The 
skin  is  pulled  taut  and  vigorously  scrubbed 

* Presented  at  Seventy-fourth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  22, 
1954,  New  Orleans. 

t Assistant  Professor  of  Medicine  (Dermatol- 
ogy), Tulane  University  School  of  Medicine,  New 
Orleans,  Louisiana. 
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until  there  is  a “welling  up”  of  blood. 
Sanding  is  repeated  until  the  desired 
smoothness  is  obtained. 

Certain  inherent  disadvantages  in  this 
method  were  recognized  early  in  its  use. 
For  one  thing,  there  is  the  risk  involved 
in  use  of  a general  anesthetic  for  an 
elective  reconstructive  procedure,  which 
may  be  inadvisable.  For  another,  the  cost 
of  hospitalization  is  an  expense  to  the  pa- 
tient which  must  frequently  be  repeated 
by  the  necessity  of  resanding.  Further- 
more, basically,  the  sanding  of  broad  sur- 
faces does  not  allow  for  selectivity  and 
encompasses  uninvolved  as  well  as  in- 
volved skin.  Finally,  foreign  body  silica 
granulomata  may  occur. 

To  circumvent  the  disadvantages  of  hos- 
pitalization and  general  anesthesia,  I be- 
gan employing  the  following  technic  two 
years  ago  in  my  office.  For  this  a mini- 
mum of  equipment  and  little  skill  is  re- 
quired. An  operative  area  no  larger  than 
3 square  inches  was  found  to  be  most 
suitable.  A 2 per  cent  solution  of  procaine 
hydrochloride  is  injected  into  the  skin  in 
a manner  to  produce  a wheal-like,  firm 
operative  surface.  Disadvantages  of  the 
sandpaper  roll  are  overcome  through  use 
of  a motor  and  mandrel  equipped  with  the 
type  of  sandpaper  disks  used  by  dentists. 
Although  preferable  to  cones,  steel  burrs, 
and  carborundum  stones,  these  sandpaper 
disks  resulted  in  clogging  of  the  abrasive 
surface.  With  such  tools  it  is  imperative 
to  stroke  the  skin  in  a motion  perpendicu- 
lar to  the  line  of  motion  of  the  disk  and 
to  hold  the  handle  at  a 45  degree  angle, 
the  flat  surface  of  the  disk  being  pressed 
against  the  skin.  The  edge  of  the  disk, 
however,  through  its  tendency  to  dig  into 
relaxed  skin,  may  be  a mutilating  weapon 
if  not  properly  controlled.  This  technic 
is  still  being  used  for  limited  lesions  and, 
in  some  cases,  even  without  an  anesthetic, 
but  for  more  extensive  areas  another  pro- 
cedure has  been  adopted. 

In  1953  Kurtin  ® reported  a technic 
which  eliminated  many  of  the  drawbacks 
of  the  sandpaper  method.  This  method, 
utilizing  the  abrading  action  of  a revolv- 


ing wire  brush,  not  only  accomplishes 
abrasion  of  lesions  but  also  removes  the 
entire  epidermis.  New  skin  then  regener- 
ates from  rete  pegs  in  superficial  abra- 
sion and  from  follicular  epithelium  in 
deep  planing.  Ethyl  chloride  as  the  local 
anesthetic  affords  a resistant  surface  and 
a relatively  bloodless  field.  Standard 
equipment,  which  is  somewhat  expensive, 
includes : 

1.  Stainless  steel  brushes  of  various 

diameters 

2.  Electric  motor  capable  of  producing 

12,000  r.p.m. 

3.  Air  blower  to  accelerate  freezing 

4.  Standard  coarse  ethyl  chloride 

sprays 

5.  Pre-chilling  packs  to  remove  sting 

of  ethyl  chloride 

6.  Accessories  (not  required) 

a.  Protective  shields 

b.  Spray  localizers 

c.  Protective  gowns 

For  the  past  five  months  I have  used 
this  method  and  equipment  for  routine 
abrasion.  Photographs  are  taken  before, 
after,  and  in  some  cases  during  treatment. 
It  is  impressed  upon  the  patient  that  al- 
though complete  removal  may  not  occur, 
a satisfactory  result  is  the  rule.  Opera- 
tions are  scheduled  for  one  morning  a 
week,  during  which  time  no  other  type  of 
practice  is  performed.  A suitable  room 
is  reserved  for  planing.  Preoperative  se- 
dation has  not  been  necessary,  but  any 
apprehension  on  the  part  of  the  patient 
can  usually  be  alleviated  by  a thorough 
description  of  the  technic.  Patients  are 
encouraged  to  discuss  the  procedure  with 
others  who  have  had  planing. 

If  the  operative  field  is  near  the  hair- 
line, the  hair  is  shampooed  the  preceding 
night.  Cosmetics  are  removed  in  women, 
and  men  are  shaved.  Pre-chilling  packs, 
which  have  been  in  the  refrigerator  over- 
night, are  applied  by  the  patient  in  an 
adjoining  room  for  a period  of  twenty  to 
thirty  minutes,  in  order  to  help  relieve 
the  sting  and  shock  of  ethyl  chloride 
spray.  Alcohol  is  used  to  cleanse  the  op- 
erative field.  Lead  shields  are  placed 
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over  the  eyes  to  protect  against  fragmen- 
tation of  wires,  and  the  nostrils  are 
plugged  with  cotton.  Some  patients  ob- 
ject to  the  odor  of  ethyl  chloride;  others 
have  difficulty  breathing  through  their 
mouths.  As  ethyl  chloride  is  sprayed  on 
the  area  to  be  treated,  a stream  of  air 
from  the  blower  is  applied.  Freezing  to 
board  hardness  occurs  within  twenty  to 
thirty  seconds.  The  operative  field  is 
limited  to  3 square  inches  to  prevent 
thawing  before  completion  of  planing  and 
to  guard  against  frostbite  of  any  un- 
abraded areas.  Planing  is  done  as  in 
shaving,  with  the  use  of  an  up-and-down 
stroke  instead  of  a side-to-side  motion. 


which  produces  grooving.  Because  thaw- 
ing results  in  bleeding,  it  is  preferable 
to  begin  abrasion  at  the  most  dependent 
portion,  in  order  to  avoid  dripping  of 
blood  into  the  operative  field.  The  appro- 
priate depth  of  abrasion  can  be  learned 
only  by  experience.  Postoperative  bleed- 
ing is  controlled  with  sterile,  dry  gauze 
applied  about  twenty  minutes  after  com- 
pletion of  the  procedure.  Dressings  with 
antibiotic  ointments  (aureomycin  ointment 
prepared)  or  vaseline  gauze  are  changed 
daily.  Healing  takes  place  within  ten  to 
fourteen  days,  depending  upon  the  degree 
of  freezing,  depth  of  abrasion,  and  via- 
bility of  the  tissue  bed.  Re-abrasion  may 


Figure  1.  Before  (a)  and  after  (b)  abrasion  for  acne  scars. 
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be  done  after  an  interim  of  four  weeks. 
Some  patients  have  undergone  as  many  as 
four  planings. 

RESULTS 

In  the  evaluation  of  results,  black  and 
white  photographs  taken  by  a commercial 
photographer  before  and  after  the  pro- 
cedure are  helpful  from  an  objective  as 
well  as  a subjective  point  of  view.  (Fig. 
I ) . Improvement  of  60  to  80  per  cent  may 
be  expected.  In  a few  instances  the  first 
abrasion  may  uncover  scars  of  old,  deep- 
seated  acne  lesions.  Interestingly  enough, 
patients  are  the  most  enthusiastic  critics 
and  are  eager  to  have  re-abrasion  or  to 
recommend  it  to  their  friends.  Whatever 


hesitancy  may  be  present  prior  to  initial 
planing  disappears  at  the  second  treat- 
ment, indicating  lack  of  discomfort  asso- 
ciated with  the  procedure.  Some  patients 
insist  on  additional  planing,  against  the 
better  judgment  of  the  operator,  who 
seeks  to  avoid  devitalization  or  oversen- 
sitiveness of  the  skin  from  excessive  freez- 
ing or  too  numerous  planings.  Finally, 
in  abrasion,  as  in  other  dermatologic 
treatments,  such  as  radiation  therapy  or 
cauterization,  results  varj%  depending  on 
the  cutaneous  site  involved,  being  most 
successful  on  the  face,  in  contrast  to 
other  bodily  sites. 

Defects  other  than  scars  of  acne  have 


Figure  2.  Before  (a)  and  after  (b)  abrasion  for  pigmented  nevus. 


Burks — Removal  of  Scars  by  Abrasion 


33 


been  treated  successfully  by  abrasion.  Ac- 
cidental tattoo  marks  of  the  superficial 
variety  respond  well,  but  artistic  tattoos, 
wherein  the  pigment  is  implanted  deep 
within  the  corium,  necessitate  time-con- 
suming, tedious  procedures  and  result  in 
some  scarring.  Nevertheless,  abrasion 
seems  to  be  the  best  method  of  removal 
whenever  excision  and  graft  are  imprac- 
tical. In  one  patient,  a soldier  with  a 
dragon  tattoo  extending  from  the  top  of 
the  shoulder  to  the  elbow,  removal  re- 
quired five  hours  of  planing.  Planing  of 
the  lower  portion  of  this  patient’s  arm 
was  carried  out  so  deeply  as  to  produce 
small  herniation  of  fat.  This  complication 
was  avoided  by  less  deep  abrasion  of  the 
shoulder  area,  but  results  were  conse- 
quently partially  successful.  Likewise,  re- 
moval of  a tattoo  on  the  flexor  aspect 
of  the  forearm  of  another  patient  resulted 
in  herniations  of  fat  and  hypertrophic 
scarring. 

Scars  from  trauma,  chicken  pox,  and 
smallpox  are  readily  improved  by  abra- 
sion. Wrinkles  about  the  eyes  and  mouth 
due  to  facial  expressions,  aging,  and  fold- 
ing of  the  skin  respond  extremely  well. 
Certain  benign  superficial  nevi  have  also 
been  treated.  A pigmented  nevus,  meas- 
uring 1.5  cm.  in  diameter,  on  the  cheek  of 
a six  year  old  boy  had  been  partially  re- 
moved by  the  scraping  action  of  a finger- 
nail during  play.  Normal  skin  along  the 
4 mm.  linear  scratch  suggested  removal 
by  abrasion,  which  was  performed  with- 
out any  ensuing  scarring.  (Fig.  2).  A 
less  desirable  result  was  obtained  in  the 
abrasion  of  a similar  lesion  on  the  thigh 
of  a«girl,  in  whom  there  was  a protracted 


healing  and  keloid  reaction  requiring 
roentgen-ray  therapy.  Surgical  removal 
undoubtedly  would  have  been  a better  pro- 
cedure. 

Whereas  I have  not  had  any  personal 
experience  with  treatment  of  any  vascu- 
lar nevi  or  portwine  stains,  they  have 
been  successfully  abraded  by  others.  Pos- 
sibly the  rare  “bathing  trunk”  nevus,  a 
therapeutic  challenge  to  all,  may  be 
treated  by  abrasion.  Keloids,  which  ap- 
pear occasionally  as  complications  of  abra- 
sions, may  also  be  planed  and  treated 
subsequently  with  roentgen-rays.  In  one 
instance,  in  which  a spontaneous  keloid 
was  abraded  and  not  treated  prophylac- 
tically  with  roentgen-rays,  it  recurred, 
but  regrowth  was  less  extensive  than  that 
seen  following  surgical  removal  of  a simi- 
lar lesion.  Other  defects  which  I have 
abraded  successfully  include  lentigines, 
chloasma,  keratoses,  adenoma  sebaceum, 
acne  keloid,  and  skin  graft  sites. 

SUMMARY  AND  CONCLT  SIONS 

Abrasive  surgical  removal  is  the  treat- 
ment of  choice  for  certain  skin  defects. 
Basically,  the  technic  consists  in  abrading 
the  skin  with  a sandpaper  disk  or  planing 
with  a revolving  wire  brush.  Experiences 
with  its  use  over  the  past  ten  years  have 
led  to  certain  modifications  in  method. 
Planing  by  the  wire  brush  method  is 
preferable  to  sandpapering  and  is  suitable 
and  successful  as  an  office  or  out-patient 
method  of  correcting  skin  defects. 
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VOLUNTARY  PREPAYMENT  HEALTH 
INSURANCE  COVERAGE  IN 
THE  UNITED  STATES 
With  more  than  two-thirds  of  the  nation 
insured  under  some  form  of  voluntary 
prepayment  health  insurance,  the  facts 
and  figures  in  this  field  become  of  im- 
portance to  every  physician.  Recently,  two 
publications  give  a valuable  summary  of 
the  status  of  this  type  of  insurance.  These 
are  Annual  Report  Council  on  Medical 
Service  “Voluntary  Prepayment  Medical 
Benefit  Plans”,  and  “The  Eighth  Annual 


Survey”  Health  Insurance  Council.b^  This 
insurance  Council  is  a confederation  of 
nine  trade  associations  in  the  insurance 
field,  and  its  activities  are  focused  chiefly 
on  the  relations  of  the  insurance  business 
with  physicians,  hospitals,  and  with  other 
professionals  in  matters  of  health.  These 
associations  represent  more  than  200  com- 
panies which  collectively  account  for  over 
seven-eighths  of  the  total  accident  and 
health  business  in  the  United  States. 

Consideration  of  the  figures  presented 
in  this  report  gives  support  to  the  previ- 
ously expressed  opinion  that  this  method 
of  financial  arrangement  for  medical  care 
would  introduce  an  additional  factor  into 
the  private  practice  of  medicine,  which  in 
turn  would  present  a threat  of  dominating 
the  relationship  between  physician  and 
patient.  For  this  reason,  the  physician  has 
a major  interest  in  the  development  and 
operation  of  these  voluntary  prepayment 
medical  benefit  plans.  As  of  mid-Novem- 
ber past,  103  million  persons  have  volun- 
tary health  insurance  against  hospital  ex- 
penses. About  88  million  now  carry  sur- 
gical expense  protection,  and  47  million 
have  basic  medical  expense  protection. 

There  was  an  increase  in  the  total  num- 
ber of  persons  covered  in  each  of  these 
three  types  in  the  past  year;  this  increase 
was  out  of  proportion  to  the  growth  in 
population.  The  total  benefit  payment 
exceeded  two  and  a half  billion  dollars. 
More  than  half  went  to  help  meet  hospi- 
talization expenses,  and  more  than  675 
million  went  for  operations  and  medical 
care.  A half  billion  was  paid  to  policy 
holders  by  insurance  companies  for  loss 
of  income  due  to  disability.  Fifty-six  per 
cent  of  the  total  came  from  insurance 
companies  which  paid  out  1.4  billion,  in- 
cluding loss  of  income  benefits.  The  Blue 
Cross  and  Blue  Shield  types  paid  nearly 
one  billion,  or  37  per  cent  of  the  total. 

1 Annual  Report,  Council  on  Medical  Service, 
American  Medical  Association  Voluntai-y  Prepay- 
ment Medical  Benefit  Plans,  1954. 

2 The  Health  Insurance  Council,  Eighth  Annual 
Survey,  The  Extent  of  Voluntary  Health  Insur- 
ance Coverage  in  the  United  States,  as  of  Decem- 
ber 31,  1953. 
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Thirty-eight  million  workers  had  protec- 
tion at  the  close  of  1953  against  loss  of 
income  due  to  disability.  This  figure  rep- 
resents 60  per  cent  of  the  total  civilian 
labor  force  in  the  nation  at  the  time. 

The  newest  form  of  voluntary  health 
insurance,  major  medical  expense  insur- 
ance (catastrophic  coverage)  is  shown  by 
the  survey  to  protect  more  than  1.2  million 
persons  at  this  time.  It  is  a gain  of  nearly 
80  per  cent  during  the  past  year. 

The  Department  of  Commerce  estimates 
the  total  U.  S.  Health  Bill  as  12  billion 
dollars.  A Social  Security  Administration 
study  of  voluntary  health  insurance  in 
1953  disclosed  about  20  per  cent  of  all  medi- 
cal costs  were  paid  by  health  plans.  This 
survey  estimated  the  1953  private  medical 
bill  at  $9,866,000,000,  and  payments  for 
benefits  at  $1,919,200,000.  Expenditures 
for  hospital  service  alone  were  covered  to 
the  extent  of  41  per  cent,  and  physicians’ 
services  alone  were  covered  to  about  21 
per  cent.  However,  physicians’  bills  ac- 
counted for  less  than  one-third  (28.6  per 
cent)  of  all  private  medical  costs;  while 
hospital  bills  made  up  29  per  cent;  medi- 
cine and  appliances  22  per  cent;  dentists’ 
fees  9.6  per  cent;  other  professional  ser- 
vices 5.7  per  cent;  and  health  insurance 
itself,  4.9  per  cent. 

The  addition  of  a federal  government 
“sound  reinsurance  program’’  to  bolster 
and  expand  coverage  under  voluntary 
health  insurance  plans  has  been  proposed 
by  Secretary  of  Welfare,  Ovetta  C.  Hobby, 
and  supported  by  President  Eisenhower’s 


administration.  The  proposal  is  suggested 
as  a form  of  supplementary  coverage  pro- 
viding “insurance  against  compulsory 
health  insurance”.  This  plan  was  opposed 
by  the  American  Medical  Association,  and 
defeated  in  the  last  Congress.  In  a speech 
delivered  by  Senator  Hobby  before  the 
House  of  Delegates  of  the  American  Medi- 
cal Association,  in  Miami,  on  November  29, 
1954,  it  was  again  proposed. 

It  may  be  anticipated  that  such  legis- 
lation will  be  introduced  in  the  next  Con- 
gress. It  is  evident  from  the  operation  of 
the  voluntary  type  of  insurance  extending 
into  billions,  and  increasing  yearly,  that 
it  needs  no  subsidy.  It  is  difficult  to  see 
how  the  re-insurance  proposal  would  work, 
except  as  a subsidy  to  the  indigent.  If  the 
federal  reinsurance  were  to  subsidize  in- 
surance payments  for  the  indigent  the 
plan  would  move  irresistibly  into  the 
field  of  state  medicine  within  a few  years. 

It  should  be  the  business  of  the  profes- 
sion to  maintain  a watchful  attitude  on 
the  whole  field  of  voluntary  prepayment 
health  insurance,  and  at  the  same  time 
oppose  any  form  of  governmental  entry 
into  this  field.  Voluntary  prepayment 
health  insurance  is  the  answer  that  pri- 
vate enterprise  gives  to  proposals  to  es- 
tablish state  medicine.  It  is  to  the  inter- 
ests of  physicians  as  a whole  that  they 
should  on  the  one  hand  cooperate  with  the 
voluntary  insurance  to  see  that  it  is  prop- 
erly maintained ; and  on  the  other  hand, 
watch  that  it  does  not  try  to  dominate  the 
doctor-patient  relationship. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


1955  ANNUAL  MEETING 
Dr.  Edgar  Hull,  President  of  the  Orleans  Parish 
Medical  Society,  has  appointed  Dr.  J.  Theo  Brierre 
Chairman  of  the  Committee  on  Arrangements  for 
the  1955  Annual  Meeting.  Dr.  Brierre  very  ably 
served  as  Chairman  for  the  1954  Meeting  follow- 
ing the  death  of  Dr.  W.  H.  Roeling  a very  short 


time  prior  to  the  date  of  the  meeting  and  his 
interest,  cooperation  and  ability  were  of  such 
value  as  to  warrant  his  reappointment  for  our 
next  meeting.  The  Secretary-Treasurer  and  Dr. 
Brierre  have  already  arranged  for  hotel  facilities, 
including  meeting  rooms  and  300  rooms  at  the 
Roosevelt  Hotel  for  doctors  planning  to  attend 
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and  an  ample  number  of  rooms  at  other  hotels 
will  also  be  available.  Reseiwations  will  be  han- 
dled througrh  the  Secretary-Treasurer’s  office  and 
forms  will  be  furnished  for  this  purpose  shortly 
after  the  first  of  the  year. 

ADDITIONAL  APPOINTMENTS 
Since  publication  of  the  list  of  Chairmen  for 
Scientific  Sections  in  the  November  issue  of  the 
Journal,  the  following  have  been  appointed  by 
President  Walter  Moss: 

EAK.  NOSE  AND  THROAT 

Ben  Fendler.  M.D..  Alexandria 
EYE 

Leon  F.  Oray.  M.D.,  Shreveport 

OBSTETRICS 

H.  I’.  Hewitt,  M.D..  L.ifayette 

ORTHOPEDICS 

A.  R Alteiiherg,  M.D.,  Monroe 

CROLOGY 

B.  E.  Trichel.  M.D..  Shreveport 


REPORT  ON  ACTIONS  OF  THE  HOUSE  OF 
DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
EIGHTH  CLINICAL  MEETING 
NOV.  29-DEC.  2,  1954 
MIAMI,  FLORIDA 

Geriatrics,  medical  ethics,  internships,  grievance 
committees,  hospital  accreditation,  osteopathy,  the 
doctor  draft  law,  state-subsidized  medicine  and 
malpractice  insurance  problems  were  among  the 
major  subjects  of  discussion  and  action  by  the 
House  of  Delegates  at  the  American  Medical  As- 
sociation’s Eighth  Clinical  Meeting  held  Nov.  29- 
Dec.  2 in  Miami. 

During  the  meeting  the  A.IM.A.  Board  of  Trus- 
tees also  announced  the  appointment  of  a 13- 
member  Commission  to  make  a comprehensive 
survey  of  the  various  types  of  plans  through 
which  the  American  people  receive  medical  serv- 
ices. The  Commission,  headed  by  Dr.  Leonard 
W.  Larson  of  Bismarck,  N.  D.,  member  of  the 
Board  of  Trustees,  will  begin  work  immediately 
and  will  require  at  least  a year  to  complete  its 
survey. 

Named  as  the  1954  General  Practitioner  of  the 
Year  was  Dr.  Karl  B.  Pace  of  Greenville,  N.  C., 
whose  selection  by  a special  committee  of  the 
Board  of  Trustees  was  announced  at  the  opening 
session  of  the  House  of  Delegates  on  Monday  by 
Dr.  Dwight  H.  Murray  of  Napa,  Calif.,  Board 
Chairman.  Dr.  Pace  received  the  medal  and 
citation,  presented  annually  for  community  serv- 
ice by  a family  doctor,  from  Dr.  Walter  B.  lilartin 
of  Norfolk,  Va.,  President  of  the  American  Medi- 
cal Association,  immediately  after  the  announce- 
ment. 

Other  highlights  of  the  opening  session  were 
addresses  by  Dr.  IMartin ; Mr.  Seaborn  P.  Collins, 
National  Commander  of  the  American  Legion; 
Mrs.  Oveta  Culp  Hobby,  Secretary  of  Health  Edu- 
cation and  Welfare,  and  Mr.  Edwin  J.  Faulkner, 
President  of  the  Woodmen  Accident  and  Life 


Company  of  Lincoln,  Neb. 

Mr.  Collins  told  the  House  that  he  is  willing  to 
appoint  qualified  Legion  representatives  on  a 
committee  to  take  part  in  joint  Legion-A.M.A. 
study  of  veterans’  hospitalization.  Later  dui'ing 
the  meeting  the  Board  of  Trustees  announced 
appointment  of  a three-man  committee  to  meet 
with  the  Legion  on  the  issue  of  veterans’  medical 
care.  The  members  of  the  A.M.A.  committee  are 
Dr.  Elmer  Hess,  Dr.  David  Allman  and  Dr.  Louis 
Orr. 

Registration  toward  the  end  of  the  third  day  of 
the  Clinical  Meeting  included  3,167  physicians; 
3,441  guests  including  residents,  interns,  nurses 
and  others,  and  approximately  900  exhibitors  and 
exhibitors’  guests — for  a grand  total  of  more 
than  7,500.  Final  total  registration  at  the  1953 
Clinical  IMeeting  in  St.  Louis  was  7,716. 

NEW  A.M.A.  GERIATRICS  UNIT 

The  House  of  Delegates  passed  a Pennsylvania 
resolution  which  directed  that  the  A.M.A.  Board 
of  Trustees  “consider  the  creation  of  an  organiza- 
tion on  gei'iatrics  within  the  present  structure  of 
the  American  Medical  Association,  the  purpose  of 
which  shall  be  (1)  to  develop  and  assist  com- 
mittees on  geriatrics  and  gerontology  originating 
from  constituent  state  associations  and  component 
county  societies  of  the  American  Medical  Asso- 
ciation; (2)  to  act  as  a liaison  between  such  state 
and  county  committees  so  there  shall  be  a free 
flow  of  information  between  all  levels  of  organ- 
ized medicine  on  the  subject  of  geriatrics;  (3)  to 
make  available  to  the  American  people  such  facts, 
data  and  opinions  concerning  the  subject  of 
geriatrics  as  may  be  considered  of  value  in  allevi- 
ating social  and  medical  problems  created  by  the 
increasing  population  of  older  age  groups;  and  (4) 
to  perform  such  other  duties  as  will  improve  and 
advance  the  medical  care  rendered  to  people  of 
the  older  age  group.” 

MEDICAL  ETHICS 

Accepting  a recommendation  in  a report  of  the 
Council  on  Constitution  and  Bylaws,  the  House 
amended  Section  7 of  Chapter  I of  the  Principles 
of  Medical  Ethics  so  that  it  now  reads  as  follows 
on  the  subject  of  patents  and  copyrights: 

“A  physician  may  patent  surgical  instruments, 
appliances  and  medicines  or  copyright  publica- 
tions, methods  and  procedures.  The  use  of  such 
patents  or  copyrights  or  the  receipt  of  remuner- 
ation from  them  which  retards  or  inhibits  re- 
search or  restricts  the  benefits  derivable  there- 
from is  unethical.” 

In  another  action  involving  medical  ethics,  the 
House  rejected  a Kansas  resolution  which  would 
have  removed  Section  8 of  Chapter  I from  the 
Principles  of  Medical  Ethics.  The  Reference 
Committee  on  Miscellaneous  Business,  in  recom- 
mending disapproval  of  the  resolution,  said  that 
“the  American  Jledical  Association  would  fail  to 
assume  a vital  responsibility  if  no  provision  is 
included  in  the  Principles  of  IMedical  Ethics  re- 
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warding  the  problem  of  ownership  of  drug  stores 
and  dispensing  of  drugs  by  physicians.  ...  It  is 
possible  that  some  phases  of  this  principle  are 
susceptible  of  amendment  or  change,  but  certainly 
the  entire  principle  should  not  be  discarded.” 

REPORT  ON  INTERNSHIPS 

Acting  on  the  report  of  the  Ad  Hoc  Committee 
on  Internships,  the  House  accepted  a recommen- 
dation of  the  Reference  Committee  on  Medical 
Education  and  Hospitals  that  “the  data  and  judg- 
ments of  the  Ad  Hoc  Committee  on  Internships 
will  provide  valuable  guidance  to  the  Council  on 
Medical  Education  and  Hospitals  and  with  this  in 
view  it  is  recommended  that  the  report  be  re- 
ferred to  the  latter  for  their  further  study  and 
guidance.”  Following  are  a few  excerpts  from 
the  report  of  the  Ad  Hoc  Committee  on  Intern- 
ships : 

“It  is  our  opinion  that  graduates  of  foreigm 
medical  schools  should  be  considered  for  intern 
appointment  in  approved  hospitals  only  when 
there  is  satisfactory  evidence  that: 

“1.  Language  difficulties  will  not  seriously  im- 
pair the  program. 

“2.  The  same  educational  standards  are  applied 
to  graduates  of  foreign  schools  as  to  graduates  of 
approved  American  medical  colleges. 

“3.  The  appropriate  state  licensing  board  ap- 
proves. . . . 

“The  Committee  believes  that  the  present  stand- 
ards detailing  only  the  number  of  annual  ad- 
missions, autopsy  rate,  number  of  beds  and  as- 
signment of  an  intern  to  from  15  to  25  beds,  are 
without  significant  meaning  unless  and  until  every 
local  situation  is  reviewed  ‘on  the  grounds’  and 
with  full  opportunity  for  discussion  between  the 
representative  of  the  accrediting  body  and  repre- 
sentatives of  the  hospital’s  governing  board  and 
its  medical  staff.  . . . 

“Had  the  ‘two-thirds  rule’  remained  a require- 
ment and  been  rigidly  applied  to  the  two  consecu- 
tive intern  years  1952-3  in  combination  with 
1953-4  it  would  have  removed  448  hospitals,  can- 
celled 4,205  internships  to  which  784  students 
were  matched  in  those  years  and  reduced  the 
number  available  to  6,766.  . . . 

“The  committee  suggests  consideration  of  some 
requirement  based  on  filling  a percentage  of  ap- 
proved -internships  and  a time  limit  to  eliminate 
some  of  the  unhealthy  aspects  of  the  present 
situation.  The  following  requirement  is  recom- 
mended: Any  internship  program  which  in  two 
successive  years  does  not  obtain  one-fourth  of  its 
stated  intern  complement  be  disapproved  for  in- 
ternship training. 

“As  applied  to  the  figures  for  1952-3  in  com- 
bination with  1953-4,  this  requirement  would  have 
removed  277  hospitals,  cancelled  2,139  internships 
to  which  80  students  were  matched  in  those  years 
and  reduced  the  number  of  internships  available 
to  8,832.” 


( J R I E V A N C E CO  M M ri'T  E E S 

In  order  to  improve  efficiency  and  maintain 
high  standards  in  the  operation  of  grievance  or 
mediation  committees,  the  House  endorsed  the 
principles  of  two  similar  resolutions  introduced 
by  the  Colorado  and  Mississippi  delegations  and 
asked  the  Board  of  Trustees  to  appoint  a com- 
mittee to  study  and  report  on  recommended  stand- 
ards for  the  operation  of  such  services.  Both 
resolutions  had  emphasized  the  valuable  public 
service  aspects  of  grievance  committees  and  had 
suggested  that  the  committee  appointed  by  the 
Board  of  Trustees  be  composed  of  representatives 
from  constituent  societies  in  which  grievance  com- 
mittees have  been  effective  and  useful. 

HOSPITAL  ACCREDITATION 

In  place  of  an  Indiana  resolution  protesting  cer- 
tain situations  arising  in  connection  with  hospital 
inspections,  the  House  adopted  the  following  sub- 
stitute resolution  to  resolve  the  problems  in  ques- 
tion : 

“Resolved,  that  the  Secretary  of  the  American 
Medical  Association  be  directed  to  request  that 
the  Joint  Commission  on  the  Accreditation  of 
Hospitals  supply  a copy  of  the  letter  of  notifica- 
tion regarding  the  results  of  the  survey  of  each 
hospital  to  the  Hospital  Administrator,  to  the 
Chief  of  the  Professional  Staff  and  to  the  Chair- 
man of  the  Governing  Board  of  the  hospital.” 
OSTEOPATHY 

The  House  concurred  in  the  following  supple- 
mentary report  of  the  Board  of  Trustees  on  the 
osteopathic  situation: 

“Contingent  on  the  receipt  of  the  report  from 
the  Committee  to  Study  the  Relations  Between 
Osteopathy  and  Medicine  of  its  ‘on  campus’  ob- 
servations of  osteopathic  schools,  the  House  of 
Delegates  in  June,  1954,  agreed  to  hold  in  abey- 
ance any  action  on  this  important  subject  until 
this  meeting. 

“The  Committee,  after  meetings  and  extensive 
negotiations  with  the  American  Osteopathic  As- 
sociation, has  now  made  final  arrangements  for 
visiting  five  or  six  schools  of  osteopathy,  and 
these  plans  have  been  approved  by  the  Board  of 
Trustees. 

“It  is  the  recommendation  of  the  Board,  there- 
fore, that  consideration  of  this  matter  be  held  in 
abeyance  by  the  House  of  Delegates  until  the 
June,  1955  meeting,  at  which  time  the  Committee 
expects  to  have  a complete  report  of  its  findings 
concerning  the  nature,  scope  and  quality  of  edu- 
cation in  schools  of  osteopathy.” 

THE  DOCTOR  DRAFT  L.VW 

The  Reference  Committee  on  Medical  Military 
Affairs  considered  several  reports  and  resolutions 
involving  the  doctor  draft  law,  and  then  proposed 
the  following  policy  statement  which  was  adopted 
by  the  House  of  Delegates: 

“(A)  That  on  the  basis  of  current  information 
the  House  of  Delegates  commend  and  express  it- 
self as  being  in  complete  accord  with  the  Board 
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of  Trustees  and  its  Council  on  National  Defense 
that  the  ‘Doctor  Draft  Law’  should  not  be  ex- 
tended after  June  30,  1955,  and  that  the  House  of 
Delegates  further  express  its  confidence  in  the 
ability  of  the  Board  of  Trustees  and  its  Council 
on  National  Defense  to  properly  handle  any  new 
situation  which  may  develop  in  I'egard  to  this 
highly  complex  and  involved  problem. 

“(B)  That  the  Board  of  Trustees  and  its  Coun- 
cil on  National  Defense  continue  to  study  the 
problem  of  providing  the  best  possible  medical 
service  for  members  of  the  armed  forces  and  that 
they  make  recommendations  to  the  Department  of 
Defense  at  the  earliest  possible  time  for  a more 
permanent  solution  to  the  problem,  giving  special 
attention  to  the  further  development  of  a career 
medical  corps  with  adequate  compensation  there- 
for.” 

STATE-SrH.SIDIZED  MEDICINE 

Most  controversial  issue  at  the  Miami  meeting 
was  a resolution  on  “Policy  on  Medical  Practice 
by  Tax  Supported  Medical  Schools,”  introduced 
by  the  Mississippi  State  Medical  Association.  This 
resolution  provided  that: 

“The  American  Medical  Association  reaffirm 
its  unalterable  opposition  to  socialized  and  state 
subsidized  medicine  regardless  of  the  form  which 
it  may  assume,  and 

“The  House  of  Delegates  of  the  American  Medi- 
cal Association  is  of  the  opinion  that  these  prin- 
ciples should  be  considered  by  constituent  and 
component  medical  societies  together  with  all  other- 
facts  pertinent  to  the  local  situation  in  all  con- 
troversies arising  in  the  employment  of  medical 
faculty  by  state  (tax)  supported  medical  schools 
and  be  fully  considered  in  effecting  action  within 
the  framework  of  this  policy.” 

The  Reference  Committee  on  Medical  Education 
and  Hospitals  agreed  with  that  portion  of  the 
resolution  regarding  “unalterable  opposition  to 
socialized  medicine”  but  recommended  that  the 
resolution  be  referred,  without  approval  or  dis- 
approval at  this  time,  to  the  Council  on  Medical 
Service  which  currently  is  studying  the  various 
aspects  of  this  subject.  The  House  adopted  the 
reference  committee’s  recommendation. 

M.\LPRACTICE  INSURANCE 

Two  resolutions  and  a Board  of  Trustees  sup- 
plementary report — all  dealing  with  the  problems 
and  difficulties  in  obtaining  satisfactory  profes- 
sional liability  insurance — w-ere  considered  to- 
gether by  the  Reference  Committee  on  Insurance 
and  Medical  Service.  The  House  of  Delegates 
accepted  the  reference  committee  report  which 
said:  “Inasmuch  as  the  Board  of  Trustees  has 

reported  that  there  is  in  progress  a study  on  the 
subject,  we  feel  that  we  can  well  await  the  recom- 
mendations that  the  Board  is  planning  to  make 
at  the  next  session.  Due  to  the  apparent  emer- 
gency aspect  of  the  problem,  the  Board  of  Trustees 
is  urged  to  report  to  the  membership  as  soon  as 


possible,  through  its  component  societies,  on  the 
progress  of  this  urgent  study.” 

OPENING  SESSION 

Dr.  Walter  B.  Martin,  A.M.A.  President,  de- 
clared at  the  opening  session  that  “medicine  be- 
longs to  the  people”  and  physicians  are  “merely 
the  purveyors”  of  medical  care.  Dr.  Martin 
stressed  that  physicians  have  an  obligation  to  the 
people  that  “goes  beyond  our  own  private  practice 
and  into  the  community,”  and  he  also  emphasized 
the  importance  of  “continued  effort  to  meet  the 
medical  needs  of  the  low-income  and  other  non- 
insurable groups.” 

Mr.  Collins,  the  American  Legion  National  Com- 
mander, said  that  “we  are  citizens  first  and  doc- 
tors and  veterans  second,”  as  he  urged  removal 
of  the  veterans’  medical  care  issue  “from  the  area 
of  name-calling  and  propaganda.”  The  American 
Legion,  he  declared,  neither  expects  nor  wants  the 
Govei-nment  to  give  carte  blanche  entitlement  to 
medical  care  to  all  veterans. 

Mrs.  Hobby,  presenting  the  case  for  the  Eisen- 
hower Administration’s  health  reinsurance  pro- 
posal, said : “The  health  reinsurance  proposal 

represents  what  we  believe  to  be  a necessity.  It 
offers  opportunity  for  self-help  without  subsidy.” 
Mr.  Faulkner,  however,  expressed  the  opinion  that 
the  reinsurance  pi-ogi-am,  “would  be  foredoomed 
to  disappoint  its  proponents,”  and  he  declared 
that  voluntary  health  insurance  can  bring  satis- 
factory protection  “to  practically  all  of  our  people” 
w-ithout  a Federal  reinsurance  program. 

AWARDS  AND  CONTRIBUTIONS 

At  the  closing  session  of  the  House  of  Delegates 
the  American  Medical  Association  received  a cita- 
tion for  pioneering  in  helping  to  bring  educational 
television  to  the  American  public.  James  Keller, 
Chairman  of  the  Miami  Citizens  Committee  for 
Educational  Television,  presented  the  award  on 
behalf  of  the  National  Citizens  Committee  for 
Educational  Television.  Dr.  Martin  accepted  the 
citation  for  the  A.M.A. 

At  the  same  session  the  Utah  State  Medical 
Society,  represented  by  Dr.  George  M.  Fister  of 
Ogden,  presented  a check  for  $10,355  to  the 
American  Medical  Education  Foundation  to  aid 
in  relieving  the  financial  plight  of  the  nation’s 
medical  schools.  The  contribution  was  received 
by  Dr.  Louis  H.  Bauer,  president  of  the  founda- 
tion, who  also  announced  that  a check  for  $1,000 
had  been  contributed  by  the  Southern  Medical 
Association. 

19.")7  CI.INICAL  MEETING 

Philadelphia  was  chosen  as  the  place  for  the 
1957  Clinical  Meeting,  the  dates  of  which  will  be 
announced  later.  Invitations  also  had  been  re- 
ceived from  Denver,  Detroit,  Mexico  City  and 
Washington,  D.  C.  The  Clinical  ^Meeting  will  be 
held  in  Boston  in  1955  and  in  Seattle  in  1956. 

IIEAI/ni  FAIR 

As  the  A.iM.A.  Clinical  Meeting  came  to  a close 
on  Thursday,  Dec.  2,  a health  fair  for  the  public 
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opened  in  Miami’s  Bayfront  Auditorium  under 
the  auspices  of  the  Dade  County  Medical  Society. 
The  fair,  to  be  open  through  Sunday  with  more 
than  80  exhibits  featured,  marks  the  first  time 
that  such  an  event  has  been  held  in  connection 
with  the  A.M.A.  Clinical  Meeting. 


PUBLIC  RELATIONS  MEETING 

The  Public  Relations  meeting  held  during  the 
American  Medical  Association  Meeting  in  Miami, 
November  29 — December  3,  was  presided  over  by 
Mr.  Leo  Brown,  Director  of  Public  Relations,  and 
was  addressed  by  Dr.  Walter  B.  Martin,  Presi- 
dent of  the  AMA,  and  Dr.  George  Lull,  Secretary. 
The  essence  of  the  meeting  was  that  public  rela- 
tions, as  far  as  the  doctor  is  concerned,  begin  in 
the  doctor’s  office  as  it  is  here  that  the  lay 
public  is  first  acquainted  with  the  medical  pro- 
fession. 

There  was  a rather  frank  discussion  of  medical 
fees  and  it  was  the  consensus  of  opinion  that  the 
fee  must  be  consistent  with  what  the  patient  is 
able  to  pay  and  that  the  doctor  should  not  hesi- 
tate to  discuss  fees  with  the  patient  if  the  pa- 
tient so  desires. 

There  is  a great  demand  by  lay  organizations 
for  speakers  on  medical  and  allied  subjects. 
Therefore,  each  society  should  have  speakers 
ready  at  all  times  to  talk  at  any  meeting  on  any 
medical  subject.  The  Orleans  Parish  Medical  So- 
ciety as  well  as  some  of  the  other  parish  societies 
in  Louisiana  has  a Speakers  Bureau. 

The  AMA,  through  its  Public  Relations  Depart- 
ment, has  come  out  with  a Public  Relations  Man- 
ual. This  is  a well-written  book  and  deserves  the 
attention  of  any  parish  society  interested  in  Pub- 
lic Relations.  The  AMA  has  notified  each  parish 
society  of  the  availability  of  this  manual,  re- 
questing that  any  society  desiring  a copy  contact 
the  office  of  the  State  Society. 

This  was  a'  very  enjoyable  meeting  and  it  is 
hoped  that  the  doctors  of  Louisiana  will  be  able 
to  hold  up  their  part  of  the  public  relations  pro- 
gram of  the  AMA. 

W.  ROBYN  HARDY,  M.  D.,  Chairman 
Council  on  Medical  Service  and  Public 
Relations. 


YOUR  DIRECTORY  INFORMATION  CARD 
The  new,  19th  Edition  of  the  American  Medical 
Directory  is  now  in  galley  form,  and  it  is  ex- 
pected that  the  book  will  be  ready  for  delivery 
about  the  middle  of  1955.  The  previous  edition 
was  issued  in  1950.  Since  that  time,  it  has  not 
been  possible  to  publish  a new  edition  because 
changes  in  the  membership  structure  of  the  Ameri- 


can Medical  Association  made  it  difficult  to  ob- 
tain an  accurate  list  of  members. 

Within  the  next  few  weeks,  a directory  informa- 
tion card  will  have  been  mailed  to  every  physician 
in  the  United  States,  its  dependencies,  and  Canada, 
requesting  information  to  be  used  in  compiling 
the  new  Directory.  Physicians  receiving  an  in- 
formation card  should  fill  it  out  and  return  it 
promptly  regardless  of  whether  any  change  has 
occurred  in  any  of  the  points  on  which  informa- 
tion is  requested.  It  is  urged  that  physicians  also 
fill  out  the  right  half  of  the  card,  which  section 
requests  information  to  be  used  exclusively  for 
statistical  purposes.  Even  if  a physician  has  sent 
in  similar  information  recently,  he  should  mail 
the  card  promptly  to  the  Directory  Department 
of  the  American  Medical  Association  to  insure  an 
accurate  listing  of  his  name  and  address.  There 
is  no  charge  for  publishing  the  data,  nor  ai‘e 
physicians  obligated  in  any  way. 

The  Directory  is  one  of  the  most  impoi'tant  con- 
tributions of  the  American  Medical  Association 
to  the  work  of  the  medical  profession  in  the 
United  States.  In  it,  as  in  no  other  published 
directory,  one  may  find  dependable  data  concern- 
ing physicians,  hospitals,  medical  organizations, 
and  activities.  It  provides  full  information  on 
medical  schools,  specialization  in  the  fields  of 
medical  practice,  memberships  in  special  medical 
societies,  tabulation  of  medical  journals  and  li- 
braries, and  statistics  on  the  distribution  of  physi- 
cians and  hospitals  in  the  United  States. 

If  you  desire  that  your  name  be  properly  listed 
in  the  1955  Edition  of  the  American  Medical  Di- 
rectory, please  fill  out  both  portions  of  the  in- 
formation card  forwarded  to  you  by  the  American 
Medical  Association,  regardless  of  whether  you 
have  moved  or  changed  your  address.  Even  if 
you  sent  the  Association  similar  information 
recently,  mail  this  card  today  to  insure  the  correct 
listing  of  your  name  and  address.  We  suggest 
that  you  carefully  read  both  sides  of  the  card 
before  you  begin  to  fill  in  the  information  re- 
quested. 

The  new  19th  Edition  of  the  Directory  will  con- 
tain data  on  more  than  240,000  physicians,  includ- 
ing 200,000  corrections,  and  20,000  more  names. 
Since  the  last  Edition  was  issued  in  1950,  the 
names  of  40,000  new  physicians  have  been  added 
to  the  biographical  records,  and  about  20,000  have 
been  deleted  because  of  death  and  other  reasons. 

Whatever  you  do,  fill  out  the  infonnation  card 
completely,  whether  you  are  an  AMA  member  or 
not,  in  active  practice,  not  in  practice,  or  retired. 
You  will  be  doing  a service  to  yourself,  your  fel- 
low physicians  and  the  public  by  returning  this 
card  promptly. 
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Society 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 


Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Second  District 

Shreveport 

Vernon 


Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Shreveport 


L.S.U.  SPEAKERS  AVAILABLE 

The  Louisiana  State  University  School  of  Medi- 
cine announces  the  availability  of  speakers  on  a 
w'ide  variety  of  clinical  subjects  and  basic  medical 
sciences,  for  meetings  of  Parish  and  District  medi- 
cal societies  and  of  local  chapters  of  the  American 
Academy  of  General  Practice.  The  School  can 
provide  single  speakers  for  given  meetings,  fur- 
nish speakers  regularly  to  meetings  scheduled  in 
advance,  and  assist  in  arranging  the  scientific 
programs  of  meetings  for  which  several  speakers 
will  be  needed.  A small  charge  will  be  made  to 
cover  travel  expenses  of  speakers  and  the  adminis- 
trative costs  of  this  service. 

A list  of  speakers  and  subjects  and  details  of 
the  seiwice  may  be  obtained  by  writing  Dr.  Edgar 
Hull,  Assoc.  Dean,  1542  Tulane  Avenue,  New  Or- 
leans 12. 


POSTGRADUATE  CONFERENCE 

The  Temple  Division  of  the  University  of  Texas 
Postgraduate  School  of  Medicine  announces  its 
forthcoming  Medical  and  Surgical  Conference  to 
be  held  March  7,  8,  9,  1955.  The  program,  spon- 
sored by  the  Scott,  Sherwood  and  Brindley  Foun- 
dation, will  be  presented  in  Temple  by  members 
of  the  Staff  of  Scott  and  White  Clinic. 

The  Postgi'aduate  Conference  will  be  directed 
primarily  toward  the  interest  of  the  physician 
engaged  in  private  practice.  The  morning  sessions 
will  consist  of  operative  clinics  directed  by  the 
surgeons,  with  consulting  internists,  radiologists, 
and  pathologists  participating;  the  afternoon  ses- 
sions will  be  composed  of  round-table  luncheon 
discussions,  panels,  symposia,  and  clinicopatho- 
logic  conferences.  A formal  lecture  will  be  pre- 
sented each  evening,  with  a banquet-lecture  on 
the  final  night. 

Registration  foiTns  are  available  from  the  office 
of  the  Assistant  Dean,  University  of  Texas  Post- 
graduate School  of  Medicine,  The  Temple  Division, 
Temple,  Texas. 


POSTGRADUATE  COURSE  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 
The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians,  in 
cooperation  with  the  respective  state  chapter  of 
the  College  as  well  as  the  staffs  and  faculties  of 
the  local  hospitals  and  medical  schools  of  Phila- 
delphia, will  sponsor  the  Eighth  Annual  Post- 
graduate Course  on  Diseases  of  the  Chest,  to  be 
held  at  the  Bellevue-Stratford  Hotel,  Philadelphia, 
Pennsylvania,  March  7-11,  1955. 

These  postgraduate  courses  endeavor  to  bring 
physicians  up  to  date  on  recent  advancements  in 
the  diagnosis  and  treatment  of  heart  and  lung 
disease.  Tuition  is  $75. 

Further  information  may  be  secured  by  writing 
to  the  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chi- 
cago 11,  Illinois. 


HARVARD  UNIVERSITY  SCHOOL  OF 

PUBLIC  HEALTH  ANNOUNCES  PUBLIC 
HEALTH  SCHOLARSHIPS 

Scholarships  for  the  Academic  Year  1955-56  will 
be  grajited  to  individuals  of  high  professional 
promise  in  awards  ranging  from  part  tuition  to 
tuitioti  plus  a stipend,  according  to  the  qualifica- 
tions atid  financial  needs  of  the  applicants.  The 
Scholarship  Funds  are  limited  and  are  primarily 
intended  for  citizens  of  the  United  States. 

Scholarship  applicants  must  be  eligible  for  ad- 
mission to  the  School  as  a candidate  for  one  of 
the  following  degrees;  Master  of  Public  Health, 
Doctor  of  Public  Health,  Master  of  Science  in 
Hygiene,  Doctor  of  Science  in  Hygiene,  Master 
of  Industrial  Health. 

Scholarships  are  available  to  those  in  the  fol- 
lowing categories  who  wish  to  obtain  postgraduate 
education  in  the  field  of  public  health  or  in  one 
of  the  basic  sciences  related  to  public  health: 

1.  PHYSICIANS,  DENTISTS  AND  VETER- 
INARIANS 

2.  INDUSTRIAL  PHYSICIANS 
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3.  PUBLIC  HEALTH  NURSES  with  a college 
degree  and  satisfactory  field  experience 

4.  SOCIAL  WORKERS  with  a master’s  degree 
from  an  approved  school  of  social  work  and  ac- 
ceptable experience  in  the  field  of  medical  or 
psychiatric  social  work 

5.  HEALTH  EDUCATORS  with  the  following 

background:  college  degree,  training  either  in 

health  education  or  in  the  natural  and  social 
sciences;  experience  in  general  education  or  com- 
munity health  work 

6.  COLLEGE  GRADUATES  who  have  con- 
centrated in  one  of  the  Natural  Sciences  or  in 
Engineering  (environmental  aspects), 

A Catalogue  of  the  School,  Admission  and 
Scholarship  applications,  and  fm*ther  information 
may  be  obtained  by  writing  the  Secretary,  Har- 
vard School  of  Public  Health,  55  Shattuck  Street, 
Boston  15,  Massachusetts. 

Scholarship  applicants  must  return  completed 
admission  and  scholarship  applications  to  the 
Harvard  School  of  Public  Health  by  March  1, 
1955.  Scholarship  awards  will  be  announced  May 
1,  1955. 


SEVENTH  ANNUAL  MEETING  AMERICAN 
ACADEMY  OF  FORENSIC  SCIENCES 
The  Seventh  Annual  Meeting  of  the  American 
Academy  of  Forensic  Sciences  will  be  held  in  the 
Biltmore  Hotel  in  Los  Angeles  on  February  17, 
18,  19,  1955.  The  President  of  the  Academy  this 
year  is  Dr.  A.  W.  Freireich,  Malverne,  New  York 
and  the  Chairman  of  the  Program  Committee  is 
Dr.  Milton  Helpern,  Chief  Medical  Examiner  of 
the  City  of  New  York.  The  Law  Department  of 
the  American  Medical  Association  has  long  urged 
that  the  profession  take  an  increasing  interest  in 
medicolegal  problems  and  the  programs  of  the 
Academy  meetings  are  a definite  step  in  that 
direction.  Further  information  may  be  obtained 
by  writing  Dr.  W.  J.  R.  Camp,  University  of 
Illinois  College  of  Medicine,  1853  W.  Polk  Street, 
Chicago,  Illinois,  Secretary,  or  Dr.  Frederick  D. 
Newbarr,  109  Hall  of  Justice,  Los  Angeles  12, 
California,  Chairman  of  Local  Committee  on  Ar- 
rangements. 


7TH  ANNUAL  CONVENTION— INTER- 
NATIONAL ACADEMY  OF  PROCTOLOGY 
Plan  now  to  attend  the  7th  Annual  Convention 
of  the  International  Academy  of  Proctology  at 
The  Plaza  Hotel,  New  York  City,  March  23  to 
26,  1955.  The  International,  National,  and  Local 
Program  Committees  are  planning  an  unusual 
seminar  on  anorectal  and  colon  surgery.  There 
will  be  special  emphasis  on  anorectal  presenta- 
tions, and  on  panel  discussions,  as  requested  by 
those  who  attended  the  Chicago  meeting  in  1954. 

Plans  are  being  developed  for  wet  clinics  and 
lectures  at  the  Jersey  City  Medical  Center  under 
the  direction  of  Dr.  Earl  Halligan,  surgeon-in- 


chief of  the  Medical  Center. 

Eminent  speakers  from  all  parts  of  the  country 
and  abroad  will  present  interesting  papers  and 
motion  picture  demonstrations  of  their  personal 
techniques.  Mexico  is  expected  to  be  very  well 
represented  at  this  meeting. 

Please  remember  that  all  physicians  and  their 
wives  are  cordially  invited  to  attend  the  annual 
conventions  of  the  International  Academy  of  Proc- 
tology, whether  or  not  they  are  affiliated  with 
the  Academy.  There  is  no  fee  for  attendance  at 
these  teaching  sessions  of  the  Academy. 


C.  OF  C.  PUTS  OUT  BOOK  ON  MODERN 
HEALTH  INSURANCE 

A new  book,  entitled  “A  Look  at  Modern  Health 
Insurance,”  has  just  been  published  by  the  U.  S. 
Chamber  of  Commerce,  1615  H.  Street,  N.W., 
Washington  6,  D.  C.  It  presents  the  most  com- 
plete up-to-date  picture  of  the  present  status  of 
voluntary  health  insurance  in  the  United  States, 
edited  by  a special  committee  of  the  Chamber  of 
Commerce  of  the  United  States. 

It  is  a symposium  of  articles  by  noted  authori- 
ties in  every  aspect  of  health  insurance. 

The  purpose  of  the  book  as  outlined  by  the 
chairman  of  the  committee  is  to  make  available 
a relatively  complete  story  of  the  entire  structure 
so  that  students  of  the  subject  may  review  this 
complex,  diverse,  and  rapidly  changing  picture  in 
one  book.  This  objective  has  been  effectively 
achieved. 

A brief  history  of  the  development  of  voluntary 
health  insurance  is  followed  by  a review  of  the 
nation’s  health  record,  the  basic  principles  of 
health  insurance,  distribution  of  such  insurance, 
the  Blue  Cross  and  Blue  Shield  movements,  and 
other  significant  material.  All  physicians  whose 
professional  future  depends  in  large  measure  on 
the  nature  of  developments  in  this  changing  field 
should  study  this  book  and  refer  to  it  frequently 
as  a text  of  authentic  information. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  next  scheduled  examination  (Part  I),  writ- 
ten examination  and  review  of  case  histories,  for 
all  candidates  will  be  held  in  various  cities  of  the 
United  States,  Canada,  and  military  centers  out- 
side the  continental  United  States,  on  Friday,  Feb- 
ruary 4,  1955. 

Case  abstracts  numbering  20  are  to  be  sent 
by  the  candidate  to  the  Secretai-y  as  soon  as  pos- 
sible after  receiving  notification  of  eligibility  to 
the  Part  I written  examination. 

Candidates  are  reminded  at  this  time  that  lists 
of  hospital  admissions  must  accompany  new  ap- 
plications and  requests  for  reopening. 

For  further  infonnation  contact:  Robert  L. 

Faulkner,  M.  D.,  2105  Adelbert  Road,  Cleveland 
6,  Ohio. 
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GAMMA  GLOBULIN  SHOWN 
MORE  EFFECTIVE 

A re-study  of  gramma  globulin  shows  that  it  is 
slightly  more  effective  against  poliomyelitis  than 
it  appeared  before,  it  was  reported  today  by  a 
team  of  investigators  aided  by  the  National 
Foundation  for  Infantile  Paralysis. 

Laboratory  tests,  not  available  immediately  af- 
ter the  1951-52  field  trials  of  GG,  were  used  to 
re-analyze  its  value.  Several  changes  in  results 
appeared,  according  to  scientists  reporting  in  the 
Sept.  4 Journal  of  the  American  Medical  Associa- 
tion. 

Conclusions  by  officials  evaluating  GG  after 
the  field  trials  were  that  it  gave  significant  pro- 
tection. These  officials  later  said  that  evidence 
from  the  1953  mass  inoculations  of  the  serum 
did  not  demonstrate  whether  GG  did  or  did  not 
have  any  effect  against  polio.  Dr.  William  McD. 
Hammon,  Pittsburgh,  a leading  member  of  the  in- 
vestigators, said  then  that  the  serum  “has  an 
extremely  limited  application  in  the  field  of  pre- 
ventive medicine  and  will  not  produce  dramatic 
results  in  general  use.”  The  investigators  said  no 
conclusions  could  be  reached  from  this  mass  use 
of  GG  because  the  inoculations  were  not  made 
under  experimental  control  conditions. 


OLD  “HOME  REMEDY”  WARNED  AGAINST 

Drinking  alfalfa  seed  tea  not  only  won’t  cure 
arthritis  but  may  give  the  drinker  skin  trouble 
and  the  doctor  a headache. 

A Roanoke,  Va.,  physician  said  that  the  skin 
trouble  is  hard  to  diagnose  unless  the  doctor  knows 
his  patient  has  been  drinking  the  tea.  The  trouble 
is  most  patients  apparently  don’t  like  to  admit 
they’ve  been  relying  on  the  old  home  remedy. 

Dr.  William  H.  Kaufman  reported  on  two  such 
cases  in  the  July  17  Journal  of  the  American 
Medical  Association.  He  said  he  knows  of  no 
previous  reports  of  skin  trouble  from  alfalfa  seed. 

“The  practice  of  taking  alfalfa  seed  for  the 
purpose  of  relieving  arthritis,  diabetes,  and  re- 
lated disorders  is  apparently  widespread,”  he  said, 
“and  there  is  a strong  likelihood  that  further 
cases,  will  appear.” 

He  said  two  patients  suffered  skin  eruptions  as 
a result  of  the  remedy'  and  that  four  other  possible 
cases  have  been  found.  One  of  his  two  patients, 
an  elderly  woman,  said  she  had  concealed  the  fact 
that  she  drank  the  tea  because  she  was  “ashamed 
to  admit  it.”  The  other  admitted  “with  great  re- 
luctance” that  she  used  the  tea. 

The  Council  on  PhaiTnacy  and  Chemistry  of  the 
A.M.A.  said  it  has  received  numerous  questions 
about  the  value  of  alfalfa  preparations  in  treat- 
ing arthritis  and  diabetes.  Dr.  Kaufman  said. 
The  council  reports  there  is  no  evidence  that  alfal- 
fa seed  in  any  form  will  help. 


NEW  INSULIN 

Eli  Lilly  and  Company,  which  in  1923  produced 
the  first  commercial  Insulin  preparation,  now  is 
introducing  for  the  first  time  in  the  United  States 
Lente  Iletin  (Insulin,  Lilly),  a new  kind  of  long- 
acting  Insulin  produced  without  the  use  of  a 
foreign  protein  modifying  agent. 

A zinc  Insulin  suspension,  it  offers  new  hope 
of  single-daily-injection  therapy  to  patients  who 
have  found  control  difficult  to  achieve  with  the 
preparations  already  on  the  market. 

Discovered  by  K.  Hallas-Moller,  Ph.D.,  and  his 
associates  in  the  Novo  Laboratories  in  Copenha- 
gen, Denmark,  Lente  Insulin  represents  a new  con- 
cept in  the  chemistry  of  long-acting  Insulin  be- 
cause of  its  method  of  preparation. 

Theoretically  the  elimination  of  the  protein  in 
the  modifying  agent  tends  to  minimize  local  reac- 
tions in  patients. 

The  clinical  tests  have  shown  that  Lente  Iletin 
(Insulin,  Lilly)  most  nearly  resembles  in  its  ac- 
tion NPH  Iletin  (Insulin,  Lilly),  which  controls 
the  average  case  of  diabetes  mellitus  on  a one- 
injection-a-day  basis.  Lente  Insulin’s  duration  of 
action  is  only  slightly  longer,  the  investigators 
have  found. 


ALIEN  PHYSICIANS  FILL 
HOSPITAL  VACANCIES 

A large  increase  in  alien  physicians  taking 
postgraduate  work  in  the  U.  S.  has  helped  fill 
gaps  left  by  many  young  doctors  now  on  active 
military  duty,  a survey  showed  today. 

The  number  of  aliens  on  U.  S.  hospital  staffs 
more  than  doubled  from  1950-51  to  1953-54,  the 
survey  showed  in  the  Sept.  4 Journal  of  the 
American  Medical  Association. 

During  the  1953-54  school  year,  5,589  foreign 
physicians  held  appointments  as  interns,  residents, 
or  fellows  on  house  staffs  of  the  800  civilian  hos- 
pitals approved  for  such  training  by  the  Depart- 
ment of  State.  Three  years  before  the  total  was 
2,072. 

These  aliens  cut  the  number  of  vacancies  in 
those  hospitals  down  to  20  per  cent  for  residents 
and  30  per  cent  for  interns.  Without  them  the  per- 
centage would  have  been  “considerably  greater,” 
since  “many  young  physicians  who  would  normally 
be  taking  postgi’aduate  work  are  on  active  military 
duty.”  Aliens  made  up  22  per  cent  of  the  total  house 
staffs  in  the  approved  hospitals.  Most  of  them 
were  located  in  general  hospitals  which  do  not 
serve  as  major  teaching  hospitals  for  medical 
schools.  They  made  up  almost  half  the  staffs  of 
tuberculosis  hospitals  approved  for  alien  training, 
and  about  one-fourth  of  the  staffs  of  mental  hos- 
pitals, but  only  about  one-tenth  of  the  teaching 
hospital  staffs. 
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BOOK  REVIEWS 


A Primer  of  Cardiology;  by  George  E.  iBurch, 

M.  D.,  2d  Ed.,  Philadelphia,  Lea  and  Febiger, 

1953,  $5.50. 

The  second  edition  of  this  excellent  textbook 
presents  to  student  and  practitioner  a sound  ap- 
proach to  the  study  of  cardiology.  A diagramatic 
representation  of  the  main  structure  of  the  heart 
and  great  vessels  serves  as  a foundation  for  the 
clinical  aspects  of  cardiac  anatomy  as  well  as 
the  diagnosis  of  heart  disease.  This  leads  to  a 
discussion  of  the  pathologic  physiology  of  the 
pathognomonic  signs  of  organic  heart  disease, 
edema,  and  congestive  heart  failure. 

The  clinical  cardiac  evaluation  reviews  the  im- 
portant physical  diagnostic  signs  and  under- 
takes an  explanation  of  the  physical  character- 
istics of  sound.  Frequent  use  is  made  of  draw- 
ings to  visualize  the  physiologic  phases  of  the 
cardiac  cycle  and  the  relationship  to  other  sounds 
and  murmurs.  Repetition  of  the  diagram  show- 
ing volume  and  pressure  changes  in  the  heart 
seems  unnecessary,  except  where  abnormal  sounds 
or  unusual  murmurs  are  explained. 

Common  types  of  heart  disease  are  briefly  re- 
viewed and  sound  advice  is  given  on  the  manage- 
ment of  the  cardiac  neuroses.  Perhaps  the  best 
presentation  is  that  of  the  congenital  cardiac  de- 
fects. The  normal  pressures  and  contents  of  oxy- 
gen of  the  blood  of  children  and  adults,  followed 
by  the  abnormals,  serve  as  a much  needed  ready 
reference  to  the  busy  practitioner.  Bedside  diag- 
nosis of  cardiac  irregularities  explains  methods  of 
differentiating  the  arrhythmias  without  use  of 
special  aids  and  includes  treatment  where  needed. 

The  appendix  of  this  book  offers  useful  diets, 
nomograms,  and  a brief  outline  of  the  nomen- 
clature and  classification  of  heart  disease  as  ad- 
vanced by  the  American  Heart  Association. 

In  summary,  this  text  of  cardiology  fills  a defi- 
nite need  and  merits  little  adverse  criticism.  It  is 
sincerely  hoped  that  it  will  continue  to  be  re- 
vised and  expanded  as  the  need  arises.  A chap- 
ter on  cardiac  surgery  might  be  indicated  in  the 
face  of  notable  progress  in  this  field. 

Allen  M.  Goldman,  M.  D. 


Textbook  of  Refraction;  by  Edwin  Forbes  Tait, 
M.  D.,  Philadelphia,  Pa.,  W.  B.  Saunders  Com- 
pany, 1951,  Pp.  418,  Price  $8.00. 

Dr.  Tait’s  textbook  of  refraction  and  ocular 
neuromuscular  abnormalities  has  added  special 
local  interest  because  this  fine  book  is  dedicated 
to  a great  scientist.  Dr.  Charles  Sheard,  Ph.  D., 
who  holds  the  position  of  Distingpaished  Visiting- 
Lecturer  in  the  postgraduate  school  at  Tulane. 

As  the  author  states,  his  text  presupposes  a 
fair  knowledge  of  the  anatomy  and  physiology  of 


the  eyes  and  nervous  system,  as  well  as  acquaint- 
ance with  the  principles  of  geometric  and  physi- 
ologic optics. 

Dr.  Tait  has  done  a great  deal  of  work  on  the 
accommodation-convergence  relationships  and  on 
his  system  of  dynamic  retinoscopy.  It  is  not  sur- 
prising, therefore,  that  over  150  pages  are  de- 
voted to  the  investigation,  diagnosis  and  correc- 
tion of  vergence,  fusion,  and  muscular  anomalies. 
This  emphasis  is  justified,  because  too  many  doc- 
tors ignore  or  pay  cursory  attention  to  these  im- 
portant problems  when  they  refract  their  pa- 
tient’s eyes.  The  patient  should  not  only  be  able 
to  see  with  a pair  of  glasses,  but  he  should  also 
see  comfortably. 

There  is  a fine  list  of  references  after  each 
chapter  to  encourage  further  study. 

The  reviewer  does  not  subscribe  to  all  of  Dr. 
Tait’s  ideas,  particularly  as  to  dynamic  versus 
cycloplegic  refraction,  the  use  of  prisms  base 
down  instead  of  up;  or  to  his  statement: 

“In  no  case  should  the  basic  ametropic  correc- 
tion be  modified  in  accordance  with  the  widely 
prevalent  but  inaccurate  dictum  that  hyperopic 
corrections  should  be  decreased  in  exophoria  and 
increased  in  esophoria.” 

M.  C.  WiLENSKY,  M.  D. 


Refraction  and  Motility;  by  Walter  B.  Lancaster, 
M.  D.,  Springfield,  Illinois,  Charles  C Thomas, 
1952,  Pp.  310,  illus.  106.  Price  $7.75. 

The  stated  purpose  of  this  book  is  to  improve 
the  work  of  the  average  ophthalmologist  in  the 
major  subjects  of  refraction  and  motility.  Un- 
fortunately this  reviewer  is  unable  to  see  that 
the  purpose  is  accomplished. 

The  material  is  presented  in  two  sections,  one 
on  optics  and  physiologic  optics  and  the  other  on 
errors  of  refraction  and  motility. 

The  section  on  optics  and  physiologic  optics  is 
presented  in  a similar  manner  avoiding  the  cus- 
tomary mathematical  approach.  It  would  serve  as 
an  excellent  reading  assignment  for  orientation 
of  a student  preliminary  to  a course  in  optics  but 
for  any  other  purpose  is  over  simplified. 

The  section  on  errors  of  refraction  and  motility, 
unfortunately,  is  presented  from  an  extremely  bi- 
ased viewpoint — the  author  seems  to  overlook  the 
impoi’tant  points  that  an  ophthalmologist  must  be 
equally  proficient  in  both  dynamic  and  static 
methods  of  refraction  and  must  select  the  method 
most  suited  to  the  individual  needs  of  the  patient. 
In  addition,  although  there  are  many  points  of 
value  in  the  section,  it  is  extremely  problematical 
that  the  method  of  partial  fogging  described  will 
give  an  appreciable  relaxation  of  the  accommoda- 
tion in  the  average  patient.  The  author’s  disre- 
gard for  more  adequate  means  of  noncycloplegic 
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relaxation  of  the  accommodation  tends  to  empha- 
size this  biased  viewpoint.  In  this  review^er's 
opinion  it  is  extremely  unfortunate  that  the  sec- 
ond section  was  published  since  in  all  other  re- 
spects the  author  has  shown  remarkable  sound- 
ness of  judgement  and  clearness  of  thought  in 
spite  of  his  advancing  age. 

James  H.  Allen,  M.  D. 


Curreyit  Therapy;  by  Dr.  Howard  F.  Conn,  (ed.), 

Philadelphia,  Pa.,  Saunders  Company,  1954,  Pp. 

898,  $11.00. 

This  is  the  sixth  of  an  annual  volume  giving 
the  latest  accepted  methods  of  treatment.  Each 
treatment  is  described  as  specifically  carried  out 
by  a weir  known  and  qualified  consultant,  bring- 
ing in  the  latest  accepted  therapy,  but  not  pre- 
senting extractions  from  the  literature.  The 
treatment  is  organized  according  to  systems  ex- 
cept for  disturbances  of  physical  and  chemical 
agents  and  a separate  chapter  for  the  treatment 
of  infectious  diseases.  There  is  more  than  one 
treatment  presented  for  many  conditions  where  it 
is  apparent  that  several  viewpoints  are  indicated. 

The  additional  therapy  this  year  includes  the 
more  advanced  chemotherapy  and  antibiotic  ther- 
apy of  pulmonary  disease.  The  treatment  of 
tuberculosis  has  been  brought  up  to  date.  The 
recent  developments  in  antibiotic  therapy  are  in- 
cluded for  infectious  diseases  of  the  cardiovascu- 
lar and  respiratoiY  systems.  The  treatment  of 
hypertension  has  been  brought  up  to  the  level  of 
Rauwolfia  Serpentina  and  blocking  agents. 

The  format  and  the  presentation,  with  a well 
developed  index,  make  this  a very  useful  refer- 
ence work  for  the  practicing  physician  and  stu- 
dent. 

J.  E.  SCHENTHAL,  M.  D. 

Spatial  Vectorcardiography ; by  George  E.  Burch, 

M.  D.,  1st  Ed.,  Philadelphia,  Lea  and  Febiger, 

1953,  $5.00. 

This  book  presents  the  concept  of  spatial  vec- 
torcardiography to  those  interested  in  keeping 
abreast  of  new  and  important  knowledge  in  our 
study  of  electrical  forces  originating  in  the  heart. 
Definitions  and  methods  of  recording  are  care- 
fully explained  with  excellent  drawings  to  assist 
the  reader.  Impressions  are  stated  as  the  text 
develops  with  advantages  and  disadvantages  of 
various  methods  listed. 

Since  the  heart  is  a three  dimensional  struc- 
ture, electric  events  associated  with  the  heartbeat 
take  place  in  space.  Some  volumetric  reference 
frame  is  needed  to  show  the  magnitude  and 
direction  of  the  forces.  Several  types  of  these 
reference  frames  are  diagrammed  with  the  au- 
thors preferring  the  equilateral  tetrahedron  for 
simplicity  and  accuracy.  Stereovectorcardiography 
eliminates  the  necessity  for  recordings  in  various 
planes  and  may  reduce  all  vectorcardiography 


and  electrocardiography  to  one  record.  Further 
study  of  the  calibration  of  this  method  is  needed. 

Materials  and  methods  of  recording  spatial  vec- 
torcardiograms are  described  by  the  authors  with 
photographs  of  the  equipment.  The  normal  spa- 
tial vectorcardiograms  are  showm  with  measure- 
ments of  the  loops  in  a group  of  adult  subjects. 
This  is  followed  by  the  loops  in  pregnancy,  and 
in  certain  disease  states  of  the  heart.  A good 
summary  outlines  the  important  points  to  be 
stressed. 

The  authors  are  to  be  commended  for  their 
clear  and  concise  presentation  of  a difficult  sub- 
ject. It  is  evident  that  vectorcardiography  sup- 
plements conventional  electrocardiography  and 
may  someday  replace  it.  Those  engaged  in  re- 
search and  clinical  medicine  have  a definite  ap- 
proach to  an  understanding  of  cardiac  electrical 
forces  heretofore  poorly  explained. 

Allan  M.  Goldman,  M.  D. 


PUBLICATIONS  RECEIVED 
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Handbook  of  Medical  Treatment,  edited  by  Milton 
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M.  D. 
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W.  B.  Saunders  Company,  Phila. : The  Surgical 
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of  Endocrine  Disorders  of  Menstruation  and  Fer- 
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Drinker,  iM.  D.;  The  Pyramidal  Tract:  Its  Status 
in  Medicine,  by  Arthur  M.  Lassek,  Ph.  D.,  M.  D. ; 
Neuro-Ophthalmology,  by  Donald  J.  Lyle,  M.  D., 
(2nd  edit.)  ; Treatment  of  Acute  Poliomyelitis, 
edited  by  William  A.  Spencer,  M.  D.  (2nd  edit.). 

The  William-Frederick  Press,  N.  Y.:  The  Role 
of  the  Pituitary  in  Cancer,  by  Henry  K.  Wachtel, 
M.  D.  ‘ 

The  Woods  Schools,  Langhorne,  Pa.:  The  Ado- 
lescent Exceptional  Child;  a Realistic  Approach  to 
Treatment  and  Training,  proceedings  of  the  1954 
Spring  Conference. 
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Dramamine’s*  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus;  some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli’’*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine's  action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K,:  “Dizziness:”  Ver- 
tigo and  Syncope,  GP  5:35  (Nov.)  1953. 
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f NOT  ARTHRITIS  BUT  ARTHRALGIA... 


If  the  patient  complaining  of  aching  joints  is  a woman  between  37  and  54  years  of  age,  it 
is  highly  possible  that  she  is  suffering  from  arthralgia  rather  than  arthritisd  It  has  been  esti- 
mated that  arthralgia  occurs  in  about  40  per  cent  of  women  with  estrogen  deficiency,  and  is 
exceeded  in  frequency  only  by  symptoms  of  emotional  or  vasomotor  origin.^  In  fact,  arthralgia 
may  be  as  indicative  of  declining  ovarian  function  as  the  classic  menopausal  hot  flushes. 

Arthralgia,  however,  is  just  one  of  a vast  number  of  distressing  but  ill-defined  symptoms 
that  may  he  precipitated  by  the  loss  of  estrogen  as  a “metabolic  regulator.”  Other  good  examples 
are  insomnia,  headache,  easy  fatigability,  and  tachypnea. 

Because  these  symptoms  sometimes  occur  years  before  or  even  long  after  cessation  of 
menstruation,  they  are  not  always  readily  associated  with  estrogen  deficiency,  and  the  tendency 
may  he  to  treat  them  with  medications  other  than  estrogen.  Obviously,  sedatives  and  other  pallia- 
tives cannot  be  expected  to  produce  a satisfactory  response  if  an  estrogen  deficiency  exists.  Only 
estrogen  replacement  therapy  will  correct  the  basic  cause  of  the  disorder. 

“Premarin”  is  an  excellent  preparation  for  the  replacement  of  body  estrogen.  In  “Prem- 
arin”  all  components  of  the  complete  equine  estrogen-complex  are  meticulously  preserved 
in  their  natural  form.  “Premarin”  produces  not  only  prompt  symptomatic  relief  but  a distinctive 
“sense  of  well-being”  which  is  most  gratifying  to  the  patient. 

1.  Creenblatt.  R.  B.,  and  Kupperman.  H.  S. : M.  Clin.  North  America  30:576  (May)  1946.  2.  McGavack,  T.  H.,  in  Goldzieher,  M.  A.,  and 

Goldzieher.  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company.  Inc.,  1953,  p.  225. 


Estrogenic  substances  (water-soluble)  also  known  as  conjugated  estrogens  (equine) 

Available  in  tablet  and  liquid  form 

has  no  odor  . . . imparts  no  odor 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 


ELECTRON  P H O T O M 1 C R 0 a R A P H 


^ecu/f^  40,000  X 

Streptococcus  faecalis  is  a Gram-positive  organism  commonly  involved  in 

a variety  of  pathologic  conditions,  including 
urinary  tract  infections  • subacute  bacterial  endocarditis  • peritonitis. 

It  is  another  of  the  more  than  W organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 
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Digitalis 

in  its  completeness 


: iail^ 
j Digitalis 

lOaries,  Rose) 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always  dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 


THOROUGHBRED 
IN  ITS  FIELD 


Audivox,  successor  to  Western  Electric 
Hearing  Aid  Division,  brings  the  boon  of 
better  hearing  to  thousands. 

These  are  the  Audivox  Hearing  Aid  Dealers 
who  serve  you  in  LOUISIANA.  Audivox 
dealers  are  chosen  for  their  competence 
and  their  interest  in  your  patients'  hearing 
problems. 

HEARING  is  their  business. 


NEW  ORLEANS  SHREVEPORT 

Mistich  Hearing  Center  Audivox  of  Shreveport 

327  Carondelet  Street  1600  Fairfield  Bank  Bldg. 

Tel:  RA  1701  Tel;  3-3331 


audivox 


TRADE -AAARK 


SUCCESSOR  TO 


Western  Electric 


hearmc  aid  division 


POSTGRADUATE  COURSES 
1955 


Surgery  of  Trauma  and  Vascular  Surgery,  January 
17-22,  1955 

Venereal  Disease,  January  31 — February  4,  1955 
Pediatric  Therapeutics,  February  7-12,  1955 
Industrial  Medicine,  March  31 — April  1,  1955 
Clinical  Hematology,  March  23 — March  25,  1955 


For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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Only  a long  and  celebrated  ancestry  can 
produce  a champion  racing  thoroughbred. 

Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry-that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers. 


Alexander  Graham  Bell 

audivox 


1" 


transistor 


Model  72 


new: 


by  Audivox 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  "New  World.”  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear"  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


MANY  DOCTORS  rely  on  career  Audivox  deal- 
ers for  conscientious,  prompt  attention  to  their 
patients'  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  every  maior  city. 


Successor  to  Mkcfric  Hearing  Aid  Division 


the  thoroughbred  hearing  aid 


123  Worcester  St.,  Boston,  Mass. 


i 


ntinimmi 


side 


effects 


LEDERLE  LABORATORIES  DIVISION  AMERicAM  Qmnamid  com  |i 


One  of  the  notable  qualities  of  ACHROMYCIN, 
the  Lederle  brand  of  Tetracycline,  is  its  advantage 
of  minimal  side  effects.  Furthermore,  this  true 
broad-spectrum  antibiotic  is  well-tolerated  by  all 
age  groups. 

In  each  of  its  various  dosage  forms,  ACHROMYCIN 
provides  more  rapid  diffusion  for  prompt  control 
of  infection.  In  solution,  it  is  more  soluble  and 
more  stable  than  certain  other  antibiotics. 

ACHROMYCIN  has  proved  effective  against  a wide 
variety  of  infections  caused  by  gram-positive  and 
gram-negative  bacteria,  rickettsia,  and  certain 
virus-like  and  protozoan  organisms. 

ACHROMYCIN  ranks  with  the  truly  great  thera- 
peutic agents. 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK... 


What  have  VICEROYS  got 

that  other  filter  tip  cigarettes 

haven’t  got  ? 


WORLD'S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


New  King-Size 
Filter  Tip  ^ICEROY 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


The  Answer  Is 

20,000  FILTERS 


in  Every  Viceroy  Tip 


Only  Viceroy  has  this  new-type 
filter.  Made  of  a non-mineral 
cellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 

Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich, 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 


ELECTRON  PHOTOMICROGRAPH 


^f/iicccc€U^  ^vneiimcniew  44,000  x 

Diplococcus  pneumoniae  (Streptococcus  pneumoniae)  is  a Gram  positive 
organism  commonly  involved  in 

lobar— and  bronchopneumonia  • chronic  bronchitis  • mastoiditis  • sinusitis 
otitis  media  • and  meningitis. 

It  is  another  of  the  more  than  30  organisms  suseeptihlc  to 

PANMYCIN 

100  mg.  and  230  mg.  capsules 


Vraoemark.  req.  u.  s.  pat.  off. 


l^john 
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Meat... 

in  Geriatric  Nutrition 

Although  the  nutrient  needs  for  optimal  health  in  the  aged  are  not  known 
to  differ  significantly  from  those  in  younger  adults/  it  has  been  shown 
that  the  daily  protein  requirements  in  elderly  patients  vary  from  person 
to  person.  Ascertained  values  range  from  below  to  above  allowances 
recommended  for  persons  in  earlier  years  of  adulthood.^ 

According  to  criteria  such  as  "physical  activity,  gastrointestinal 
structure  and  function,  pathologic  disturbances,  and  chemical  balances,” 
it  is  suggested  that  an  optimal  diet  for  the  elderly  patient  should  provide 
at  least  20  per  cent  of  its  calories  in  the  form  of  protein.^ 

For  several  reasons  this  high  intake  of  protein  appears  desirable. 
Decreased  activity  in  the  aged  tends  to  induce  loss  of  tissue  protein. 
Preservation  of  protein  enzymes  and  of  endocrinal  harmony  necessary  for 
supporting  anabolic  processes  requires  adequate  protein  nutrition.  Also, 
the  aged  person  usually  is  able  to  handle  the  end  products  of  protein 
metabolism  satisfactorily. 

Generous  amounts  of  tender  lean  meat  can  go  a long  way  in  supply- 
ing the  needs  of  the  aged  for  top  quality  protein.  From  25  to  30  per  cent 
or  more  of  cooked  lean  meat  is  protein.  Other  valuable  contributions 
include  the  B group  of  vitamins  and  essential  minerals,  especially  iron, 
phosphorus,  and  potassium.  The  easy  and  almost  complete  digestibility 
and  the  palate  appeal  of  meat  constitute  physiologic  values  important  in 
the  nutrition  of  the  geriatric  patient. 


1.  Sebrell,  W.  H.  Jr.,  and  Hundley,  J.  M.:  Malnutrition,  in  Stieglitz,  E.  J.:  Geriatric  Medicine, 
Medical  Care  of  Later  Maturity,  ed.  3,  Philadelphia,  J.  B.  Lippincott  Company,  1954,  chap.  13. 

2.  Ohlson,  M.  A.;  Roberts,  P.  H.;  Joseph,  S.  A.,  and  Nelson,  P.  M.:  Nutrition  and  Dietary 
Habits  of  Aging  Women,  Am.  J.  Pub.  Health  -40:1101  (Sept.)  1950. 

Albanese,  A.  A.;  Higgons,  R.  A.;  Vestal,  B.;  Stephanson,  L.,  and  Malsch,  M.:  Protein  Re- 
quirements of  Old  Age,  Geriatrics  7:109  (Mar. -Apr.)  1952. 

Roberts,  P.  H.;  Kerr,  C.  H.,  and  Ohlson,  M.  A.;  Nutritional  Status  of  Older  Women;  Nitro- 
gen, Calcium,  Phosphorus  Retentions  of  9 Women,  J.  Am.  Dietet.  A.  24:292  (Apr.)  1948. 

Kountz,  W.  B.;  Hofstatter,  L.,  and  Ackermann,  P.:  Nitrogen  Balance  Studies  in  Elderly 
People,  Geriatrics  2:173  (May-June)  1947. 

Kountz,  W.  B.;  Hofstatter,  L.,  and  Ackermann,  P.  G.:  Nitrogen  Balance  Studies  in  4 El- 
derly Men,  J.  Gerontol.  6:20  (Jan.)  1951. 

3.  Freeman,  J.  T.:  Clinical  Correlations  in  Geriatric  Nutrition,  J.  Clin.  Nutrition  7:446  (Sept.- 
Oct.)  1953. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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for  greater  safety  in  streptomycin  therapy... 


DISTRYCIN 

Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 

Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Cat  treated 
with 

streptomycin 
shows  no 
nystagmus 
after  whirling. 


Cat  given  the 
same  amount 
of  Distrycin 
has  normal 
reflex. 


On  dosage  of  1 Gm.  per  day  for  120  days,  ototoxicity  was  as  follows’^ 


streptomycin^  % 
Dihydrostreptomycin 
Distrycin 


Vestibular  damage  % o}  patients 
Mild  Moderate 

12%  6 

'6  0 

ol':^^  0 


Total 

18 

6 

0 


, Sku  ■ 

Cochlear  damage  % of  patients 


% 

Streptomycin  2 
Dlhydrostreptomycin 
M Distrycin  ” 


Mild 

Moderate 

Total 

* 0 

* 0 

0 

12 

l-M 

15 

0 

0 

*Heck,  W.E.;  Lynch,  W.J.,  and  Graves,  H.L.:  Acta  otodaryng.  43:416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  _ 


Squibb 

a leader  in  streptomycin  research  and  manufacture 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 
expressed  as  base 


‘Distrycin’®  and  ‘Nydrazid’®  are  Squibb  trademarks 
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accuracy  euery  time 

Clin  I test’ 

BRAND 

for  detection  of  urine-sugar 


“Both  CUnitest  and  Benedict’s  qualitative  test  are 
completely  accurate  when  properly  performed.”^ 


but 

“...there  are  fewer 
sources  of  error  with 
CUnitest.”^ 


and 


“The  routine  Benedict 
test. ..is  seldom  well 
performed  because  of 
the  difficulties  of  accu- 
rate measurement  of 
reagent  and  urine  and 
because  of  the  practical 
difficulties  of  uniform 
heating;  the  much  sim- 
pler and  more  readily 
standardized  tablet  test 
is  to  be  preferred... 


1.  Cook,  M.  H.;  Free,  A.  H.,  and  Giordano,  A.  S.:  Am.  J.  M.  Technol.  79:283,  1953. 
. 2.  Gray,  C.  H.,  and  Millar,  H.  R.;  Brit.  M.  J.  4824: 1361  (June  20)  1953. 


Ames  Diagnostics-Adjuncts  in  clinical  management 


AMES 


COMPANY,  INC*  ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 


I 


\ 

i 


ELECTRON  PHOTOMICROGRAPH 

^ 32,000  x 

Salmonella  jjaratyphi  B (Salmonella  schottmuelleri)  is  a 
Gram-negative  organism  which  causes 
food  poisoning  . chronic  enteritis  . septicemia. 


It  ii  another  of  the  more  than  50  organisms  susceptible  to 

PANMYCIN 

MBBEBS&HIXailiUBBBV 


100  mg.  and  250  mg.  capsules 

I*TRAO£MARK,  REG.  U.  S.  PAT.  OFF. 


I 


established  by  successful  use  for  more  than  four  years  in  the 

treatment  of  pneumonias  and  other  respiratory  tract 
infections  due  to  susceptible  organisms: 


TERRAMYGIN 

BRAND  OF  OXYTCTRACYCI.INE 

“The  response  [of  pneumococcal  and  mixed  bacterial 
pneumonias  in  which  pneumococcus,  Staph,  aureus  hemolyticus, 

H.  influenzae,  E.  coli  and  A.  aerogenes  were  isolated 
from  sputum  or  pharyngeal  secretions]  was  excellent  as 
manifested  by  improvement  of  clinical  appearance 
and  fall  of  temperature  to  normal”  within  24  to  48  hours. 

“A  remarkably  high  number  of  infants  and  young 
children  tolerated  this  drug  very  well.”^ 

jitibiotics  discovered  by 

newest  of  the  broad-spectrum  antibiotics  for  the 

treatment  of  the  pneumonias  and  other  respiratory 
tract  infections  due  to  susceptible  organisms: 


BRAND  OF  TETRACYCLINE 


1.  0*Regarit  C.,  and  Schwarzer,  S.: 
J.  Pediat.  U:172  (Feb,)  1954, 

2.  Waddington,  W,  S.;  Bergy^ 

G,  G.;  Nielsen^  R.  and 
Kirby,  fF.  M.  M.:  Am,  J,  M,  Sc, 
22S:164  (Aug.)  1954. 


“The  clinical  results  in ...  bacterial  pneumonia  were 
generally  quite  satisfactory”  even  though  most  of  the  patients 
were  over  60  years  of  age.  “Many  had  serious  concomitant 
diseases  such  as  severe  chronic  alcoholism,  pulmonary 
emphysema”  and  other  debilitating  conditions.  “Marked 
symptomatic  improvement  occurred  in  the  first  2 or  3 
days  of  therapy  with  decrease  in  cough  and  sputum  volume 
and  return  of  appetite  and  general  sense  of  well-being.”^ 


Pfizer) 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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A NEW- BETTER -SERVICE  FOR  YOU 
A NEW  SOUTHWESTERN  BRANCH  FOR  US  . . . 


Served  by  your  local  representatives,  you  can  now  take  advantage  of  all  the 
world-wide  resources  of  V.  Mueller  & Company  — instrument  makers  to  the  profes- 
sion since  1895.  Really  fine  instruments — standard  and  special — and  modern  sur- 
gical equipment  are  available  here  for  every  field  of  modern  surgical  practice.  We 


offer  you  intelligent  service,  the  world  s 

Instruments  For  All  Surgery 
Herb-Mueller  Explosion-Proof  Ether- 
Vapor-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Office  & Hospital  Equipment 

INSTRUMENT  MAKERS  TO  ' 


inest  quality  products  at  moderate  prices. 

Cutter  Laboratory  Products 
Sutures — Dressings — All  Kinds 
Rubber  Goods — Sundries 
AN  EXCELLENT  REPAIR  SERVICE 
For  Diagnostic  and  Surgical 
Instruments 

Office  Sterilizers,  Autoclaves 

E PROFESSION  SINCE  1895 


CARMODY  ASPIRATOR  . . . 

For  all  office,  bedside,  and  many  surgi- 
cal procedures  . . . Dependable,  simple, 
quiet  . . . Develops  to  25"  (Hg.)  vac- 
uum, spray  pressure  to  15  lbs.  . . . 
Compact,  portable,  with  vacuum  gauge, 
control  valve,  filter  in  spray  stream, 
safety  trap,  full  quart  vacuum  bottle, 
automatic  thermal  overload  protection. 
Suction  tip,  cut-off,  tubings  included. 
Each,  §145. 


& Go'. 

MEDICAL  ARTS  BUILDING  DALLAS  1,  TEXAS 

Telephone:  Prospect  4881 

MAIN  PLANT:  330  S.  HONORE  ST„  CHICAGO  12,  ILLINOIS 


I 

THE  EARLE  JOHNSON  | 

SANATORIUM  I 

I 

"In  the  Mountains  of  Meridian”  ! 

I 

ROLAND  E.  TOMS,  M.  D.  j 

Psychiatrist-in-Chief  | 

I 

Diplomate  in  Psychiatry  of  the  American  Board  j 

of  Psychiatry  and  Neurology.  j 

Specialized  treatments  in  mental  disorders  and  al-  | 
coholic  and  drug  addictions,  including:  | 

Electro-convulsive  therapy  1 

Mid-brain  stimulation  I 

Deep  insulin  therapy  j 

Psychotherapy  | 

Geriatrics  f 


Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


★ ★ 

1955  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
NEW  ORLEANS 
MAY  1-4 

★ ★ 


CLECTRON  PHOTOMICROQRAP 


^ta/l/l/^/c€C€CU^  €t€€/ieu^  44,000  X 

Staphylococcus  aureus  (Micrococcus  pyogenes  var.  aureus)  is  a Gram  positive  organism 
commonly  involved  in  a great  variety  ot  pathologic  conditions,  including 

pyoderma  • abscesses  • empyema  • otitis  • sinusitis  • septicemia 
bronchopneumonia  • bronchiectasis  • tracheobronchitis  • and  food  ])uisoning. 

ll  is  another  of  the  more  than  30  organisms  snsceptihle  to 

PANMYCIN 


100  mg.  and  250  mg,  capsules 


^TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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PROFESSIONAL  CARDS 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
I RA.  2535  By  Appointment 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


GEORGE  GAETHE,  M.  D. 

DERMATOLOGY 

SURGICAL  PLANING  FOR  ACNE  SCARS 
and 

OTHER  SKIN  DEFECTS 

300  Medical  Arts  Bldg.  TY.  3355 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 

MA.  5317  By  Appointment 


WM.  H.  SYLL,  SR.,  M.  D. 

GENERAL  SURGERY 
Hours  by  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


CANCER  RESEARCH  GRANTS 

THE  AMERICAN  CANCER  SOCIETY,  INC. 
(Louisiana  Division  and  Orleans  Parish  Unit) 

amiounces  the  availability  of 
$5,000 

for  cancer  research  in  Louisiana  in  addition  to  funds 
available  through  application  to  the  Committee  on 
Growth  of  the  National  Research  Council. 

Awards  for  the  year  beginning  May  1,  1955  will 
be  selected  by  a local  committee  from  project  applica- 
tions received  before  March  1,  1955. 

Application  forms  may  be  obtained  by  writing  to 
the  following  address: 

Cancer  Research  Grants  Committee 
American  Cancer  Society,  Inc. 

822  Perdido  Street 
New  Orleans,  Louisiana 
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S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


LIQUID 


• for  greater  nitrogen  retention 

• for  firmer  muscle  mass 


LACTUM 


POWDERED 


Gm. 

PROTEIN  ' ^Gm. 

PROTEIN 


Lactum  formula 
for  a 10  lb.  Infant 


Recommended 
Daily  Allowance 
for  a 10  lb.  infant 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 

In  the  bottle-fed  infant,  a higher  protein  intake,  with 
greater  nitrogen  retention,  results  in  firmer  muscle 
mass,  better  tissue  turgor  and.  better  motor  develop- 
ment.^ A protein  intake  that  does  not  maintain  positive 
nitrogen  balance  "cannot  be  considered  optimal  or 
even  safe  for  any  length  of  time,’’^ 

During  the  first  year  of  life,  the  infant’s  nourishment  is 
derived  primarily  from  his  formula.  Hence  it  is  espe- 
cially important  that  the  formula  be  generous  in  pro- 
tein. The  usual  Lactum®  feedings  provide  2 Gm.  protein 
per  pound  of  body  weight — 25%  more  than  the  Recom- 
mended Daily  Allowance  of  1.6  Gm.  per  pound  (3.5 
Gm.  per  kilogram). 

1.  Jeans,  P.  C.,  in  A.M.A.  Handbook  of  Nutrition,  Philadelphia,  Blakiston, 
1951,  pp.  275-298.  2.  Stare,  F.  J.,  and  Davidson,  C.  S.,  in  The  Proteins, 
American  Medical  Association,  1945. 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA,  U.S.A. 


Copyright  1955  by 

oana  State  Medical  Society,  Vol.  107,  No.  2 

4 per  annum,  35^  per  copy. 


Published  monthly  by 
The  Journal  of  the  Louisiana  State 
Medical  Society,  Inc. 

1430  Tulane  Ave.,  New  Orleans  12 


Differential  Diagnosis  of  Vertigo,  by  Carl  J. 
Gulofta,  M.  D.,  New  Orleans 


Galactosemia  in  an  Eight  Day  Old  Infant,  by  Lt. 
F.  Michael  Smith,  M.  C.,  USNR,  San  Diego, 
California  


Liver  Disease  in  Ambulatory  Patients,  by  Morris 
Shushan,  M.  D.,  Now  Orleans  

Autonomic  Dysphonia,  by  Samuel  Zurik,  M.  D., 
New  Orleans  


45 


CSV  ? 

on  tents  . r r> « r » 


Fl8  21 1965  I 

Diagnosis  of  RheymaHc  Fever,  by  John  Mitchell, 

U B M- 68 

Vulvitis,  by  O.  P.  Daly  III,  M.  D.,  Lafayette 71 


49 


Retrolental  Fibroplasia;  A Brief  Review,  by  R.  V. 

Platou,  M.  D.,  New  Orleans 74 


52 


Retrolental  Fibroplasia,  by  Paul  W.  Renken, 

M.  D.,  New  Orleans 77 


59 


Editorial  — 80 

Organization  Section  81 


Arteriosclerotic  Hearts  at  Work,  by  Howard 
Hansen,  M.  D.,  and  N.  K.  Weaver,  M.  D., 
Baton  Rouge  - 63 


Medical  News  Section  85 

Book  Reviews  88 


ANNUAL  MEETING-NEW  ORLEANS-MAY  2-4 


ADVERTISEMENT  DEPARTMENT 


Announcing 

The  Eighteenth  Annual  Meeting 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 


Conference  Headquarters  — Municipal  Auditorium 
MARCH  7-10,  1955 


GUEST  SPEAKERS 


Donald  H.  Stubbs,  M.  D.,  Washington,  D.C. 
Anesthesiology 

Marcus  R.  Caro,  M.  D.,  Chicago,  111. 
Dermatology 

Joseph  B.  Kirsner,  M.  D.,  Chicago,  111. 
Gastroenterology 

Willis  E.  Brown,  M.  D.,  Little  Rock,  Ark. 
Gynecology 

Tinsley  R.  Harrison,  M.  D.,  Birm’ham,  Ala. 
Internal  Medicine 

Donald  W.  Seldin,  M.  D.,  Dallas,  Tex. 
Internal  Medicine 

William  A.  Sodeman,  M.  D.,  Columbia,  Mo. 
Internal  Medicine 

Leonard  T.  Furlow,  M.  D.,  St.  Louis,  Mo. 
Neurosurgery 

Thaddeus  L.  Montgomeiy,  M.  D.,  Phila.,  Pa. 
Obstetrics 


F.  Bruce  Fralick,  M.  D.,  Ann  Arbor,  Mich. 
Ophthalmology 

George  J.  Garceau,  M.  D.,  Indianapolis,  Ind. 
Orthopedic  Surgery 

Jerome  A.  Hilger,  M.  D.,  St.  Paul,  Minn. 
Otolaryngology 

William  Boyd,  M.  D.,  Toronto,  Canada 
Pathology 

Louis  K.  Diamond,  M.  D.,  Boston,  Mass. 
Pediatrics 

H.  Dabney  Kerr,  M.  D.,  Iowa  City,  Iowa 
Radiology 

B.  Marden  Black,  I\L  D.,  Rochester,  Minn. 
Surgery 

Charles  B.  Puestow,  M.  D.,  Chicago,  111. 
Surgery 

Hugh  J.  Jewett,  M.  D.,  Baltimore,  Md. 
Urology 


Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  scientific  exhibits  and  technical  exhibits. 

(All-inclusive  registration  fee  — $20.00) 

THE  POSTCLINICAL  TOUR  TO  EUROPE  BY  PLANE  AND  SHIP 
Departure  from  New  York,  March  12 

For  information  concerningr  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 
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DRINK 


Every  Bottle  Sterilized 
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ADVERTISEMENT  DEPARTMENT 


know  your  diuretic 


will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 

uninterrupted  therapy  is  the  key  factor  in  diuretic  control  of 
congestive  failure.  You  con  prescribe  NEOHYDRIN 
every  day,  seven  days  a week,  os  needed. 


TABLET 

NEOHYD 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-chloromcrcuri. 

2-METHOXY.PROPYLUREA  IN  EACH  TABLET^ 


RIN 


no  "rest" periods ...  no  refractoriness 
acts  only  in  kidney... 

no  unwonted  enzyme  inhibition 
in  other  ports  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM® 

BRAND  OF  MERALLURIDE  INJECTION 


u/e  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 


ADVERTISEMENT  DEPARTMENT 


S 


For 


Nervous  and  Mental  Diseases 


Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 


Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 


NARCOTIC  CASES  NOT  ADMITTED 


THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  n‘  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) Co-Uirectors  j ^ ^ewis,  M.D.,  Resident  Psychiatrist 

Miss  Lora  Belle  Roach,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Mrs.  Elsie  Marie  Johnson,  R.N.,  O.T.R.,  Director  of  Occupational  Therapy 


TIMBERLAWN  SANITARIUM 


You  Know— 

that  we  know! 


TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


SURGICAL  SUPPLY  CO. 

Opposite  Charity  Hospital 

1531  TULANE  AVENUE 
RAymond  7104 — 7105 
SICK  ROOM  SUPPLIES 
ARCH  SUPPORTERS 
ELASTIC  HOSIERY 
NICKEL  PLATING 
INSTRUMENTS 
TRUSSES 

INVALID  CHAIRS  RENTED 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


when  resistance 

l' 

i 

! 

I 

to  other 

antibiotics  develops... 


PARKE,  DAVIS  & COMPANY  • DETROIT  3 2,  MICHIGAN 


Current  reports^ describe  the  increasing  incidence  of  re- 
sistance among  many  pathogenic  strains  of  microorganisms 
to  some  of  the  antibiotics  commonly  in  use.  Because  this 
phenomenon  is  often  less  marked  following  administration 
of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis), 
this  notably  effective,  broad  spectrum  antibiotic  is  fre- 
quently effective  where  other  antibiotics  fail. 


Colifonn  bacilli— 100  strains 

up  to  43%  resistant  to  other  antibiotics; 
2%  resistant  to  CHLOROMYCETIN.i 


Staphylococcus  aureus— 500  strains 

up  to  73%  resistant  to  other  antibiotics; 

2.4%  resistant  to  CHLOROMYCETIN.^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  admin- 
istration, it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate 
blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 


References 

(1)  Kirby,  W.  M.  M.;  Waddington,  W.  S.,  & Doornink,  G.  M.:  Antibiotics 
Annual,  1953-1954,  New  York,  Medical  Encyclopedia,  Inc.,  1953,  p.  285. 

(2)  Finland,  M.,  & Haight,  T.  H.:  Arch.  Int.  Med.  91:143,  1953. 
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Clinic 


Browne- M cHardy 

* Diagnostic  and  Therapeutic 
Facilities 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* laboratory  and  Research 
Depa  rtments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


DOCTOR, 

Your  PHYSICIAN’S  DAILY  RECORD 
for  1955  is  now  ready. 

Send  us  your  order  now  for  this  complete,  simple  and  effi- 
cient Day-Book  Type  Financial  Record.  A permanent  Record 
of  every  business  transaction  and  a complete  breakdown  of  in- 
come and  expenses,  and  segregates  Income  Tax  Deductions. 
Available  in  Single  Book  (one  page  for  each  day)  or  Double 
Book  (two  pages  for  each  day) . 


PEACOCK., 


SURGICAL  COMPANY  INC. 


1235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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itching, 

scaling, 


burning 


keep  returning? 
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Starting  with  a can  opener  as  key  to  this 
diet,  your  patient  has  a wide  choice  of 
unseasoned  strained  or  chopped  foods.  And 
these  diet  “do’s”  can  guide  him  toward 
tempting,  tasty  dishes. 

Vary  the  texture  for  taste  appeal — 

Consomme  can  be  served  hot  with  crisp  croutons,  or 
cold  and  jellied  in  shimmering  peaks.  Pureed  vegetables 
folded  into  a well-beaten  egg  can  be  baked  to  a puff, 
or  molded  in  gelatin.  Finely  chopped  beef  moistened 
with  broth  spreads  for  a sandwich — mixed  with  bread 
crumbs,  it  shapes  into  patties.  Eggs  can  be  soft  or  hard 
cooked  by  simmering — or  scrambled  in  a double  boiler. 

Serve  prettily  for  eye  appeal — 

Chopped  meat  can  be  shaped  like  a chop — minced 
chicken  like  a drumstick — before  baking.  And  flaked  fish 
in  lemon  gelatin  looks  true  to  nature  when  your  patient 
uses  a mold. 

White  potatoes  mashed  with  a little  broth  whip  up 
creamy  and  light  with  cottage  cheese.  And  mashed 
sweet  potatoes  made  smooth  with  orange  juice  can  be 
baked  in  the  orange  shells. 

Banana  split  salad  may  tempt  your  patient.  For  the 
"greens,”  suggest  lime  gelatin  shredded  with  a fork. 

Add  a ball  of  cottage  cheese  to  the  split  banana 
and  top  with  pureed  apricots. 

Rice  cooked  in  pineapple  juice,  water,  and  sugar 
makes  a golden  dessert.  And  for  a gay  parfait — 
alternate  layers  of  farina  pudding  with  pureed  plums. 
Then  put  a sparkling  cube  of  clear  jelly  on  top. 

Of  course,  you’ll  want  to  tell  your  patient 
just  which  foods  you  want  him  to  have.  And  these 
ideas  can  help  him  enjoy  them  in  many  ways 
that  are  quick,  easy,  and  appetizing. 
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The  members  of  the  Louisiana  Pathology  Society  invite  the  attention  of  their  fellow 
Louisiana  physicians  to  the  informative  bulletins  that  will  appear  monthly  on  this  page. 


COLLEGE  OF  AMERICAN  PATHOLOGISTS 

CODE  OF  ETHICS 

I affirm  my  adherence  to  the  "Principles  of  Medical  Ethics"  of  the  American  Medical 
Association  and  my  determination  to  practice  the  profession  of  medicine  and  the 
specialty  of  pathology  in  accord  with  them.  That  my  services  may  be  of  the 
greatest  benefit  to  the  sick  and  injured,  and,  to  that  end,  to  ensure  the  fullest 
measure  of  co-operation  with  my  colleagues,  I also  agree  to  adhere  to  the  follow- 
ing canons  of  professional  ethics: 

I shall  not  solicit,  knowingly  permit  others  to  solicit  in  my  behalf,  nor  shall  I accept  a 
position  which  is  occupied  by  another  pathologist  without  first  consulting  with  that 
pathologist. 

I shall  not  issue  a report  on  preparations  or  material  from  another  pathologist's 
laboratory  or  from  the  institution  which  he  serves,  without  immediately  making 
every  reasonable  effort  to  inform  that  pathologist  of  the  results  of  my  examination. 

I shall  not  either  directly  or  by  means  of  any  subterfuge,  divide  fees  from  laboratory 
services  with  referring  physicians. 

I shall  not  issue  reports  to  patients  except  when  requested  to  do  so  by  the  patient's 
physician. 

I shall  not  participate,  directly  or  by  means  of  any  subterfuge  in  an  arrangement 
whereby  an  individual,  not  regularly  licensed  to  practice  medicine,  is  encouraged 
to  operate  a clinical  or  pathological  laboratory. 

I shall  not  accept  a position  with  a fixed  stipend  in  any  hospital,  clinic  or  sanitarium 
which  is  owned  and  operated  for  profit  by  an  individual,  partnership,  or  corpora- 
tion; however  1 may  be  affiliated  with  such  an  organization  as  a private  physician 
practicing  my  specialty  and  receiving  fees  for  service. 

I shall  not  accept  a position  in  any  hospital  or  other  medical  organization  which  does 
not  conform  to  such  relationships  between  the  institution  and  the  pathologist  as 
may  be  approved  by  this  College. 


THE  MEMBERS  OF  THIS  SOCIETY  REAFFIRM  THEIR  ADHERENCE  TO  THE  ABOVE  CODE 
OF  ETHICS  AND  PLEDGE  FULL  SUPPORT  TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS 
IN  THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE. 
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Most  acute  bacterial  respiratory  infections 
you  encounter  respond  readily  to  llotycin/ 


'Ilotycin’  kills  susceptible  pathogens  of  the 
respiratory  tract.  Therefore,  the  response  is 
decisive  and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  col- 
iform  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

Tlotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


tions have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a 
small  percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets  and  pe- 
diatric suspensions. 
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DIFFERENTIAL  DIAGNOSIS  OF 
VERTIGO  * 

CARL  J.  GULOTTA,  M.  D.  f 
New  Orleaks 

The  symptom  of  vertigo  is  one  of  the 
most  common  complaints  in  medical  prac- 
tice, and  often  the  establishment  of  a 
definite  diagnosis  is  fraught  with  con- 
siderable difficulty.  As  confusing  as  the 
clinical  picture  may  be  at  times,  the  utili- 
zation of  a definite  organized  plan  of  ap- 
proach to  this  problem  will  facilitate 
diagnosis  which  is  essential  for  a rational 
approach  to  therapy.  Unfortunately,  the 
problem  of  exact  diagnosis  is  not  al- 
ways easily  clarified  and,  to  say  the  least, 
is  sometimes  very  complex.  At  the  out- 
set, when  presented  with  such  a patient, 
it  must  be  certain  that  what  one  is  deal- 
ing with  is  true  vertigo.  If  the  patient 
can  state  unequivocally,  after  questioning, 
that  it  is  the  sensation  one  gets  after 
being  on  a “merry-go-round,”  or  that  it 
is  apparent  rotation  of  the  field  of  vision 
before  the  patient’s  eyes,  and  not  faint- 
ing or  syncope  or  ataxia  of  the  limbs, 
then  one  can  be  certain  that  the  problem 
is  one  of  vertigo.  Once  the  examiner  is 
satisfied  of  this,  consideration  to  its  oto- 
logic, neurologic,  and  general  medical  as- 
pects should  be  given.  The  physician, 
then,  must  determine  whether  he  is  deal- 
ing with  a problem  localized  to  the  ear 
with  its  ramifications,  brain  stem,  cere- 


*  Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 

t From  the  Department  of  Medicine,  L.S.U. 
School  of  Medicine,  New  Orleans,  La. 


bellum,  or  with  systemic  disease. 

In  order  to  properly  understand  the 
dynamics  of  vertigo,  it  is  perhaps  judi- 
cious first  to  review  briefly  the  anatomy 
of  those  structures  which  play  a role  in 
the  control  and  regulation  of  the  sense  of 
balance.  The  end  organ  structures  of  the 
inner  ear,  located  in  the  semicircular 
canals  and  the  utricle  are  the  anatomical 
units  from  which  emanate  impulses  which 
control  one’s  sense  of  balance.  These 
structures  are  shown  diagrammatically  in 
Fig.  1.  They  are  tubular  membranous 
structures,  containing  endolymph,  located 
within  the  hollowed  out  temporal  bone. 


Figure  1.  Diagram  (not  to  scale)  giving  a 
lateral  view  of  the  internal  ear  within  the  skull. 
V,  vertical  canals;  H,  horizontal  canal;  U,  utricle; 
S,  saccule;  C,  cochlea  (redrawn  from  Quix). 


48 


Gulotta — Differential  Diagnosis  of  Vertigo 


fluctuations  in  severity,  but  rarely  does 
total  deafness  result.  One  or  both  ears 
may  be  affected.  Caloric  testing  in  this 
condition  usually  reveals  a hypoactive  re- 
action. The  fundamental  basis  for  this 
syndrome  is  unknown ; however,  enough 
histological  data  has  been  accumulated  to 
indicate  that  the  pathological  process  is 
one  of  hydrops  with  dilatation  of  the 
endolymphatic  system  of  the  labyrinth. 

II.  LESIONS  OF  THE  EAR  OUTSIDE  THE 
LABYRINTH 

(a)  Block  of  the  eustachian  tube.  In 
this  condition  there  are  changes  taking 
place  in  reference  to  pressure  within  the 
ear  system  which  stimulate  the  labyrinth, 
and  thus,  the  statokinetic  system  leading 
to  vertigo.  Catheterization  of  the  eus- 
tachian tube  will  quickly  disclose  this 
process. 

(b)  Acute  middle  ear  infection.  Here, 
due  to  accumulation  of  purulent  material, 
an  increase  in  pressure  within  the  middle 
ear  is  produced  which  is  transmitted  to 
the  semicircular  canals,  whereby  there  is 
stimulation  of  the  statokinetic  system. 
Examination  of  the  middle  ear  together 
with  other  symptoms  and  signs  will  dis- 
close the  diagnosis.  In  addition  to  the 
above  mentioned  lesions  of  the  eustachian 
tube  and  middle  ear,  foreign  bodies  and 
excessive  cerumen  in  the  external  ear 
have  been  knov/n  to  produce  abnormal 
stimulation  of  the  semicircular  canals, 
and  thus  vertigo.  However,  this  is  seldom 
seen  as  a cause  for  vertigo. 

III.  CEREBELLO  PONTINE  ANGLE  LESIONS 

The  acoustic  neuroma,  which  is  the 
most  common  of  these,  is  one  which  in- 
volves the  eighth  cranial  nerve  and  adja- 
cent structures.  The  clinical  picture,  once 
it  has  become  fully  developed,  is  char- 
acterized by: 

1.  Vertigo  and  nystagmus  with  the 
quick  phase  of  nystagmus  towards  the  af- 
fected side. 

2.  Conjugate  paralysis  of  eyes  with 
deviation  to  the  affected  side.  This  is  due 
to  regional  edema  and  pressure  with  the 
effect  on  pontine  ocular  centers. 

3.  Hypesthesia  over  the  distribution  of 
the  trigeminal  nerve  which  is  due  to  dam- 


age to  the  pons  and  medulla. 

4.  Peripheral  seventh  nerve  paralysis 
with  asymmetry  of  the  face. 

5.  Eighth  nerve  deafness  and  tinnitus. 

6.  Absent  caloric  reactions  on  the  af- 
fected side. 

7.  Adiadochokinesis. 

8.  Papilledema,  which,  as  a rule,  is  late 
in  its  appearance. 

9.  Ataxia  of  the  cerebellar  type. 

10.  Suboccipital  headache  which  is  uni- 
lateral as  a rule. 

11.  X-ray  films  of  the  skull  showing 
widening  and  erosion  of  internal  auditory 
canal. 

The  eighth  nerve  and  cerebello-pontine 
angle  area  may  also  be  affected  by  other 
tumors,  by  suppurative  meningitis  and 
localized  abscesses  which  may  produce  in 
addition  to  the  picture  of  sepsis  a number 
of  the  above  mentioned  characteristics  of 
an  acoustic  neuroma. 

IV.  CEREBELLAR  LESIONS 

Excepting  ataxia,  vertigo  is  the  most 
frequent  manifestation  of  cerebellar  dis- 
ease. Cerebellar  vertigo  is  closely  related 
to,  or  identical  with  labyrinthine  vertigo, 
for  it  is  a symptom  truly  of  vestibular 
disturbance  and  is  due  to  irritation  of  the 
vestibular  fibers  as  they  course  to  the 
cortex  of  the  cerebellum.  The  vestibular 
tract  takes  a course  from  the  labyrinth 
end  organ  to  the  vestibular  nucleus,  then 
to  the  cerebellum. 

In  cerebellar  lesions,  while  vertigo  may 
be  present,  the  cardinal  disturbance  is 
lack  of  coordination.  This  means  that  the 
various  muscle  groups  fail  to  collaborate 
normally  in  strength,  time  and  speed. 
This  is  well  disclosed  with  observations 
of  walking  or  standing.  They  have  a 
tendency  to  fall  to  the  affected  side;  or, 
forward  or  backward  in  lesions  of  the 
vermis.  Patients  with  cerebellar  lesions 
also  often  demonstrate  hypotonia,  which 
is  illustrated  by  having  them  exert  coun- 
terresistance of  an  extremity.  When  re- 
sistance is  suddenly  released  the  extrem- 
ity jerks  quickly  away  and  is  not  checked 
until  the  resistance  of  the  joints  and  liga- 
ments comes  into  play.  In  the  normal 
person  this  motion  is  quickly  checked  by 
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the  normal  tone  of  muscles.  These  pa- 
tients also  have  ataxia  which  is  demon- 
strated by  the  well  known  finger-to-nose, 
heel-to-shin  and  pronation-supination  tests. 

Nystagmus  is  nearly  always  present  in 
cerebellar  disease.  There  is  usually  a 
quick  and  slow  phase ; the  quick  phase 
being  more  marked  when  the  gaze  is  di- 
rected toward  the  side  of  the  lesion.  The 
slow  phase  is  a manifestation  of  hypo- 
tonia and  inability  to  hold  the  eyes  in  the 
position  voluntarily  moved.  Speech  is  also 
affected,  since  it  is  dependent  upon  coor- 
dinated contractions  of  muscle  groups.  As 
a result  of  cerebellar  lesions  then,  the 
voice  may  be  monotonous,  drawling,  syl- 
lables separated  and  jerked  or  perhaps 
slurred.  In  expanding  lesions  of  the  cere- 
bellum, headache  is  often  present  together 
with  vomiting  as  a result  of  obstruction 
of  flow  of  the  cerebrospinal  fluid.  Intra- 
cranial pressure  increases  rapidly,  papil- 
ledema occurs  early,  and  diplopia  may  oc- 
cur as  a consequence  of  injury  to  the 
sixth  nerve. 

V.  POSTERIOR  INFERIOR  CEREBEELAR 

ARTERY  SYNDROME  (LATERAL  BULBAR 
SYNDROME) 

This  syndrome  is  not  uncommon,  yet  it  is 
often  misdiagnosed.  It  is  due  to  a throm- 
bosis of  the  posterior  inferior  cerebellar 
branch  of  the  vertebral  artery.  As  a con- 
sequence of  its  occlusion,  a wedge  shaped 
section  of  the  lateral  part  of  the  bulbous 
medulla  becomes  deprived  of  its  blood 
supply.  With  degeneration  of  this  area, 
a clear-cut  clinical  syndrome  appears  char- 
acterized by  involvement  of  the  sympa- 
thetic, trigeminal,  glossopharyngeal-vagus 
nerves,  cerebellar  pathways,  and  occasion- 
ally the  abducent,  facial  and  acoustic 
nerves  homolaterally.  The  spinothalamic 
tract  is  involved  contralaterally  due  to 
the  decussation  in  the  cord  interiorly. 
The  clinical  manifestations  are  (1)  pain 
or  dysesthesia  on  the  contralateral  side  of 
the  trunk  and  limbs;  (2  ) nystagmus;  (3) 
Horner’s  syndrome  on  the  affected  side; 
(4)  paralysis  of  palatal  arch  on  the  af- 
fected side;  (5)  hoarseness  from  homo- 
lateral paralysis  of  the  vocal  cords;  (6) 
ataxia  and  hypotonia  of  the  homolateral 


side;  (7)  vertigo;  and  (8)  difficulty  in 
swallowing. 

This  syndrome,  if  thought  of  and  duly 
considered,  is  so  characteristic  that  it 
should  pose  no  problem  in  diagnosis. 

VI.  MISCELLANEOUS 

There  are  a certain  number  of  other 
conditions,  too,  that  should  be  considered 
in  the  differential  diagnosis  of  vertigo. 
They  seldom  cause  true  vertigo  but  be- 
cause of  the  disturbance  they  produce, 
which  may  be  confused  with  vertigo,  they 
deserve  mention.  In  tabes  dorsalis  and 
peripheral  neuritis,  with  the  loss  of  pro- 
prioceptor nerve  fibers,  the  sense  of  bal- 
ance is  lost  in  a fashion,  but  there  is  no 
apparent  rotation  of  objects  in  space. 
This  loss  of  balance  emanates  from  the 
ataxia  of  the  limbs  rather  than  the  con- 
scious feeling  of  vertigo.  Postural  hypo- 
tension, aortic  stenosis  and  Stokes  Adams 
syndrome  produce  syncope  rather  than 
vertigo  and  should  not  be  confusing  if  the 
patient  is  adequately  examined  and  a good 
history  taken.  Thorough  history  taking 
and  complete  examination  will  eliminate 
such  other  conditions  as  petit  mal,  glau- 
coma and  multiple  sclerosis. 
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GALACTOSEMIA  IN  AN  EIGHT  DAY 
OLD  INFANT 

LT.  F.  MICHAEL  SMITH  M.C.  USNR  * 

San  Diego,  California 

A review  of  the  literature  on  congenital 
galactosemia  reveals  that  to  date  only  30 
some  odd  cases  have  been  reported.  This 
condition  was  first  reported  by  Von  Reuss 
in  1908,  although  the  first  clear  account 

* From  the  Pediatric  department  of  the  United 
States  Naval  Hospital  at  San  Diegro,  California. 
Prior  to  entry  into  the  Naval  service  the  author 
was  at  The  Children’s  Clinic  at  Thibodaux,  La. 
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was  given  by  Groppet  in  1917.  The  ma- 
jority of  these  30  odd  cases  were  not  re- 
ported until  after  1945.  The  first  case  to 
be  recorded  in  American  literature  was  by 
Mason  and  Turner  in  1935. 

Galactosemia  is  the  most  amenable  to 
therapy  of  all  diseases  of  the  inborn  errors 
of  the  metabolism  group.  Early  recogni- 
tion of  this  disease  and  the  institution  of 
proper  therapy  may  prevent  blindness, 
mental  retardation,  and  even  death. 

As  reported,  (by  Edmonds  et  aP),  the 
cardinal  symptoms  and  findings  in  the 
congenital  galactosemia  syndrome  are  as 
follows:  galactosemia,  galactosuria,  albu- 
minuria, malnutrition,  hepatomegaly,  jaun- 
dice, mental  retardation ; and  cataracts 
may  occur  in  various  combinations  in  a 
given  case.  A familial  tendency  has  been 
shown  to  exist  in  a recent  report  by  Cox 
and  Pugh  - of  Great  Britain  which  tells  of 
three  families  with  multiple  siblings  hav- 
ing the  disease.  Although  the  number  of 
cases  reported  to  date  is  admittedly  small, 
this  may  not  be  as  rare  a disorder  as  was 
once  thought.  Many  infant  deaths  signed 
out  as  infantile  diabetes,  hepatomegaly  of 
unknown  etiology,  jaundice  of  unknown 
etiology,  and  chronic  malnutrition  may 
have  in  reality  been  the  congenital  galac- 
tosemia syndrome. 

The  object  of  this  paper  is  to  present 
another  case  of  congenital  galactosemia 
syndrome,  to  point  up  the  clinical  picture 
and  findings  by  which  the  diagnosis  can 
be  suspected,  and  to  describe  some  simple 
tests  to  establish  this  diagnosis.  The  usual 
method  for  identification  of  galactose  as 
the  reducing  sugar  in  the  urine  is  by  paper 
chromatographic  method,  but  since  this  is 
not  available  to  most  small  hospitals  a plan 
for  differentiating  reducing  substances  in 
the  urine,  with  the  use  of  only  Benedict’s  so- 
lution, a water  bath,  and  yeast  is  submitted. 
A simple  method  for  following  the  effici- 
ency of  the  dietary  treatment  is  also 
pointed  out. 

r.\SE  KEPOHT 

S.  K.,  eight  days  old,  admitted  to  the  United 
States  Naval  Hospital,  San  Diego,  California,  on 
September  14,  1954.  Discharge  date:  September 
28,  1954.  Admission  weight:  7 pounds,  15  ounces. 


Birth  History:  Normal  spontaneous  delivery 
after  eight  hours’  labor.  Mother’s  blood  type  AB', 
Rh  positive.  Father’s  blood  type  A,  Rh  positive. 
No  cyanosis  or  convulsions  noted  in  early  neonatal 
period. 

Prenatal  History:  Mother  had  no  viral  diseases 
during  her  gestation  period. 

Early  Feeding  History:  Infant  was  fed  on  a 
formula  of  evaporated  milk,  one  ounce,  boiled 
water  two  ounces,  white  Karo  one  teaspoon.  The 
infant  nursed  well  but  was  observed  to  vomit  at 
about  every  third  feeding. 

Birth  Date:  September  6,  1954.  Birth  Weight: 

9 pounds,  6 ounces. 

Present  Illness:  The  baby  had  been  vomiting 
since  birth  and  for  the  past  forty-eight  hours  prior 
to  admission  had  begun  to  show  progressive 
lethargy.  The  parents  noted  that  a yellow  color 
to  the  skin  and  eyes  had  developed  on  the  fifth 
day  of  life.  No  other  history  was  pertinent. 

Family  History:  This  was  the  fifth  pregnancy. 
The  first  born  child  was  delivered  in  Spokane, 
Washington  on  May  30,  1948.  Birth  weight  was 

7 pounds,  12  ounces.  At  five  days  of  age  the  child 
developed  vomiting,  loose  stools,  and  became  pro- 
gressively jaundiced.  At  eight  days  of  age  the 
child  was  taken  to  the  family  doctor  who  made  a 
diagnosis  of  “enlarged  liver”.  A medication  was 
prescribed  to  be  given  every  three  hours.  After 
having  showed  no  improvement  at  eleven  days  of 
age,  the  infant  was  taken  to  the  United  States 
Naval  Hospital  at  Oakland,  California.  His  ad- 
mission diagnosis  there  was  dehydration  and  aci- 
dosis. When  routine  urine  analysis  showed  sugar 
to  be  present,  this  diagnosis  was  changed  to 
infantile  diabetes.  Although  insulin  and  many 
other  medications  were  prescribed,  the  infant  con- 
tinued a downhill  course  until  he  expired  at  three 
months  of  age  with  the  body  weight  of  6 pounds, 

8 ounces. 

The  second  child  was  a male,  from  a full  term 
pregnancy  on  January  9,  1950,  who  has  progressed 
well  to  date. 

The  third  child  was  a male,  from  a full  term 
pregnancy  on  January  24,  1951;  who  progressed 
well  to  date. 

The  fourth  pregnancy  I’esulted  in  a stillborn  at 
five  months’  gestation. 

The  paternal  gi-andmother  states  that  twenty- 
nine  years  ago  she  lost  two  children  at  ages  four 
weeks  and  six  weeks  who  became  jaundiced  soon 
after  birth,  vomited,  were  listless  and  failed  to 
gain  weight.  She  had  three  other  normal  children. 

Physical  Examination:  Temperature — 98. 6°  F. 

(R).  Pulse  120.  Respirations  18.  Well  developed, 
well  hydrated  eight  day  old  female  infant,  whose 
skin  and  eyes  reveal  icterus. 

H.E.E.N.T.  Negative.  Careful  examination  of 
eyes  revealed  no  cataracts. 

Neck:  No  masses,  supple. 

Chest:  Bilateral  equal  excursions,  no  gross  ab- 
normalities noted. 
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Lungs:  Clear  to  percussion  and  auscultation. 

Heart:  NoiTnal  sinus  ari-hythmia.  Not  en- 

larged. No  murmurs  audible. 

Abdomen : Flat.  Liver  down  3 centimeters. 

Kidneys  and  spleen  not  palpated.  No  masses  noted. 

Extremities  and  Genitalia:  Normal. 

A complete  neurological  examination  was  nega- 
tive. 

Laboratory  Reports: — The  following  data  were 
obtained  while  the  infant  was  on  a lactose  con- 
taining diet. 

1.  Hemogram:  R.B.C.  5,300,000.  Hemoglobin 

16  grams.  W.B.C.  8,800;  neutrophiles  48%; 
lymphocytes  52%. 

2.  Urine  tests:  Albumin,  150  mgs.  per  100 

c.c. ; sugar  2 plus  positive  to  Benedict’s  test;  Bile 
negative;  Urobilinogen,  1:20  dilution  positive. 

3.  Van  Den  Bergh  Reaction:  Direct  5.9  mgs. 

percent;  indirect  14.5  mgs.  per  cent.  Total  serum 
bilirubin  level  20.4  mgs.  per  cent. 

4.  Nonfasting  blood  sugar  level:  210  mgs. 

5.  A blood  galactose  level  was  set  up  and  per- 
formed as  follows:  1 c.c.  of  the  patient’s  oxalated 
blood  was  incubated  with  1 c.c.  of  a 10  per  cent 
suspension  of  washed  yeast  for  ninety  minutes. 
Two  controls  were  incubated  under  the  same  con- 
ditions. Blood  sugar  levels  were  obtained  on  the 
samples  both  prior  to  and  after  incubation  with 
added  yeast. 

Results:  Sugar  concentrations  on  the  non- 

incubated  specimens — 


Patient’s  blood:  210  mgs.  Control  A:  70  mgs. 
Control  B : 130  mgs. 

Sugar  concentrations  on  the  yeast  incubated 
specimens : 

Patient’s  blood:  81  mgs. 

Control  A:  5 mgs. 

Control  B : 10  mgs. 

From  these  results  it  is  apparent  that  approxi- 
mately 92  per  cent  of  the  dextrose  in  controls  A 
and  B was  hydrolysed.  Assuming  that  this  is 
also  true  for  the  patient’s  blood,  then  the  blood 
galactose  level  is  71  mgs.  or  210-81=139  mgs.  of 

0.92 

dextrose.  210-139  equals  71  mgs.  of  galactose. 

6.  A large  amount  of  urine  was  collected  while 
the  infant  was  on  a lactose  containing  foi’mula 
and  the  following  plan  was  set  up  to  identify  the 
reducing  substance  in  the  urine.  This  technique 
is  outlined  in  Ham’s  Syllabus  of  Laboratory 
Examination  in  Cluneal  Diagnosis. 

Course:  When  the  above  tests  were  completed, 
the  infant  was  placed  on  Sobee  mllh.*  Within 
forty-eight  hours  all  urine  specimens  reacted 
negative  to  Benedict’s  urine  sugar  test.  The  in- 
fant began  to  nurse  well  and  the  jaundice  sub- 
sided until  on  September  28,  1954  the  infant  was 
discharged  from  the  hospital  weighing  9 pounds, 
8 ounces. 


* A product  of  Mead  Johnson  Company. 


OKIGINAL  tIUINE  SPECIMEN 
Benedict’s  test  (boiling,  five  minutes) 


If  negative,  then  no  reducing  substances. 

If  positive,  then  repeat  Benedict’s  on  sample  of 
If  negative  the  possibilities  are: 

1.  Glucose  under  4% 

2.  Maltose 

3.  Lactose 

4.  Galactose 

5.  Non-sugars 

On  30  ml.  of  the  original  specimen  do; 
Fermentation  test  (which  removes  glucose  and 
maltose.)  When  fermentation  is  completed  then 
repeat  on  this  specimen  the  Benedict’s  (Boiling, 
5 minutes)  : 

If  negative  the  possibilities  are: 

1.  Glucose  under  4% 

2.  Maltose 

If  positive  the  possibilities  are: 

1.  Lactose 

2.  Galactose 

3.  Non-sugars 


(Rubner’s  and  phenylhydrazine  tests  may  now 
be  of  specific  value.) 

By  this  means  the  reducing  substance  in  the 


original  specimen  at  55°  C.  for  ten  minutes. 
If  positive  the  possibilities  are: 

1.  Pentose 

2.  Fructose 

3.  Glucose  4%  plus 


On  30  ml.  of  the  original  specimen  do; 
Fermentation  test  (which  removes  glucose  and 
maltose.)  When  fermentation  is  completed  then 
repeat  on  this  specimen  the  Benedict’s  (Boiling, 
5 minutes)  : 

If  positive  then  pentose  is  present. 


If  negative  the  possibilities  are: 

1.  Fructose 

2.  Glucose  4%  plus 

To  differentiate  do  Seliwanoff’s  test  on  a sample 
of  the  original  specimen : 

Fructose  gives  a positive  reaction,  while  glucose 

gives  a negative  reaction. 

patient’s  urine  was  identified  as  galactose. 
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Follow  Up:  The  infant  was  seen  by  the  author 
in  the  clinic  on  October  12,  1954.  He  had  done 
well  and  there  was  no  evidence  of  any  jaundice. 
The  liver  was  only  barely  palpable.  Careful  exami- 
nation of  the  eyes  failed  to  reveal  any  evidence 
of  cataracts. 

DISCUSSION 

Once  one  is  familiar  with  this  syndrome 
it  should  offer  little  diagnostic  difficulty. 
Any  infant  who  in  the  early  newborn  peri- 
od manifests  listlessness,  vomiting,  failure 
to  gain  weight,  jaundice,  and  hepatomegaly 
should  have  a urine  examination.  The 
presence  of  albumin  and  a positive  sugar 
reaction  should  then  provide  a high  index 
of  suspicion  for  the  congenital  galacto- 
semia syndrome. 

Pratz  found  in  an  extensive  review  of 
25  of  the  reported  cases  of  this  syndrome 
that  19  had  cataracts  present.^  Although 
the  above  presented  case  had  no  evidence 
of  cataracts,  this  is  described  as  an  impor- 
tant feature  of  this  syndrome.  The  most 
commonly  observed  opacity  appears  as  a 
central  retractile  ring  resembling  the  “oil 
drop”  effect.  Clusters  of  cortical  vacuoles 
and  various  forms  of  zonular  cataracts 
have  been  described.  In  view  of  the  rapid 
cataractogenic  effect  of  galactosemia,  pe- 
riodic examinations  by  an  ophthalmologist 
should  be  a part  of  the  management  of 
these  cases. 

Treatment  of  these  cases  can  be  summed 
up  in  one  sentence:  The  exclusion  of  lac- 
tose containing  food  from  the  diet.  Sobee, 
made  by  the  Mead  Johnson  Company,  is 
excellent  for  diets  of  these  infants.  As 
new  foods  are  added  with  progressive  age, 
it  should  be  borne  in  mind  not  to  add 
other  lactose  containing  foods  such  as 
custards  and  butter.  Oleomargerine  is  an 
excellent  substitute  for  butter.  As  the 
child  grows  older,  Townsend  ^ has  stated 
that  some  milk  containing  food  may  be 
added  with  no  adverse  effects.  An  excel- 
lent rough  test  for  the  efficiency  of  the 
dietary  treatment  is  to  have  the  mother 
perform  urinary  sugar  tests  with  the 
sugar  test  tablets. t These  tests  should  be 
done  a minimal  of  twice  weekly  and  any 
positive  results  should  be  reported  to  the 

t A product  of  the  Ames  Company. 


physician  at  once. 

Without  treatment  most  cases  will  die. 
Even  with  early  treatment  prognosis 
should  be  guarded.  In  the  case  reported 
by  Townsend  et  als  ^ in  1951,  a child  was 
begun  on  treatment  in  the  first  few  days 
of  life,  yet  this  child  is  now  thought  to 
be  mentally  defective.  Mental  retardation 
is  a great  hazard  in  these  cases. 

SUMM.iRY 

A case  of  galactosemia  in  an  eight  day 
old  infant  has  been  presented  along  with 
laboratory  methods  for  galactose  identifi- 
cation in  urine  and  blood.  The  possibility 
of  galactosemia  should  be  considered  in 
any  infant  who  fails  to  gain  weight,  who 
may  or  may  not  show  vomiting  and  jaun- 
dice, who  has  hepatomegaly,  and  may  or 
may  not  show  cataracts.  A urine  analysis 
should  be  obtained.  The  presence  of  albu- 
minuria and  sugar  should  offer  a provi- 
sional diagnosis.  Early  diagnosis  and 
early  treatment  may  prevent  mental  re- 
tardation, blindness,  and  even  death. 
Treatment  is  best  followed  by  frequent 
urinalysis.  Prognosis  should  be  guarded. 

The  opinions  or  assertions  contained 
herein  are  the  private  ones  of  the  writer 
and  are  not  to  be  construed  as  official  or 
reflecting  the  views  of  the  U.  S.  Navy  De- 
partment or  the  Naval  Service  at  large. 
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LIVER  DISEASE  IN  AMBULATORY 
PATIENTS  * 

MORRIS  SHUSHAN,  M.  D.  f 
New  Orleans 

“Unfortunately,  only  the  advanced 
stages  of  hepatic  injury  are  easily  recog- 
nizable. . . . Even  when  liver  disease  is  sus- 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 

t From  the  Department  of  Medicine,  Louisiana 
State  University,  School  of  Medicine,  New  Or- 
leans. 


Shush  AN — Liver  Disease  in  Ambulator  ij  Patients 


53 


pected,  symptoms  frequently  are  not  suf- 
ficiently well-defined  to  indicate  a definite 
diagnosis.  We  have  swung  too  far  from 
the  old  tendency  to  ascribe  a variety  of 
ill-defined  complaints  to  ‘sluggishness  of 
the  liver’.  To  deny  its  role  in  illness  un- 
less frank  jaundice,  ascites,  circulatory 
interference,  or  disturbance  of  clotting 
time  unmistakably  point  to  that  organ,  is 
to  take  too  narrow  a view  of  the  im- 
portance of  the  liver.”  This  quotation 
from  a Lederle  Bulletin,  May  1950,  author 
unknown,  very  aptly  expresses  the  theme 
of  my  presentation. 

In  recent  years  great  progress  has  been 
made  in  the  recognition  of  diseases  of  the 
liver.  Liver  function  is  measured  by  many 
sensitive  tests  from  which  the  physician 
may  choose  those  best  suited  to  the  prob- 
lem under  consideration.  Liver  biopsy  has 
proved  a useful  tool  in  selected  cases. 
The  vast  amount  of  current  knowledge 
relating  to  liver  disease  has  necessitated 
the  publication  of  monographs  in  this 
field,  and  has  created  a new  medical  spe- 
cialist, the  hepatologist.  However,  cur- 
rent texts  and  articles  do  not  describe  or 
consider  incipient,  reversible,  and  mild 
liver  disorders  which  we  encounter  among 
office  patients  presenting  themselves  with 
gastrointestinal  symptoms.  The  disorders 
to  be  described  do  not  at  present  have  an 
acceptable  medical  name.  Let  us  consider 
the  means  by  which  these  conditions  are 
recognized. 

First,  liver  disease  may  be  recognized 
by  certain  combinations  of  symptom  pat- 
terns. During  the  war  years,  experience 
with  the  various  types  and  stages  of 
hepatitis  indicated  that  during  an  epi- 
demic of  viral  hepatitis  one  could  suspect 
and  confirm  the  diagnosis  of  hepatitis 
without  jaundice. 

At  the  beginning  of  one  outbreak  sol- 
diers were  observed  who  had  the  early 
symptoms  of  acute  hepatitis ; anorexia, 
nausea,  and  upper  abdominal  discomfort. 
They  then  went  on  to  develop  jaundice  of 
only  a few  day’s  duration.  A study  of  the 
relative  frequency  of  the  symptoms  ob- 
served in  liver  diseases  is  presented. 
(Table  1). 


TABLE  1 

SYMPTOMS  OF  LIVER  DISEASE 


Clinical  Conditions  Considered 

Symptoms  of  primary 

parenchymal  defects  liver 

(Lichtman) 

Pre-icteric  symptoms  acute  hepatitis 
Acute  hepatitis  without  jaundice 

Chronic  viral  hepatitis 

Sequelae  of  acute  hepatitis 

Early  symptoms  portal  cirrhosis 

Frequency  of  Symptoms 

Anorexia 

6 

Myasthenia 

1 

Fatigability 

5 

Hepatic  coma 

1 

Diarrhea 

4 

Giddiness 

1 

Epigastric  discomfort 

4 

Lassitude 

1 

Nausea 

3 

Hepatic  tenderness 

1 

Rt.  U.Q.  Ache 

3 

Nervousness 

1 

Vomiting 

3 

Malaise 

1 

Arthralgia 

3 

Depression 

1 

Dyspepsia 

3 

Flatulence 

1 

Weakness 

2 

Headache 

0 

Fatty  food  dyscrasia 

2 

Myalgia 

2 

The  conditions  considered  are : pre- 

icteric  symptoms  of  acute  hepatitis,  acute 
hepatitis  without  jaundice,  chronic  viral 
hepatitis,  the  sequelae  of  acute  hepatitis, 
the  early  symptoms  of  portal  cirrhosis, 
and  symptoms  described  by  Lichtman  ^ 
as  the  result  of  primary  defects  in  the 
liver  parenchyme.  Before  one  can  assess 
any  diagnostic  evaluation  of  symptoms,  he 
should  be  familiar  with  the  total  patient; 
his  somatic  and  psychosomatic  compon- 
ents. Previous  knowledge  of  the  behavior 
and  medical  background  of  the  patient 
over  a number  of  years  is  desirable.  The 
physician  in  general  practice  is  therefore 
in  a better  position  to  evaluate  his  patient 
in  this  regard.  One  does  become  familiar 
with  the  usual  display  of  symptoms  in  his 
psychoneurotic  patients.  A positive  diag- 
nosis of  neurosis  should  be  made  rather 
than  diagnosis  of  this  condition  by  ex- 
clusion. Food  allergy  should  be  considered 
and  excluded,  and  of  course  the  possibility 
of  other  gastrointestinal  conditions  must 
be  eliminated. 

In  connection  with  the  symptomatology 
of  reversible  liver  conditions,  it  is  of  in- 
terest to  consider  the  meaning  of  the 
term  “bilious”.  Bockus  - states  that  the 
former  usage  referred  to  episodes  of  head- 
ache, nausea,  and  vomiting  which  physi- 
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cian  and  patient  attributed  to  the  gall 
bladder.  Many  of  these  were  attacks  of 
migraine  and  were  not  caused  by  the  gall 
bladder  or  stones  if  these  were  present. 
To  Burril  Crohn  ^ the  term  “biliousness” 
implied  symptoms  which  in  a measure 
were  the  result  of  intestinal  auto-intoxi- 
cation. There  have  been  many  other 
names  previously  applied  to  disorders 
akin  to  or  connoting  the  same  as  “bilious- 
ness”. Levin  ^ used  the  term  hepatic  tox- 
emia. Older  writers  used  the  term  hepa- 
tism.  Hurst  ® called  these  patients  “liver- 
ish”. Into  this  cateory  were  placed  the 
vague  liver  symptoms  of  tropical  chronic 
malaria.  Lichtman  ^ uses  the  term  hepa- 
tic insufficiency  which  might  be  appli- 
cable here.  Willcox  ^ has  coined  the  term 
hypohepatism.  Portis  ^ used  the  term  sub- 
clinical  hepatitis  to  apply  to  the  patient 
who  was  alcoholic  with  a fatigue  state. 
These  examples  serve  to  focus  attention 
on  a group  of  patients  one  encounters  in 
practice.  None  of  the  aforementioned 
terms  have  gained  acceptance.  We  pro- 
pose use  of  the  term  “hepatosis”.  Let  us 
examine  the  scope  of  this  clinical  concept. 
Hepatosis  may  be  acute  or  chronic.  There 
may  be  no  symptoms  other  than  an  en- 
larged liver.  Other  cases  present  symp- 
toms which  may  be  associated  with  par- 
enchymal liver  involvement.  In  about  one 
half  the  cases  some  degree  of  enlargement 
of  the  liver  may  be  detected.  Nearly  all 
show  increased  amounts  of  urobilin  or 
urobilinogen  in  the  urine. 

Many  of  these  patients  give  a history 
of  a high  fat  diet  and  are  addicted  to 
gravies  and  fried  foods  in  excess.  Others 
simply  overeat.  The  use  of  liberal 
amounts  of  alcohol  and  a frequent  inci- 
dence of  allergy  are  also  noted.  The 

point  should  be  made  that  it  is  believed 
that  these  conditions  are  reversible,  for 
the  most  part.  Follow-up  over  a long 
period  of  time  or  the  use  of  liver  biopsy 
would  probably  indicate  that  some  of 
them  are  latent  cirrhosis.  Consideration 
of  the  pathology  is  pui’ely  speculative. 
The  acute  episodes  might  be  expected  to 
show  increased  liver  size  and  weight  by 
virtue  of  increased  amount  of  fluid  or 


blood  in  or  between  the  liver  cells.  It 
has  been  shown  that  the  young  liver  is 
capable  of  marked  variations  in  size  in  a 
very  short  period  of  time  depending  upon 
the  status  of  the  vascular  components  of 
the  liver.  Other  cases  might  be  expected 
to  show  a fatty  liver  which  frequently  is 
noted  when  liver  biopsy  is  done. 

ENLARGEMENT  OF  THE  LIVER 

The  detection  of  liver  enlargement  is 
another  means  of  recognizing  liver  ab- 
normalities in  ambulatory  patients.  The 
size  and  weight  of  the  liver  depend  upon 
the  amount  of  fluid  and  blood  it  contains. 
Dramatic  excursions  in  liver  size  occur  in 
twenty-four  hours.  Rapid  shrinking  of 
the  liver  has  been  noted  in  acute  infec- 
tions treated  with  antibiotics.  We  have 
noted  sudden  enlargement  following  a 
huge  meal  of  food  and  drink  which  taxed 
the  functional  capacity  of  this  organ.  In- 
crease in  size  of  the  liver  may  be  pro- 
duced by  increase  in  the  fluid  content, 
fat  content,  or  enlargement  of  the  cells 
of  this  organ.  Palpation  of  this  organ 
still  remains  the  best  clinical  method  for 
detecting  enlargement.  Osgood  and  Habbe  ® 
feel  that  the  palpability  is  affected  by  the 
firmness  of  the  liver  substance  and  that 
some  enlarged  organs  remain  undetected. 
How'ever,  attempts  to  measure  liver  size 
by  x-ray  have  not  been  successful.  No 
good  correlation  has  been  obtained  be- 
tween the  size  of  the  liver  x-ray  shadow 
and  the  ability  to  palpate  the  liver  edge. 
The  many  surfaces  and  borders  make  it 
almo.st  impossible  to  measure  the  liver 
volume  by  x-ray.  Radiography  might 
prove  clinically  useful  in  studying  reversi- 
ble liver  disorders  where  diminution  in 
size  of  the  organ  would  be  expected  fol- 
lowing therapy.  It  is  practical  to  secure 
a film  after  marking  the  edge  of  the  liver 
as  palpated  with  a lead  strip  marker.  A 
second  film  using  the  same  exposure  fac- 
tors could  then  be  made  following  a 
suitable  period  of  therapy  when  the  liver 
has  resumed  its  normal  proportions.  Cer- 
tain clinicians  have  felt  that  palpation  of 
the  liver  yields  unreliable  results.  Rives,' 
in  1937,  reviewed  the  findings  in  96  pa- 
tients with  carcinoma  of  the  pancreas. 
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Fifty-one  per  cent  of  41  autopsy  cases 
were  said  to  have  a palpable  liver.  Only 
21  per  cent  were  found  to  be  enlarged 
at  autopsy.  In  this  series,  26  cases  showed 
enlargement  of  the  liver  which  was  not 
noted  clinically.  Armaz-Cruz,®  in  1951, 
found  that  in  43  autopsied  cases  of  portal 
cirrhosis  with  clinically  enlarged  livers 
only  20  had  a real  increase  in  weight. 
These  findings  do  not  alter  the  fact  that 
palpation  of  an  enlarged  liver  is  clinically 
significant.  Clinicians  continue  to  use 
this  method.  The  accuracy  of  recorded 
findings  in  a large  general  hospital  is 
open  to  some  question.  In  both  series 
there  was  no  separation  of  cases  which 
presented  a liver  edge  which  was  barely 
palpable.  This  finding  should  not  be  con- 
sidered abnormal.  Another  reason  to 
make  us  question  the  validity  of  these 
observations  is  the  experience  which  we 
have  noted  regarding  the  size  of  the  liver 
as  observed  post-mortem.  A liver  edge 
palpable  repeatedly  during  life  as  greatly 
enlarged  is  found  at  the  post-mortem 
table  to  be  much  smaller  insofar  as  the 
edge  is  seen  to  protrude  below  the  costal 
margin.  The  weight  of  such  a liver  did 
not  correllate  with  the  size  as  observed 
during  life.  The  reason  for  this  is  that 
the  size  of  the  liver  changes  after  death 
depending  upon  the  weight  of  fluid  and 
blood  remaining  in  the  organ.  Palpation 
of  the  liver  by  Ricketts  and  Kirsner  ® in 
50  cases  of  latent  portal  cirrhosis  revealed 
hepatomegaly  in  44.  The  detection  of  an 
enlarged  liver  in  this  series  was  the  key 
finding  which  led  to  the  recognition  of 
this  abnormality.  The  final  point  which 
should  be  made  is  that  palpation  of  a liver 
edge  two  or  more  fingers  breadth  below 
the  costal  margin  in  the  right  midclavicu- 
lar  line  can  be  considered  evidence  of 
hepatomegaly  because  we  have  repeatedly 
seen  it  return  to  normal  size  following 
therapy. 

LIVER  FUNCTION  TESTS 

There  are  more  methods  of  testing  liver 
function  today  than  there  are  functions 
of  the  liver.  We  will  omit  from  consider- 
ation the  battery  of  useful  liver  tests 
which  may  be  employed  in  the  study  of 


hospital  cases.  Let  us  consider  those 
which  may  be  employed  in  the  study  of 
ambulatory  hepatic  patients.  The  tests 
are  simple  enough  to  be  performed  in  a 
doctor’s  office.  Those  used  in  this  study 
were  the  following: 

1.  Bromsulfalein  Test.  In  the  past 
many  values  have  been  proposed  as  the 
upper  limit  of  normal  for  this  test.  There 
has  been  no  uniformity  in  the  size  of  the 
dose  given,  the  time  of  collection  of  speci- 
mens, and  the  expected  normal  variation. 
At  present,  acceptance  of  the  5 mg.  per 
kilo  dosage  is  general.  Dye  retention  is 
measured  after  a forty-five  minute  inter- 
val, and  retention  of  greater  than  5 per 
cent  is  considered  abnormal.  This  test 
gives  positive  results  where  liver  damage 
is  diffuse  and  extensive.  It  is  one  of  the 
sensitive  screening  tests  to  detect  early 
liver  involvement.  It  is  particularly  use- 
ful in  detecting  cases  of  latent  cirrhosis. 
It  is  of  interest  to  consider  the  signifi- 
cance of  borderline  values.  With  the  use 
of  a photo-electric  colorimeter  to  measure 
dye  retention,  minor  variations  and  de- 
grees of  dye  retention  may  be  perceived. 
In  our  office  patients  nearly  all  show 
values  under  2 per  cent  retention  at  the 
end  of  forty-five  minutes.  We  watch  more 
carefully  the  future  course  of  people  with 
suspected  liver  disease  with  values  near 
the  upper  limit  of  normal.  A stress  situ- 
ation, such  as  surgery,  may  convert  a 
borderline  bromsulfalein  retention  into 
one  which  is  definitely  abnormal. 

UROBILINOGEN  IN  THE  URINE 

The  significance  of  urobilinogen  in  the 
urine  was  called  to  our  attention  years 
ago  by  the  late  Foster  Johns. Later  at 
the  bedside  we  observed  the  material 
upon  whom  Allan  Eustis  " of  this  city  con- 
scientiously ran  urinary  urobilinogen  de- 
terminations. He  reported,  in  1927, 
15,000  urine  examinations.  He  found  that 
6 per  cent  showed  a 3 plus  reaction.  An 
additional  23  per  cent  were  1 and  2 plus. 
He  noted  the  association  of  positive  tests 
with  indicanuria.  His  figures  are  some- 
what difficult  to  compare  with  other 
series  since  the  test  was  performed  by 
boiling  the  urine  specimen.  He  attached 
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little  significance  to  a 3 plus  reaction  or 
a 1:150  Wallace  diamond  reaction.  Today 
a positive  1-40  is  considered  abnormal. 
The  best  methods  for  office  tests  are  the 
Wallace  diamond  technic  with  Ehrlich’s 
aldehyde  reagent  or  the  determination 
on  a 2 to  4 p.m.  urine  specimen  following 
the  quantitative  procedure  as  outlined  by 
Watson. 

The  test  for  urobilinogen  in  the  urine 
in  recent  reports  proved  its  usefulness  by 
detecting  early  viral  hepatitis  (Swift 
1950),^^  and  by  its  results  in  portal  cir- 
rhosis. Rickets  ® found  30  per  cent  of 
asymptomatic  portal  cirrhosis  positive  by 
this  method  and  70  per  cent  positive  in 
advanced  cases.  It  has  been  our  procedure 
to  rule  out  porphyrinuria  in  all  urine 
specimens  positive  for  urobilinogen. 

UROBILIN  IN  THE  URINE 

Comparatively  little  attention  has  been 
paid  to  the  presence  of  urobilin  in  the 
urine.  The  current  concept  favors  Wat- 
son ^ who  feels  that  urobilinogen  is  only 
formed  in  the  intestinal  tract  as  a re- 
duction product  of  bilirubin.  There  are 
several  forms  of  urobilinogen,  namely, 
mesobilirubinogen  and  stercobilinogen.  The 
first,  mesobilirubinogen,  oxidizes  to  pro- 
duce urobilin.  It  has,  therefore,  been  the 
opinion  that  urobilin  forms  in  old  urines 
from  urobilinogen  and  that  the  chemical 
would  not  be  present  in  freshly  voided 
specimens.  We  have  found  that  the  addi- 
tion of  Lugol’s  solution  to  such  urine 
many  times  results  in  the  demonstration 
of  abnormal  amounts  of  urobilin  when 
urobilinogen  is  not  present.  The  test  for 
urobilin  is  performed  by  first  precipitat- 
ing any  bilirubin  present  with  10  per 
cent  calcium  chloride.  To  the  filtrate  is 
added  a few  drops  of  Lugol’s  solution  and 
a saturated  solution  of  zinc  acetate  in 
alcohol.  After  centrifuging,  the  tube  is 
examined  in  the  beam  of  a microscope 
lamp  for  green  fluoresence.  Factors 
which  we  have  found  giving  rise  to  a 
false  positive  test  are:  (1)  Recent  pre- 
vious administration  of  vitamin  B.  (2) 
Delay  in  reading  the  test.  An  additional 
thirty  minutes  may  convert  a negative  to 
a positive.  (3)  The  addition  of  an  ex- 


cess of  zinc  acetate  in  suspension.  (4) 
Bilirubin  in  the  urine  unless  first  pre- 
cipitated by  calcium  chloride.  Another 
fact  is  that  a strong  test  gives  a pink- 
orange  color  when  viewed  by  direct  light 
and  a green  fluoresence  when  viewed  by 
indirect  light.  We  have  considered  any 
definite  green  fluoresence  to  be  a posi- 
tive test.  The  amount  of  urobilin  in  the 
urine  may  be  estimated  by  determining 
the  greatest  dilution  which  will  still  re- 
sult in  a positive  reaction.  We  feel  that 
normal  individuals  do  not  show  a positive 
test  for  urobilin  in  the  urine  and  that  the 
interpretation  of  a positive  test  is  like 
that  for  urobilinogen.  Urobilinuria  de- 
notes liver  dysfunction. 

The  other  liver  function  tests  con- 
sidered desirable  in  the  study  of  ambula- 
tory liver  patients  include:  Thymol  tur- 
bidity test,  cephalin  cholesterol  flocculation 
test,  bilinibin  in  urine-diazo  spot  test  of 
Godfried. 

STATISTICAL  DATA 

The  first  group  of  cases  reviewed  in- 
cludes 195  cases  studied  in  the  office  on 
whom,  among  other  studies,  a urine  test 
for  urobilin  was  performed.  In  about 
half  of  these  cases  liver  disorders  were 
suspected.  They  do  not  represent  a con- 
secutive group  of  new  patients.  Follow- 
ups are  available  on  the  majority. 

Of  this  group  of  195  cases  urobilinuria 
was  present  in  95 ; both  urobilin  and 
urobilinogen  were  found  in  113.  Of  the 
entire  195  cases,  66  were  felt  to  have 
definite  biliary  tract  disease;  37  showed 
questionable  liver  disease;  and  92  had  no 
liver  or  biliaiy  tract  disease.  In  the  95 
patients  with  urobilin  in  the  urine  final 
diagnoses  of  definite  liver  disease  were 
made  in  60  cases,  while  22  had  question- 
able liver  disease,  and  13  had  no  liver  dis- 
ease at  all. 

Of  66  cases  which  had  definite  symp- 
toms of  liver  disease,  28  had  hepatosis, 
18  had  fatty  livers,  10  cholelithiasis,  6 
acute  hepatitis,  1 chronic  hepatitis,  2 
heart  failure,  and  1 had  malaria.  Thus, 
these  figures  point  out  that  we  encoun- 
tered with  greatest  frequency  a type  of 
liver  disorder  not  described  in  current 
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texts  or  monographs. 

It  might  be  of  interest  to  review  the 
incidence  of  allergy  in  this  series.  Of  113 
cases  showing  urobilin  or  urobilinogen  in 
the  urine  17  were  allergic,  82  cases  were 
negative,  and  14  showed  evidence  of  clini- 
cal allergy. 

In  order  to  correct  any  impression  that 
a positive  test  for  urobilin  in  the  urine 
is  found  in  a large  proportion  of  patients 
studied  in  the  office  another  series  of  our 
cases  was  reviewed.  In  this  recent  group 
of  cases  the  test  was  performed  routinely 
on  all  new  office  admissions,  the  majority 
of  whom  had  gastrointestinal  complaints. 
In  100  cases  a positive  urobilin  was  found 
in  17.  The  chemical  nature  of  the  ma- 
terial in  the  urine  giving  a positive  test 
was  studied  by  precipitating  bilirubin  be- 
fore testing  for  urobilin  and  by  perform- 
ing a spot  test  on  the  urine  for  bilirubin 
by  the  Diazo  spot  test  of  Godfried. 

CASE  REPORTS 

It  may  be  of  interest  to  record  briefly 
several  types  of  clinical  pictures  encoun- 
tered in  hepatosis  eliminating  all  irrele- 
vant material.  These  patients  were  fol- 
lowed over  a long  period  of  time  and  were 
completely  studied. 

Case  No.  1.  Following’  a sumptuous  meal  of 
superabundant  food  and  drink  at  a famous  French 
New  Orleans  restaurant,  a young  male  physician 
was  examined  the  following  morning.  Nausea, 
giddiness,  and  pain  in  the  right  upper  quadrant 
were  present.  An  extremely  tender  liver  edge 
was  felt  3 fingers’  breadth  below  the  costal  mar- 
gin. Urine  urobilin  was  strongly  positive.  The 
symptoms  and  enlargement  of  the  liver  lasted  only 
twenty-four  hours.  Follow-up  over  a period  of 
years  showed  no  recurrence  of  symptoms. 

The  initial  response  to  this  case  was  to 
question  what  the  pathology  might  be  and 
what  the  liver  biopsy  might  be  expected 
to  show.  It  is  felt  that  the  only  pathology 
here  is  engorgement  of  the  liver  account- 
ing for  the  sudden  marked  variations  in 
size.  The  disturbed  physiology  is  probably 
related  to  the  delayed  gastric  emptying 
time  expected  after  the  ingestion  of  a 
large  fatty  meal  with  alcohol.  The  liver 
was  probably  working  overtime  to  accom- 
plish its  mission  in  digestion. 

Case  No.  2.  E.  B.,  a white  male  of  52,  was  ob- 
served over  a period  of  years  with  abdominal 


pain  resulting  from  food  allergy.  In  1953,  he  was 
seen  complaining  of  frontal  headache  after  eating 
watermelon.  The  liver  was  found  to  be  2 fingers’ 
breadth  enlarged.  Urinary  urobilin  was  positive. 
The  bi’omsulfalein  showed  0.08  per  cent  retention 
at  the  end  of  thirty  minutes.  The  headache 
promptly  cleared  and  liver  size  was  found  to  be 
normal  five  months  later. 

This  case  is  classified  as  acute  hepatosis 
which  is  part  of  an  acute  allergic  episode 
involving  the  liver. 

Case  No.  3.  G.  D.,  white  male  of  47,  presented 
symptoms  over  a long  period  of  time.  In  Septem- 
ber 1946,  there  was  weakness,  drowsiness,  and 
bloatedness.  The  urobilin  test  was  positive.  In 
November,  he  became  c«stive.  Urobilin  test  was 
again  strongly  positive.  In  April,  the  following 
year  he  developed  weakness  and  dyspepsia  after 
a trip  to  the  country  in  which  he  consumed  much 
greasy  food.  In  August  of  that  year,  he  reported 
dyspepsia  after  eating  seafood.  Urobilinogen  in 
the  urine  was  strongly  positive.  In  November 
1947,  there  was  arthralgia  with  a 3 plus  urobili- 
nogen in  the  urine.  February  1948,  following 
overwork  he  reported  weakness  and  dizziness. 
Urobilin  was  present  in  the  urine.  In  April  1953, 
he  stated  that  he  had  felt  tired  for  one  month. 
The  liver  edge  was  felt  for  the  first  time  en- 
larged 2 fingers’  breadth  below  the  costa!  margin. 
Allergens  were  eliminated  and  a low  fat  diet  or- 
dered. One  month  later  all  findings  were  nega- 
tive. This  patient  was  allergic  to  seafood,  water- 
melon, milk,  cabbage,  greasy  foods,  and  tomato 
gravies  by  repeated  clinical  trial.  The  usual 
laboratory  tests  and  gall  bladder  and  gastro- 
intestinal x-rays  were  negative. 

This  case  is  of  interest  because  he  presented 
at  one  time  or  another  all  the  symptoms  of  hepa- 
tosis, because  a definite  food  allergy  was  also 
present,  and  because  evidence  of  liver  enlarge- 
ment was  detected  more  than  six  years  after  the 
first  appearance  of  symptoms. 

Case  No.  Jf.  The  following  is  reported  to  illus- 
trate an  asymptomatic  chronic  hepatosis.  A white 
male  upon  routine  physical  examination  was 
found  to  have  a liver  edge  2 fingers’  breadth  be- 
low the  costal  margin.  He  was  a beer  drinker 
who  liked  to  eat  fats,  gravies,  and  fried  food. 
The  urine  showed  urobilin.  The  blood  cholesterol 
was  319.  Total  bilirubin  was  0.72.  No  brom- 
sufalein  was  retained  after  thirty  minutes.  Thy- 
mol turbidity  measured  7 units.  All  findings 
were  negative  after  two  months  on  a low  fat  diet. 

Case  No.  5.  The  patient  was  a white  male  who 
presented  himself  in  1946,  stating  that  he  was 
weak,  costive,  dizzy,  and  had  a dull  headache.  A 
tender  liver  edge  was  palpable  3 fingers’  breadth 
below  the  costal  margin.  The  urine  was  negative 
and  bromsulfalein  normal.  The  findings  cleared 
with  treatment.  A year  later  fatigue  and  head- 
ache recurred.  The  liver  edge  was  again  felt  3 
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fingers’  breadth  below  the  costal  margin.  Dur- 
ing a six  year  obsei'vation  period  there  have  been 
no  recurrences.  This  patient  had  a typical  picture 
without  urinai’y  findings. 

Case  No.  6.  The  patient  was  a 50  year  old  col- 
ored, mildly  diabetic,  obese  male.  In  1949,  the 
urine  was  strongly  positive  for  urobilinogen. 
There  was  3.8  per  cent  bromsulfalein  retained  in 
thirty  minutes.  In  1952,  he  was  asymptomatic. 
The  B.S.P.  was  1.3  per  cent  in  thirty  minutes. 
The  urine  was  strongly  positive  for  urobilin. 
This  year  a cholecystogram  was  done  and  revealed 
impaired  concentration  of  dye  and  a number  of 
small  stones.  The  finding  of  urobilin  and  uro- 
bilinogen in  the  urine  should  make  us  think  also 
of  the  possibility  of  gall  bladder  disease.  Several 
similar  cases  have  been  observed  of  gall  bladder 
disease  existing  without  indicating  its  presence 
by  means  of  biliai-y  colic  as  a signal. 

CONCLUSIONS 

1.  In  daily  office  practice  we  see  pa- 
tients with  liver  disorders  not  described 
in  the  literature. 

2.  The  term  hepatosis  is  proposed  to 
describe  these  reversible  liver  disorders. 

3.  Enlargement  of  the  liver  as  a diag- 
nostic aid  is  discussed. 

4.  The  presence  of  urobilin  in  the  urine 
is  found  to  be  of  great  significance  in  the 
diagnosis  of  early  liver  disease. 
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DISCUSSION 

Dr.  Murrel  H.  Kaplan  (New  Orleans)  : As  one 


who  has  been  intensely  interested  for  many  years 
in  diseases  of  the  liver,  I am  deeply  grateful  to 
Dr.  Shushan  for  bringing  out  several  enlightening 
and  illuminating  facts. 

First,  specialization  has  really  gone  far  in  cre- 
ating the  “Hepatologist”.  It  won’t  be  long  before 
we  will  see  the  rise  of  the  right  and  left  “lobulist” 
and  the  “interlobulist”. 

Secondly,  during  the  World  War  II,  we  had  the 
opportunity  to  confirm  Dr.  Shushan’s  statement 
on  palpation  of  the  liver  as  an  unreliable  index 
of  hepatic  enlargement.  There  were  many  who 
felt  that  a palpable  liver  was  paramount  to  a 
diagnosis  of  hepatitis.  We  attempted  to  show 
that  there  was  no  correlation  between  the  palpable 
liver  and  the  sign  by  x-ray  study:  that  there  was 
no  correlation  between  the  palpable  liver  and 
jaundice;  and  what  was  more,  individual  physi- 
cians varied  in  their  interpretation  of  what  they 
felt  in  the  upper  right  quadrant.  All  of  this  still 
met  with  the  shake  of  the  heads  from  the  late  Dr. 
Barker  of  Chicago  and  his  colleagues.  It  was 
really  not  until  Dr.  Roy  Turner  of  New  Orleans 
entered  the  picture  that  a more  sane  attitude  was 
taken  toward  the  palpation  of  the  liver  and  its 
relationship  to  disease. 

Third,  it  is  obvious  from  the  work  of  Dr.  Shu- 
shan that  bile  tract  dysfunction  is  just  as  com- 
mon as  our  older  physicians  claimed.  It  is  un- 
fortunate that  in  our  time,  most  of  us  have  lost 
ourselves  in  the  maze  of  x-rays  and  highly  spe- 
cialized examinations  and  have  brushed  aside  the 
more  simple  and  much  more  informative  tests 
such  as  those  for  urobilin  and  urobilinogen. 

“Hepatosis”,  as  I understand  Dr.  Shushan,  must 
mean  functional  or  noninfectious  biliaiy  disease. 
I am  reminded  of  a paper  by  Dr.  Wm.  Boyd,  Pro- 
fessor of  Pathology,  Univ.  of  British  Columbia, 
Vancouver,  at  a recent  meeting  of  the  American 
College  of  Physicians.  In  his  paper  on  collagen 
diseases,  he  remarked  that  there  were  two  schools 
of  thought.  The  “lumpers”,  those  who  felt  there 
was  a common  pathological  basis,  and  the  “split- 
ters” who  felt  that  each  had  a different  process. 
He  was  a “lumper”  so  far  as  collagen  disease  was 
concerned.  I am  a “lumper”  in  my  thoughts  on 
liver  disease. 

Time  does  not  permit  anything  but  a mere 
reference  to  the  great  work  on  “Stress”  by  Dr. 
Hans  Selye.  In  his  book,  hepatitis  is  listed  as  a 
disease  of  adaptation,  whose  common  etiological 
basis  is  stress. 

These  stressor  agents,  or  alarm  stimuli,  bring 
out  reaction  from  the  body,  which  we  call  re- 
sistance. This,  of  course,  varies  whether  it  is 
bacterial,  chemical,  or  functional,  but  its  effect 
upon  a specific  target  or  organ,  pathologically,  is 
similar. 

In  a recent  paper  on  pancreatitis,  it  was  my 
good  fortune  to  review  the  fact  that  the  pan- 
creas and  the  liver  were  anlages  of  the  duodenum. 
The  implications  of  their  common  embryologpcal 
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basis  was  mentally  stimulating. 

Anatomically  these  organs  have  essentially  the 
same  nerve  and  arterial  blood  supply.  (I  am 
aware  of  the  portal  vein  and  its  course  in  the 
liver).  Inasmuch  as  we  are  more  familiar  with 
the  diseases  of  the  duodenum,  the  most  common 
of  which  is  the  ulcer,  it  was  felt  that  with  the 
above  information,  we  were  at  the  threshold  of 
making  certain  statements  regarding  liver  dis- 
eases. 

If  duodenal  ulcer  is  accepted  as  a disease  of 
poor  adjustment  or  adaptation,  (as  most  of  us 
have),  should  not  organs,  embryologically  from 
a common  stalk,  having  the  same  nerve  and  blood 
supply,  be  expected  to  act  and  react  physiologic- 
ally to  certain  stimuli  in  like  manner?  If  we  can 
answer  this  satisfactorily,  we  can  probably  clear 
up  some  of  the  mystery  of  “hepatosis”. 

O 

AUTONOMIC  DYSPHONIA  * 
SAMUEL  ZURIK,  M.  D. 

New  Orleans 

Ever  since  Garcia  first  succeeded  in 
visualizing  his  own  vocal  cords,  laryngeal 
function  has  been  the  subject  of  most 
careful  and  detailed  study.  Anatomists, 
physicists,  otolaryngologists,  voice  teach- 
ers, and  engineers,  have  contributed  much 
to  our  present  day  knowledge  of  the  lar- 
ynx, and  have  demonstrated  the  dual  func- 
tion of  this  organ;  namely,  in  tone  pro- 
duction, and  as  the  watchdog  of  the  tra- 
cheobronchial air  passageway. 

As  physicians,  our  training  for  the  rec- 
ognition and  treatment  of  speech  disorders 
has  been  strictly  limited  to  the  visual  ap- 
proach. We  have  become  thoroughly  fa- 
miliar with  the  appearance  of  the  vocal 
cords  by  either  the  direct  or  indirect  view. 
Our  understanding  of  vocal  cord  function 
is  based  only  on  what  we  hear  in  our 
patient’s  voices,  and  what  is  related  to 
the  appearance  of  the  larynx  with  the 
tongue  forcibly  projected.  Is  this  circum- 
stance conducive  to  true  appreciation  of 
the  vocal  problem?  We  hear  vocal  symp- 
toms every  day.  Are  we  able  to  evaluate 
them  fully  with  our  present  understanding 
of  laryngeal  function?  Inertia  and  will- 
ingness to  accept  time  worn  theories  have 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 


fostered  ingenious,  albeit  poorly  supported 
reasons,  for  disorders  of  speech. 

Since  it  has  been  considered  that  vocal 
tone  is  produced  solely  by  the  action  of 
the  vocal  cords,  efforts  have  been  con- 
stantly made  to  solve  all  vocal  problems 
by  relating  them  to  the  action  and  appear- 
ance of  the  vocal  cords.  So  many  vocal 
disabilities  have  been  and  are  still  being 
attributed  completely  to  organic  laryngeal 
pathology,  that  it  behooves  us  to  re- 
examine some  of  our  long  accepted  con- 
cepts. 

The  larynx  is  neither  anatomically  nor 
physiologically  independent,  but  must  be 
considered  as  an  integrated  part  of  the 
human  biological  system. 

The  voice  plays  a singularly  important 
part  in  human  expression.  Not  only  is  it 
influenced  by  respiration,  which  is  con- 
trolled by  the  autonomic  nervous  system, 
but  since  the  voice  is  a form  of  emotional 
expression,  it  is  vulnerable  to  any  path- 
ologic condition  which  disturbs  the  emo- 
tional life.  The  act  of  vocalization  is  a 
function  of  the  total  personality  in  its  re- 
sponse to  varied  situational  and  environ- 
mental influences. 

While  it  is  important  to  distinguish 
dysphonia  of  pure  organic  origin  from 
vocal  dysfunction  of  psychosomatic  origin, 
this  attempt  is  usually  most  difficult.  Any 
strain,  any  change  in  vocal  range  or  in- 
tensity which  surpasses  physiological  lim- 
its, irritates  the  vocal  cords  and  produces 
changes  in  their  basic  appearance. 

At  this  point,  I should  like  to  make  it 
clear  that  I do  not  wish  to  give  the  im- 
pression that  I regard  all  or  even  most 
cases  of  dysphonia  to  be  on  an  emotional 
etiology.  It  is  my  purpose  to  stimulate 
interest  in  a most  frequently  occurring 
phenomenon,  whose  recognition  is  based 
on  suspicion  and  knowledge. 

Emotional  disturbances,  through  their  ef- 
fect on  the  autonomic  ner\'ous  system,  can 
produce  vocal  cord  dysfunction.  Instances 
of  functional  nature,  as  cited  later,  will 
demonstrate  where  personality  rehabilita- 
tion and  reassurance  were  effectively  ap- 
plied, and  the  vocal  dysfunction  ameli- 
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orated.  It  will  also  be  noted,  that  despite 
the  dearth  of  organic  pathology,  varia- 
tions of  interpretation  as  to  the  cause  of 
the  dysphonia  were  numerous.  The  most 
frequent  diagnoses  were  laryngitis,  myas- 
thenia laryngis,  vocal  nodules,  thickened 
vocal  cords,  contact  ulcer,  and  others  of 
more  or  less  far  flung  imagination. 

It  immediately  becomes  apparent  that 
there  is  real  need  to  survey  the  individual 
as  a whole.  Such  investigations  must  in- 
clude a careful  history,  a complete  exami- 
nation, and  an  appraisal  of  the  social, 
emotional,  and  economic  adjustments  of 
the  individual.  In  our  role  as  physicians 
with  ever  broadening  horizons,  we  must 
at  least  recognize  the  presence  of  individu- 
al maladjustments  and  their  ability  to 
produce  vocal  dysfunction.  Rational  key 
therapy  can  be  administered  only  if  such 
a procedure  is  followed.  It  is  not  only 
useless,  but  illfounded  to  treat  these  dys- 
functions by  unnecessary  and  potentially 
harmful  medical  and  surgical  procedures. 

We  must  consider  that  the  autonomic 
nervous  system  has  a direct  effect  on  the 
function  of  the  vocal  cords,  since  the  va- 
gus ner\'es  through  its  laryngeal  branches 
innervate  the  intrinsic  laryngeal  muscula- 
ture. It  is  my  concept  that  myasthenia 
larjmgis,  without  generalized  myasthenia 
gravis,  and  the  formation  of  a certain  per- 
centage of  vocal  nodules  and  contact  ul- 
cers, actually  represents  progressive  dy- 
namic phenomena  brought  about  through 
the  abnormal  stimulation  of  the  autonomic 
nervous  system,  and  its  direct  effect  on 
the  function  of  the  vocal  cords.  The  pro- 
gression of  vocal  cord  difficulty  commenc- 
ing with  symptomatic  referral  from  con- 
flict, to  reversible  and  finally  irreversible 
changes,  is  comparable  to  similar  findings 
in  the  gastrointestinal  tract  ranging  from 
the  peristaltic  belly-ache  to  the  irritable 
mucusproducing  colon,  to  the  final  stages 
of  ulcerative  colitis. 

The  individuals  whom  I am  about  to 
consider  demonstrated  anxiety  in  one  form 
or  another  far  overshadowing  their  phj^si- 
cal  state.  They  were  tense,  restless  indi- 
viduals, appearing  ill  at  ease,  perspiring 


freely,  always  fatigued,  and  usually  asso- 
ciated with  varying  degrees  and  manifes- 
tations of  gastrointestinal  and  cardiovas- 
cular difficulties.  Visualize  the  tense,  anx- 
ious individual  with  the  complaint  of 
tight  throat,  power  lacking  strained  voice, 
and  above  all  the  irregularities  of  pitch. 
The  vocal  cord  manifestations  in  this  stage 
are  sparse,  and  may  only  reveal  some  in- 
jection of  the  approximating  margins. 
These  manifestations  are  primarily  symp- 
toms of  the  patient’s  emotional  tensions 
and  the  misdirected  efforts  to  project  his 
voice  through  laryngeal  actions.  He  util- 
izes the  voluntary  musculature  of  his 
throat  and  neck  muscles  in  attempts  to 
increase  the  carrying  power  of  his  voice. 
All  to  little  avail,  for  the  exaggerated 
pressure  produces  tense  adduction  of  the 
vocal  cords  with  friction  which  is  an  in- 
hibitory mechanism.  Thus  the  mechanism 
of  vocal  nodules  and  contact  ulcer  forma- 
tion becomes  more  readily  understandable. 

In  Jackson  and  Jackson  “Diseases  of  the 
Nose,  Throat  and  Ear”,  published  in  1945, 
it  is  stated  that,  “The  exciting  cause  of 
myasthenia  laryngis  is  trauma  in  the  form 
of  vocal  abuse  as  a result  of  overworking 
the  thyro-arytenoid  muscles”.  Contact  ulcer 
of  the  larynx  is  chiefly  caused  by  the  ham- 
mering of  one  cartilagenous  vocal  process 
against  the  other,  traumatizing  the  thin 
mucosal  covering.  “Vocal  nodules  are  due 
to  singing  or  speaking  out  of  normal  vocal 
register,  or  attempting  to  produce  volume 
of  greater  than  normal  capacity.” 

It  is  my  contention  that  while  vocal 
abuse  does  produce  the  above  disease  proc- 
esses, one  should  look  for  other  than  phy- 
sical reasons  in  many  instances  as  the 
cause  of  such  laryngeal  pathology.  The 
etiology  of  these  lesions  is  still  obscure — 
for  even  on  thorough  examination  we  can 
see  a nodule  or  ulcer  without  actual  con- 
tact or  overriding.  Though  strained  voice 
and  faulty  vocal  habits  are  frequently  giv- 
en as  the  cause,  this  is  not  always  the  case. 
In  my  experience,  I have  seen  contact 
ulcers  and  nodules  appear  rather  suddenly 
during  a period  of  “shock  reaction”,  with 
subsequent  complete  disappearance  follow- 
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ing  the  period  of  readjustment,  without 
the  use  of  surgical  intervention.  Particu- 
larly in  the  so-called  “contact  ulcer’’,  could 
this  not  be  on  a vascular  basis  through 
the  production  of  ischemia  by  vasospasm? 
The  theory  of  autonomic  dysfunction  with 
psychological  imbalance  does  not  appear 
far  fetched. 

The  inadequate  individual,  may,  through 
over  control  of  the  autonomic  nervous  sys- 
tem, produce  the  pictures  of  organic  lar- 
yngeal pathology.  Therefore,  I feel  that 
before  surgery  is  offered,  it  behooves  us 
as  physicians  to  determine  if  we  are  faced 
with  a basic  neurosis  or  true  vocal  abuse. 
Surgery  on  the  anxious  neurotic  should  be 
withheld  as  a last  measure,  and  only  when 
insight  has  been  given.  In  the  majority 
of  these  cases  the  vocal  disorder  is  so 
interrelated  with  personality  difficulties, 
environmental  problems,  and  emotional 
conflicts,  that  the  prognosis  at  best  is 
poor.  We  must  train  ourselves  to  recog- 
nize these  personality  disorders  as  related 
to  vocal  problems,  and  as  such,  weigh  the 
relative  importance  of  functional  versus 
organic  pathology.  In  few  of  these  cases 
can  the  laryngologist  alone  administer  ade- 
quate therapy.  In  an  attempt  to  develop 
a better  integrated  and  more  mature  per- 
sonality, psychiatric  collaboration  is  high- 
ly advisable.  In  conjunction  with  reassur- 
ance and  vocal  exercises  by  the  laryngolo- 
gist, this  will  provide  the  basis  for  a 
more  favorable  prognosis. 

CASE  REPORTS 

Case  No.  1. — A 42  year  o'd  clergyman  with  pro- 
gressive vocal  difficulty  manifested  by  pitch 
fluctuations  with  varying  degrees  of  hoarseness. 
On  occasion,  his  vocal  efforts  would  be  barely 
audible.  Difficulties  became  more  extreme  during 
the  reading  of  the  prayers  than  on  delivery  of 
the  sermon.  Speech  efforts  were  accompanied  by 
progressive  expenditure  of  actual  physical  energy 
with  increasingly  poorer  vocal  results.  He  finally 
developed  a caiTy-over  of  speech  difficulties  into 
conversation. 

The  patient  was  seen  by  an  otolaryngologist 
who  made  a diagnosis  of  “laryngitis”  and  started 
a regimen  of  vocal  rest,  inhalations,  and  instilla- 
tions. This  had  little  effect  on  the  vocal  quality, 
for  despite  prolonged  periods  of  abstinence  from 
vocalization,  his  weekly  attempts  thereat  became 
less  audible  to  his  congregation. 

When  first  seen  by  the  author,  the  patient  ap- 


peared as  an  extremely  tense  and  very  anxious 
individual.  Marked  physical  effort  on  his  part 
was  required  for  recounting  his  symptoms,  dur- 
ing which,  the  patient  was  continually  drying 
his  hands  with  his  handkerchief.  The  voice  showed 
fluctuating  pitch  even  in  ordinary  conversation. 
A physical  examination  failed  to  reveal  any  posi- 
tive findings,  except  for  moderate  injection  of  the 
approximating  edges  of  the  vocal  cords  and  some 
thickening.  Because  of  such  a dearth  of  find- 
ings, a diagnosis  of  functional  dysphonia  was  con- 
sidered at  this  time. 

Since  shortly  thereafter,  the  patient  was  con- 
templating a trip  which  would  carry  him  within 
the  vicinity  of  one  of  the  nation’s  leading  medical 
centers,  I urged  him  to  seek  consultation  there. 
Soon  after,  a confidental  letter  from  one  of  our 
leading  colleagues  sustained  my  impression  of 
functional  aphonia. 

Still  seeking  another  opinion,  the  patient  con- 
sulted with  another  laryngologist,  who  made  the 
diagnosis  of  “vocal  nodules”.  For  a time,  how- 
ever, this  obscured  the  true  picture,  for  here  at 
last  a sound  organic  diagnosis  was  suggested. 

With  consideration  for  his  profession,  I de- 
layed any  recommendations  for  other  than  six 
weeks  of  vocal  rest.  Following  this  period,  with 
no  apparent  improvement,  I told  him  that  I con- 
sidered his  difficulties  functional  in  nature  and 
probably  resulting  from  some  emotional  conflict. 
My  recommendation  for  psychiatric  aid  was  ac- 
cepted by  the  patient. 

Then  followed  prolonged  psychiatric  analysis 
which  revealed  a neurotic  pattern  developed  dur- 
ing early  childhood  as  the  result  of  an  overpro- 
tective  and  domineering  mother  who  instilled  in 
her  son  a fanaticism  that  “he  had  to  be  better 
than  anybody”.  When  he  realized  that  he  was 
not  measuring  up  to  this  standard,  the  compulsion 
to  achieve  marked  success  made  him  try  harder. 
The  tension  kindled  into  feelings  of  frusti’ation 
and  conflict.  His  resentment  to  the  pulpit,  and 
his  unconscious  hostility  to  his  life  as  a clergyman 
was  best  achieved  through  vocal  difficulty.  For, 
if  unable  to  speak,  there  was  justification  for 
capitulation. 

At  the  present  time,  as  a result  of  the  reassess- 
ment of  values  and  personality  integration  through 
analysis,  and  periodic  reassurance,  the  patient’s 
voice  has  resumed  strength  and  clarity  with  con- 
siderably better  control  over  the  pitch. 

Case  No.  2. — A 51  year  old  white  male  with  pro- 
gressive dysphonia  which  began  five  months  be- 
fore bis  visit  to  my  office,  had  maintained  a posi- 
tion as  foreman  of  a large  construction  firm. 
With  vocal  difficulty,  he  became  progressively 
more  reluctant  to  talk  with  his  workers.  He  took 
to  alcohol'  in  large  quantities.  Prior  recommen- 
dations were  direct  laryngoscopy  with  “stripping 
of  the  vocal  cords”. 

Examination  revealed  a markedly  tense  and 
anxious  individual.  Aside  from  slight  thickening 


62 


ZuRiK — Autonomic  Dysphonia 


of  the  vocal  cords  and  some  injection  of  the  con- 
tacting edges,  there  was  no  pathology  noted. 
Every  portion  of  the  larjngopharynx  and  the 
trachea  was  visible  to  mirror  examination. 

The  lack  of  sufficient  findings  and  the  extx’eme 
anxiety  and  tension  of  the  patient  made  evident 
the  diagnosis  of  a conversion  hysteria  based  on 
some  emotional  conflict.  It  was  my  opinion  that 
direct  laryngoscopy  offered  nothing  in  the  diag- 
nosis of  this  case,  and  that  “stripping  of  the  vocal 
cords”  would  have  given  this  patient  an  organic 
defense  against  his  conflict.  It  was  therefore 
recommended  that  he  undergo  phychiatric  help. 

Before  accepting  this  advice,  he  visited  an  alert 
laryngologist  in  Mississippi,  who  confirmed  my 
findings,  and  also  felt  that  any  surgical  inter- 
vention (diagnostic  or  therapeutic)  was  conti’a- 
indicated,  and  that  this  patient  could  only  be 
helped  by  psychiatric  counsel. 

Case  No.  3. — A 35  year  old  unmarried  white 
female  complained  of  periodic  loss  of  voice  over 
the  past  five  years.  During  these  years,  she  saw 
other  otolaryngologists  with  varying  diagnoses  of 
laryngitis,  vocal  fatigue,  nodules,  and  voice  sti’ain. 

Her  complaints  commenced  shortly  after  her 
recently  widowed  sister  and  three  children  had 
moved  in  with  the  patient,  who  was  already  sup- 
porting her  mother  and  cardiac  invalid  father. 

Examination  revealed  a very  tense,  rather  obese 
female,  perspiring  freely,  and  with  marked  carotid 
pulsation.  There  was  severe  dysphonia.  The  vocal 
cords  were  normal  in  appearance,  but  moved  very 
little  on  respiration.  However,  with  cough,  there 
was  no  doubt  as  to  the  full  range  of  their 
motility. 

The  patient  was  given  reassurance,  placed  on 
vocal  rest,  and  requested  to  return  within  one 
week.  On  her  second  visit,  there  was  still  some 
dysphonia,  although  considerably  better.  The  ten- 
sion and  anxiety  were  still  apparent,  although 
somewhat  ameliorated.  Since  examination  again 
failed  to  reveal  organic  vocal  pathology,  I decided 
to  tactfully  acquaint  her  with  my  impression, 
namely,  that  this  was  an  hysterical  manifestation 
without  organic  reason. 

The  case  history  was  more  carefully  searched, 
and  my  convictions  were  strengthened  that  there 
was  a true  conflict  between  her  frustrated  desires 
and  the  knowledge  of  obligations  to  her  family. 
Her  anger  at  being  placed  in  such  a position,  and 
her  inability  to  express  resentment  at  home, 
brought  about  the  dysphonia  as  an  unconscious 
compromise  by  an  increase  of  attention  on  the 
part  of  her  family.  The  dysphonia  was  both  the 
expression  and  way  of  dealing  with  the  conflict. 

Clarification  of  her  position  and  explanation  of 
the  mechanics  of  her  dysphonia,  with  reassurance, 
brought  about  a resumption  of  normal  voice.  She 
has  been  free  of  dysphonia  for  longer  than  one 
year. 

Case  No.  J/. — A 56  year  old  white  male  employed 
as  postmaster  of  Class  II  Postoffice.  He  was 


troubled  with  intermittent  dysphonia  for  approxi- 
mately one  year  with  periods  of  exacerbation  and 
improvement.  He  was  a very  tense  and  anxious 
individual  with  additional  complaints  localized  to 
his  intestinal  tract  and  frequently  accompanied 
by  palpitations.  His  position  as  postmaster  had 
proved  most  trying,  since  business  in  the  post- 
office  increased  considerably,  and  the  help  situ- 
ation became  more  critical. 

Examination  revealed  a right  vocal  cord  that 
was  slightly  injected  on  its  contact  surface,  and 
somewhat  thickened  compared  to  the  left  cord. 
There  was  no  impairment  of  motility. 

The  patient  was  given  reassurance  that  there 
were  no  neoplasia  and  that  the  dysphonia  was 
produced  through  tension  and  anxiety  over  his 
health  and  his  job.  He  was  placed  on  physical 
and  vocal  rest  for  a period  of  two  weeks,  follow- 
ing which  he  was  given  a series  of  vocal  exercises 
to  perform  at  home  in  addition  to  encouragement 
to  sing. 

He  showed  steady  and  sustained  improvement 
in  his  voice. 

I trust  that  I have  made  clear  the  inter- 
relationship between  conflict  and  dyspho- 
nia. It  is  my  thought  that  where  unneces- 
sary surgery  is  performed,  a permanent 
fixation  may  be  created.  With  emotional 
conflict  as  the  etiology  of  these  vocal  prob- 
lems, surgery  in  these  cases  would  render 
the  approach  to  the  true  cause  much  more 
difficult.  Promiscuous  and  useless  surgery 
has  the  positive  tendency  to  make  the 
actual  conflict  less  accessible  to  the  pa- 
tient’s awareness  since  the  vocal  cord  dys- 
function was  a curtain  concealing  the  con- 
flict. 

In  conclusion,  these  are  cases  which  we 
must  be  prepared  to  recognize  and  help. 
Such  individuals  cannot  immediately  be 
referred  to  a psychiatrist,  but  must  be 
helped  in  the  beginning  by  the  physician 
who  is  in  a position  to  prepare  the  patient 
to  face  his  problem. 

DISCUSSION 

Dr.  Harold  L.  Kearney  (New  Orleans)  : I agree 
with  Dr.  Zurik  that  there  is  generally  an  emo- 
tional background  in  the  etiology  of  both  vocal 
nodules  and  contact  pathology  of  the  larynx. 
The  emotionally  disturbed  patient  almost  con- 
stantly talks  or  yells  through  a glottic  spasm  and 
this  combination  is  probably  the  usual  cause  of 
vocal  nodules  or  contact  ulcers. 

In  a paper  entitled  “Psychophonasthenia” 
(Transactions  of  the  American  Laryngological, 
Rhinological  and  Otological  Society,  1941)  by  the 
late,  able  and  beloved  pioneer  in  the  study  of 
speech  disturbances  Dr.  James  Sonnett  Greene, 


Hansen,  Weaver — Arteriosclerotic  Hearts  at  Work 


63 


there  are  some  remarks  in  discussion  by  Dr.  J.  E. 
McAskiir  who  says:  “The  production  of  speech  is 
a complex,  finely  balanced  muscular  activity  where 
many  groups  of  muscles  must  be  perfectly  har- 
monized. Involved  are  the  muscles  of  breathing, 
of  vocalization,  and  of  articulation.  All  these 
groups  of  muscles  must  be  perfectly  harmonized, 
if  one  is  to  have  that  smooth  co-ordination  of  a 
well-oiled  machine  that  pours  out  a streamlined 
speech.  Now,  let  an  emotional  turmoil  enter  the 
picture, — say, — fear  of  one’s  speech, — and  some- 
thing happens  at  the  control.  The  physiological 
reaction  in  the  nuclear  cells  is  still  a mystery 
but  we  do  know  there  is  an  interruption  or  a 
change  in  the  character  of  the  impulses  to  the 
end  organs,  impulses  running  wild,  which  throw 
co-ordination  out  of  gear.  The  muscles  go  into  a 
riot.  There  is  speechlessness  or  one  throws  out 
a jumble  of  mutilated  words.  The  trouble  is  in 
the  control,  not  in  the  vocalizing  machine.” 

My  compliments  to  Dr.  Zurik  for  his  able 
presentation  of  his  subject. 

ARTERIOSCLEROTIC  HEARTS 
AT  WORK  * 

HOWARD  HANSEN,  M.  D. 

N.  K.  WEAVER,  M.  D. 

Baton  Rouge 

INTRODUCTION 

During  recent  years  there  has  been  in- 
creasing awareness  by  both  physicians 
and  laymen  that  patients  with  arterio- 
sclerotic heart  disease  are  not  necessarily 
doomed  to  a state  of  invalidism,  dependen- 
cy, and  early  demise.  We  now  realize  that 
in  most  cases  the  diagnosis  of  myocardial 
infarction  or  angina  is  compatible  with 
many  years  of  continued  existence,  and, 
under  proper  circumstances,  with  many 
years  of  productive  employment. 

Cardiac  patients  have  been  gainfully 
employed  at  the  Esso  Refinery  in  Baton 
Rouge.  During  the  past  three  years  we 
have  used  physical  capacities  matched 
with  the  physical  demands  of  the  jobs  for 
proper  placement  of  the  partially  disabled 
employees.  The  method  will  be  described 
in  Part  I and  the  results  in  Part  II  of  this 
presentation. 

PART  I 

JOB  PLACEMENT  OF  THE  PARTIALLY  DISABLED 

Development  of  Present  Method 

Five  years  ago  there  were  on  record 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 


465  employees  with  all  types  of  physical 
disability  who  could  not  or  would  not  per- 
form all  the  physical  effort  required  of 
their  assignments  because  of  actual  or 
alleged  physical  disability.  The  employee 
with  arteriosclerotic,  phychogenic  and/or 
iatrogenic  cardiac  disability  was  difficult, 
if  not  impossible,  to  place  in  a productive 
assignment. 

The  philosophy  of  achieving  proper 
placement  of  employees  with  partial  dis- 
abilities can  be  stated  briefly : 

1.  The  presence  or  absence  of  physical 
disability  is  not,  per  se,  of  particular  sig- 
nificance. 

2.  Whether  or  not  the  physical  disabili- 
ty possessed  by  an  employee  interferes 
with  the  performance  of  his  assigned  task 
is  of  the  greatest  significance. 

3.  If  an  employee  possesses  sufficient 
physical  capacities  to  meet  all  the  physical 
demands  placed  on  him  by  his  job,  full 
performance  is  possible  despite  the  pres- 
ence of  disability. 

4.  The  physical  capacities  (abilities  to 
perform  physical  acts)  of  employees  and 
the  physical  demands  placed  on  employees 
by  jobs,  may  be  evaluated  and  expressed 
objectively. 

A search  of  the  literature  revealed  that 
the  method  of  Hanman  ^ could  be  tailored 
and  modified  to  suit  our  needs.  In  October 
of  1951,  an  engineer  was  assigned  the  task 
of  gathering  data  on  the  physical  demands 
of  the  jobs  in  the  Refinery.  The  plant 
physicians  set  about  to  determine  the  phy- 
sical capacities  of  the  employees  who  were 
not  performing  the  full  requirements  of 
their  jobs. 

The  Method 

The  physical  demands  (Fig.  1 to  5)  in 
terms  of  hours  per  day  are  matched  (Fig. 
6.)  with  the  physical  capacities  of  the 
man.  Each  form  has  identical  headings 
and  the  terminology  has  the  same  mean- 
ing for  laymen  and  physicians.  A booklet 
describing  this  method  of  coping  with  the 
problem  of  occupational  handicaps  was 
prepared  and  discussions  were  held  with 
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all  the  supervisors  and  foremen.  Proper 
placement  promotes  efficiency  (Fig.  7). 
Improper  placement  is  poor  business  (Fig. 
8) . New  life  was  given  to  the  handicapped 
people  in  our  plant  because  they  were  at 
last  being  assigned  to  productive  work 
within  their  capacities. 

Discussion 

The  etiology  of  an  occupational  handi- 
cap is  of  no  practical  value  to  the  fore- 
man, the  superintendent,  or  the  employ- 
ment manager.  Frequently,  it  is  a disad- 
vantage because  the  experience  and  popu- 
lar beliefs  of  the  laymen,  especially  con- 
cerning heart  disease,  are  misleading.  The 
negative  evaluation  of  physical  capacities, 
in  our  experience,  has  proved  equally  in- 
effective because  the  foreman  and  others 
responsible  for  the  employee  cannot  effec- 
tively interpret  the  capacities  by  knowing 
the  incapacities.  We  also  believe  that  the 
average  physician  has  not  been  trained  in 
properly  evaluating  the  cardiac  patient’s 
residual  capacity  and  he  has  been  overly 
cautious.  He  has  established  unwarranted 
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fears  on  the  part  of  employers  and  his 
patients. 

Matching  the  physical  capacities  with 
the  physical  demands  of  the  jobs,  for  the 
first  265  cases  of  alleged  partial  disability 
for  any  reason,  resulted  in  only  23  re- 
assignments of  work. 

The  present  status  of  these  employees 
can  be  summarized  as  follows : 


A. 

Died 

Number 
OF  Cases 
2 

Percent 

0.8 

B. 

Totally  incapacitated 
for  any  assignment 

13 

4.9 

C. 

Found  to  have  full 
physical  capacities 

89 

33.6 

D. 

Pai-tially  disabled  but 
100%  effective  in 
present  assignment 

99 

37.3 

E. 

Partially  disabled — 
85%  to  95%  effective 
in  present  assignment 

16 

6.0 

F. 

Partially  disabled — 
65%  to  85%  effective 
in  present  assignment 

27 

10.2 

G. 

Partially  disabled — 
50%  to  65%  effective 

19 

7.2 

265 

100.0% 

The  success  of  our  type  of  “Work 
Classification  Unit”  is  dependent  upon  the 
qualifications  of  the  medical  staff  to  eval- 
uate properly  the  abilities  of  the  patient 
and  to  communicate  an  understanding  of 
these  abilities,  with  qualifications  when 
indicated,  to  the  management.  The  evalu- 
ating physicians  should  have  training  and 
experience  in  internal  medicine  and  cardi- 
ology and  the  necessary  diagnostic  aids  to 
evaluate  the  total  capacities  of  the  patient. 
The  industrial  physicians  always  obtain 
competent  consultations,  whenever  pru- 
dent, to  satisfy  the  patient  or  his  attend- 
ing physician. 

The  physical  demands  of  the  various 
types  of  jobs  are  not  usually  objectively 
evaluated  even  by  a physician  in  industry. 
We  would  like  to  summarize  the  maxi- 
mum, minimum,  and  average  demands  for 
the  major  exertion  factors  of  the  more 
strenuous  laboring  types  of  jobs  in  our 
plant : 

The  maximum  amount  of  walking  re- 
quired of  any  carpenter  in  our  plant  is 
two  and  one-half  hours  per  day.  The 
maximum  time  it  would  require  him  to 
walk  up  steps  or  ascend  ramps  is  one  hour 
per  day.  The  maximum  time  he  would  be 
lifting,  carrying  or  pushing  and  pulling 
the  equivalent  of  1 to  25  pounds  would  be 
six  hours;  of  26  to  75  pounds  two  hours; 
over  75  pounds,  twenty  minutes  (Fig.  9). 


FIGURE  9 


PHYSICAL  DEMANDS  OF 

CARPENTERS’  JOBS 

Hours  per  Day 

Max. 

Min. 

Ave. 

Walking 

2 1/2 

1 1/2 

2 

Ascending  stairs,  etc. 

1 

1/2 

3/4 

1 to  25# 

6 

1 

2 

Lifting 

and 

26  - 75# 

2 

0 

1 

Carrying 

Over  75# 

1/3 

0 

1/6 

«?-O50 

Usually  the  exertion  is  spread  over  sever- 
al periods  in  a day  but  never  exceeds 
these  factors  of  time  and  exertion  in  any 
eight  hour  period. 
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Similar  physical  demands  are  shown  in 
Figures  10  and  11  for  pipefitters  and  gen- 


Fl  CURE  10 


PHYSICAL  DEMANDS  OF 

PIPE  FITTERS' 

JOBS 

Hours  per  Day 

Max. 

Min. 

Ave. 

Walking 

5 

1/2 

2 

Ascending  stairs,  etc. 

1 1/2 

0 

1/2 

1 to  25# 

6 

1 

4 

Lifting 

and 

26  - 75# 

1 

0 

1 

Carrying 

Over  75# 

3 

0 

1/6 

82-oeo 

FIGURE  11 


PHYSICAL  DEMANDS  OF 
GENERAL  LABORERS'  JOBS 

Hours  per  Day 

Max. 

Min. 

Ave. 

Walking 

4 

1 

2 

Ascending  stairs,  etc. 

1/2 

0 

1/5 

1 to  25# 

8 

0 

5 

Lifting 

and 

26  - 75# 

3 

0 

1 

Carrying 

Over  75# 

1/2 

0 

1/10 

52-059 

eral  laborers. 

In  figure  12  we  have  shown  the  physi- 
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CAPACITIES  IN  HOURS/ DAY  NEEDED  TO 
DO  90%  AND  50%  OF  ALL  MANUAL 
LABOR  JOBS  (Skilled  & unskilled  included) 

Hours  per  Day 

90% 

50% 

Standing 

6 

4 

Walking 

Ascending  stairs 

3 

1 1/2 

or  ramps 
Climbing  (use  of 

1 

1/5 

arms  & legs) 

1 

1/5 

Lifting  up  to  75# 

2 1/2 

1 

Carrying  up  to  75# 

82-057 

1 

1/5 

cal  demands  necessary  to  perform  90  and 
50  per  cent  of  the  manual  labor  jobs  in 
the  plant. 

P.\RT  II 

ANALYSIS  OF  THE  RESULTS  OF  SELECTIVE 
PLACEMENT  OF  EMPLOYEES  WITH 
ARTERIOSCLEROTIC  HEART  DISEASE 

This  report  is  based  on  an  analysis  of 
82  employees  at  the  Baton  Rouge  Refinery 


who  are  listed  in  our  current  disability 
file  as  having  angina  pectoris  or  healed 
myocardial  infarction,  and  who  have  been 
at  work  a period  of  six  months  or  more 
since  the  onset  of  symptoms  of  cardiac 
disease.  The  50  cases  of  myocardial  in- 
farction all  have  the  characteristic  electro- 
cardiographic changes  (questionable  cases 
having  been  discarded)  and  a history 
which  permits  determination  of  time  of 
onset  of  the  condition.  The  32  patients 
with  angina  have  a typical  clinical  history 
of  exertional  chest  pain,  and  in  all  cases  the 
diagnosis  is  supported  by  ECG  abnormali- 
ties, which  may  be  apparent  only  follow- 
ing a Master’s  exercise  test.  All  of  the 
employees  have  been  placed  in  a job  as- 
signment commensurate  with  their  capa- 
cities, where  they  have  worked  six  months 
or  longer.  Our  experience  indicates  that 
if  a patient  with  arteriosclerotic  heart 
disease  survives  the  acute  period  of  in- 
farction or  coronary  insufficiency  and  is 
able  to  resume  work  and  be  actively  em- 
ployed six  months,  his  prognosis  for  con- 
tinued ability  to  work  is  good. 

Age  of  Onset 

Figure  13  shows  the  distribution  of 


FIGURE  13 


AGE  AT  ONSET 

MYOCARDIAL 
INFARCTION 
(50  Cases) 

ANGINA 
PECTORIS 
(32  Cases) 

30  - 39  Years 

7 

2 

40  - 49  Years 

15 

12 

50  - 59  Years 

24 

16 

60  - 64  Years 
%7  .oao 

4 

2 

cases  according  to  age  at  time  of  onset  of 
arteriosclerotic  heart  disease.  Seven  of 
the  infarcts  occurred  before  the  age  of 
forty,  the  youngest  being  thirty-two;  the 
oldest  was  sixty-four.  The  company’s  re- 
tirement age  is  sixty-five.  In  most  in- 
stances the  infarctions  or  the  onset  of  an- 
gina occurred  in  employees  during  their 
fifth  and  sixth  decades,  as  would  be  anti- 
cipated for  an  industry  with  a fairly 
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stable  employee  population. 

Years  Worked  with  Arteriosclerotic  Heart 
Disease 

Figure  14  indicates  the  number  of  years 
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worked  since  onset  of  symptoms  for  the 
two  conditions,  myocardial  infarction  and 
angina  pectoris.  While  the  average  years 
worked  is  not  long — 3.2  for  the  infarction 
and  4.0  for  the  angina  patients — it  must 
be  remembered  the  cases  were  all  selected 
from  our  current  disability  file,  and  the 
program  for  selective  placement  has  been 
in  effect  only  a little  over  two  years.  The 
patients  with  infarction  have  worked  a 
total  of  163.5  man-years,  the  patients  with 
angina  112.5  man-years.  The  combined 
total  for  these  groups  of  employees  with 
arteriosclerotic  heart  disease  is  276  man- 
years  of  gainful  employment. 

Types  of  Woy’k  Assignment 

Figure  15  shows  the  distribution  of  car- 
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diac  patients  among  the  major  job  classi- 
fications. Actually,  in  our  refinery  we 
have  been  able  to  place  them  in  a great 
variety  of  assignments  — executives,  ma- 


chinists, welders,  pipefitters,  clerks,  proc- 
ess operators,  helpers,  etc.  In  all  cases  the 
requisite  capacities  determine  the  place- 
ment of  the  partially  disabled  employee 
rather  than  some  hazy,  preconceived  ideas 
regarding  “light”  and  “heavy”  occupa- 
tions. Twenty-two  of  the  patients  with 
healed  infarcts  were  able  to  return  to 
their  regular  job  with  no  significant 
changes,  while  28  were  placed  in  assign- 
ments with  some  limitation  as  regards  the 
more  strenuous  activities.  And  for  the 
angina  group,  after  analysis  of  their  capa- 
cities, 17  were  able  to  continue  in  the  reg- 
ular job  without  modification,  while  15 
were  transferred  to  other,  more  limited 
assignments. 

Effectiveness  on  the  Job 

It  may  be  rather  surprising  to  learn 
that  approximately  50  per  cent  of  our  em- 
ployees with  coronary  heart  disease  were 
able  to  continue  in  a regular  assignment. 
For  the  others  who  were  transferred  into 
a different  job,  it  must  be  emphasized 
that  there  was  no  loss  in  effectiveness  or 
productivity.  The  partially  disabled  em- 
ployee who  is  properly  placed  is  fully 
effective.  In  reviewing  the  job  situations 
of  the  82  patients,  only  1 was  once  classed 
by  management  as  “substandard”;  this 
individual  was  a clerical  worker  whose 
physical  limitations  in  no  way  affected 
his  work  output. 

Symptoms  of  Cardiovascular  Disease 
Twenty-eight  of  the  50  employees  with 
healed  infarcts  were  essentially  asymp- 
tomatic on  the  amount  of  physical  activity 
they  followed  on  and  off  the  job.  Ten  of 
them  complained  of  dyspnea,  which  was 
classed  as  mild  in  7 and  moderately  severe 
in  3.  Of  the  angina  group,  9 experienced 
exertional  dyspnea,  which  was  considered 
mild  in  all  cases.  None  of  the  patients  had 
persistent  congestive  failure,  although  one 
of  the  infarct  group  had  episodes  of  right 
and  left  sided  failure  which  were  readily 
controlled  by  treatment. 

Seventeen  of  the  patients  with  infarcts 
experienced  typical  angina;  this  was  se- 
vere in  2 ; moderately  severe  in  5 and 
mild  in  10  cases.  In  the  group  with  angina 
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without  infarction,  the  symptoms  as  de- 
scribed were  severe  in  4 cases,  moderately 
severe  in  24  cases,  and  mild  in  5 cases. 
(The  breakdown  of  angina  into  severe, 
moderately  severe,  and  mild  categories  is 
based  on  a study  of  the  frequency  of  at- 
tacks) . 

Sickness  Absenteeism 

Only  2 of  the  82  employees  were  found 
to  have  an  excessive  amount  of  sickness 
absenteeism  from  work  due  to  cardiovas- 
cular disease.  Thus,  our  experience  fol- 
lows that  reported  by  the  American  Heart 
Association  and  other  sources — that  pa- 
tients with  arteriosclerotic  cardiovascular 
disease  whose  condition  is  stabilized  and 
who  are  properly  placed  tend  to  have 
lower  sickness  absenteeism  than  average. 

Figure  16  indicates  the  number  of 
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months  spent  on  sick  report  by  patients 
at  the  time  of  myocardial  infarction.  That 
12  were  off  the  job  a month  or  less  may 
seem  surprising,  but  this  is  explained  by 
the  fact  that  some  of  the  cases  had  minor, 
localized  infarctions  with  little  or  no 
symptoms,  and  in  a few  cases  the  diag- 
nosis was  “retrospective”.  We  feel  that 
ordinarily  a patient  with  uncomplicated 
myocardial  infarction  can  return  to  “light 
duty”  in  about  three  or  four  months.  Al- 
though the  patient  may  feel  well  and  the 
infarct  may  clinically  “heal”  in  less  time, 
there  are  certain  practical  and  theoretical 
considerations  which  usually  result  in  de- 
laying the  return  more  than  a month  or 
two.  Our  experience  indicates  that  patients 
with  prolonged  invalidism  of  several 


months’  duration  are  often  unable  to  re- 
sume effective  work,  due  to  a disabling 
cardiac  neurosis  or  symptoms  of  angina 
or  failure. 

Incidence  of  Cardiac  Neurosis 

As  regards  the  occurrence  of  cardiac 
neurosis — while  we  recognize  that  most 
patients  with  serious  coronary  artery  dis- 
ease tend  to  manifest  anxiety  over  their 
cardiovascular  status,  only  6 of  the  eighty- 
two  employees  here  reported  are  consi- 
dered to  have  a significant  or  partially 
disabling  degree  of  neurosis. 

SU.MMARY 

A method  for  the  placement  of  partially 
disabled  employees  in  job  assignments, 
based  on  matching  of  the  physical  capaci- 
ties of  the  employee  with  the  physical  de- 
mands of  the  job,  is  presented. 

The  work  and  health  status  of  82  em- 
ployees with  arteriosclerotic  heart  disease 
at  the  Esso  Refinery  at  Baton  Rouge  are 
reviewed. 

CON'CLUSIOX 

“Cardiacs”  who  are  properly  placed  are 

effective  workers. 

refp:rence 

1.  Hanman,  Bert:  Physical  Capacities  and  .Tob  Place- 
ment. Xordisk  Rotogravyr.  Stockholm.  (.John  de  Graff. 
Inc.  lO.jl.) 
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DIAGNOSIS  OF  RHEUMATIC  FEVER  * 

JOHN  MITCHELL,  M.  D.  f 
New  Orleans 

The  diagnosis  of  rheumatic  fever  is  a 
difficult  subject  to  discuss  without  bring- 
ing up  the  obvious.  Since  the  florid  case 
is  not  hard  to  recognize,  I shall  confine 
my  remarks  to  those  borderline  situations 
where  doubt  may  creep  in.  Most  cases 
of  rheumatic  fever  have  joint  pains,  mur- 
murs, fever,  or  laboratory  signs  of  infec- 
tion, alone  or  in  combination,  but  it  is 
also  painfully  obvious  that  not  all  joint 
pains,  murmurs,  fever,  or  laboratory 
changes  are  caused  by  that  disease.  The 
problem  is  overdiagnosis  or  underdiagno- 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 

t From  the  Department  of  Pediatrics,  Tulane 
University  School  of  Medicine,  and  the  Charity 
Hospital  of  Louisiana  at  New  Orleans. 
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sis  and  I shall  try  to  bring  out  the  differ- 
entiating points  that  may  be  of  aid  in 
this  situation. 

That  the  problem  of  rheumatic  fever  is 
an  important  one  cannot  be  denied.  At 
the  present  time  there  are  at  least  one 
million  persons  in  this  country  who  have 
or  have  had  the  disease.  Between  the  ages 
of  five  and  nineteen  years,  the  incidence 
varies  from  2 to  4 cases  per  1000.  It  is 
the  most  common  cause  of  heart  disease 
below  the  age  of  forty.  The  number  of 
adults  who  turn  up  with  respectable  signs 
of  mitral  disease  in  later  life  without  the 
history  of  a previously  diagnosed  or  treat- 
ed rheumatic  fever  indicate  that  the  in- 
cidence may  be  even  higher.  It  is  the 
major  medical  crippling  disease  of  child- 
hood and  the  salvage  rate  is  strongly 
influenced  by  early  recognition. 

As  Cassels  points  out,  “Rheumatic  fever 
is  a systemic  disease  which  affects  several 
organ  systems  but  does  so  unevenly  and 
without  a constant  pattern  even  in  a 
single  system.”  To  construct  a pattern  in 
any  one  case,  a large  number  of  variables 
must  be  considered.  Major  manifestations 
are  confined  largely  to  four  organ  sys- 
tems: the  musculoskeletal,  cutaneous,  car- 
diovascular, and  central  nervous  systems. 

MUSCULOSKELETAL  MANIFESTATIONS 

Of  most  value,  and  the  finding  that 
gives  its  name  to  the  disease,  is  the 
arthralgia.  Joint  pains  are  common  in 
children  and  may  be  associated  with 
everything  from  a sore  throat  to  ill  fitting 
shoes.  Those  due  to  rheumatic  fever  are 
characteristic,  for  the  most  part,  and  can 
be  differentiated  from  nonrheumatic 
pains.  The  latter  are  seldom  seen  during 
the  active  part  of  the  day  but  tend  to 
show  up  just  after  going  to  bed.  Areas 
of  involvement  are  usually  clearly  muscle 
groups,  particularly  the  calf  muscles  and 
tendon  areas,  most  commonly  back  of  the 
knees.  They  can  be  relieved  by  rubbing, 
heat,  or  salicylates  and  are  almost  always 
confined  to  the  lower  extremities. 

In  contrast,  the  joint  pains  of  rheu- 
matic fever  are  quite  different.  They  are 
most  conspicuous  during  the  day,  begin- 


ning in  the  early  morning,  although  they 
may  also  be  troublesome  at  night.  They 
are  made  worse  by  activity,  heat,  or  rub- 
bing. Usually  they  will  respond  to  aspirin, 
and  Cassels  makes  the  categorical  state- 
ment that  arthralgia  failing  to  respond  to 
a blood  salicylate  level  of  30  mg.  per  cent 
is  not  rheumatic  in  origin.  The  location 
is  also  important.  In  most  cases  it  is  seen 
in  both  upper  and  lower  extremities  at 
some  point  in  the  disease.  Of  course,  if 
local  heat,  tenderness,  swelling,  or  redness 
is  present,  the  diagnosis  is  that  much 
easier. 

CUTANEOUS  MANIFESTATIONS 

Skin  manifestations  can  often  be  of 
great  aid  in  recognizing  this  disease.  Sub- 
cutaneous nodules  are  considered  the  most 
diagnostic,  being  found  only  in  rheumatic 
fever  and  rheumatoid  arthritis.  Others 
also  can  be  most  suggestive.  Nodules,  un- 
fortunately, usually  appear  only  during 
florid,  symptomatic  rheumatic  fever  when 
the  confusion  is  past,  but  occasionally 
they  may  be  the  only  manifestation.  Finn, 
painless,  and  subcutaneous  in  location, 
they  are  often  as  easy  to  see  as  to  palpate. 
They  are  most  often  seen  over  bony  prom- 
inences such  as  the  patellae,  elbows,  scalp, 
and  extensor  tendons  of  hands  and  feet. 

More  important  than  their  diagnostic 
value  is  their  prognostic  significance. 
Gibson  interprets  their  presence  to  mean 
usually  that  the  patient  has  been  ill  for 
a considerable  time,  that  he  most  likely 
has  a severe  rheumatic  carditis  and  that 
his  convalescence  will  be  prolonged.  Cer- 
tainly, if  they  are  present  the  patient’s 
status  should  be  carefully  evaluated  be- 
fore he  is  allowed  to  be  active. 

Second  only  to  subcutaneous  nodules  is 
the  importance  of  erythema  annulare  (or 
erythema  marginatum).  Many  are  coming 
to  believe  that  these  lesions  have  almost 
the  same  significance  in  rheumatic  fever 
as  the  koplik  spot  has  for  measles.  Made 
up  of  circular  or  wavy  lines  of  roughly 
circular  pattern,  they  are  often  missed 
unless  searched  for  diligently.  Occasionally, 
the  lines  are  interrupted,  giving  rise  to 
the  lay  term,  “horseshoe  fever”.  Interest- 
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ingly,  these  lesions  ai'e  not  affected  by 
ACTH  or  cortisone. 

Eiythema  multiforme  and  erythema 
nodosum  are  sometimes  seen  as  complica- 
tions of  streptococcal  infection  but  are 
not  as  diagnostic.  Erythema  nodosum 
cannot  be  considered  diagnostic  of  rheu- 
matic fever  and  when  present,  cannot  be 
considered  to  necessarily  mean  rheumatic 
activity. 

CAKDIOVASCri.AR  JIANIFE.STATIONS 

The  gravest  sign  of  rheumatic  fever  is 
that  of  carditis.  Here  again  the  situation 
may  not  be  clear.  While  the  early  signs 
of  involvement  are  alterations  in  rhythm, 
rate,  and  the  character  of  the  heart 
sounds,  confusion  is  most  often  seen  when 
murmurs  are  present.  Many  — perhaps 
most  — children  have  functional  murmurs 
at  one  time  or  another  and  these  are  par- 
ticularly prominent  in  the  presence  of 
fever.  Like  the  nonspecific  joint  pains, 
however,  these  murmurs  can  be  recog- 
nized when  their  characteristics  are 
known.  They  are  usually  maximal  above 
the  sternum,  over  the  pulmonary  area, 
often  in  the  third  and  fourth  interspaces. 
They  are  not  blowing  in  character  and 
have  been  described  as  “empty”  sounding. 
Heard  best  when  recumbent,  they  tend  to 
disappear  when  erect  and  during  deep 
inspiration. 

The  murmurs  of  rheumatic  carditis  are 
characteristic  for  the  most  part  and  are 
of  considerable  diagnostic  and  prognos- 
tic value.  Earliest  appearing  is  usually  a 
soft,  systolic,  blowing  murmur  with  apical 
transmission.  It  is  often  variable  in  in- 
tensity. It  may  signify  relative  mitral 
insufficiency  from  dilatation,  actual  in- 
volvement of  the  valve  or  both.  Soon 
after  the  appearance  of  this  murmur  there 
may  develop  a diastolic  rumble  at  the 
apex,  sharply  localized  and  in  the  position 
of  the  third  heart  sound.  If  the  aortic 
valve  is  involved,  there  may  be  a blowing 
diastolic  murmur  beginning  with  the  sec- 
ond heart  sound  and  located  in  the  second 
and  third  interspaces  to  the  left  of  the 
steimum.  Late,  of  course,  the  diastolic, 
presystolic  murmur  of  mitral  stenosis  ap- 


pears. Involvement  of  the  pulmonary  and 
tricuspid  valves  is  rare.  In  addition  to 
the  murmurs,  tachycardia,  dilatation  of 
the  heart,  and  friction  rubs  are  of  value. 

CEXTKAL  NERVOUS  SYSTEM 

Of  the  major  organ  system  involve- 
ments, that  of  the  central  nervous  system 
is  often  the  most  difficult  to  recognize 
early.  Any  child  is  apt  to  be  fidgety,  many 
are  nervous.  Often  the  process  is  well 
advanced  before  help  is  sought.  Fidgety 
behavior,  too,  is  quite  easy  to  classify 
when  examined  closely.  The  movements 
are  not  continuous  and  do  not  repeat 
themselves.  When  the  child  moves  pur- 
posely the  movements  disappear.  Tics, 
which  are  commonly  seen  in  children,  are 
repetitive  and  stereotyped,  always  involv- 
ing the  same  muscle  groups.  Facial  gri- 
macing, shoulder  shrugging,  winking,  and 
other  such  peculiar  movements  may  be 
seen,  repeated  in  the  same  manner  over 
and  over. 

Choreiform  movements  are  distinct 
from  these.  They  are  sudden,  aimless  and 
irregular.  Muscular  weakness  may  be 
conspicuous.  Writing,  drawing,  buttoning 
of  the  clothes,  or  anything  requiring  co- 
ordination may  be  very  difficult  or  im- 
possible to  perform.  The  patient  drops 
things  and  is  frequently  scolded  for  being 
clumsy.  Emotional  instability  and  other 
psychic  manifestations  often  accompany 
the  disease.  Not  uncommonly,  one  side  of 
the  body  is  involved  but  not  the  other. 
The  tongue  cannot  be  held  quietly  when 
protruded,  the  forearms  are  pronated  in- 
voluntarily when  extended  above  the  head 
and  facial  expression  may  change  from  a 
broad  grimace  to  a tearful  look  in  a 
matter  of  seconds. 

Although  “pure”  chorea  probably  does 
exist  without  rheumatic  fever  and  rheu- 
matic chorea  may  pursue  its  whole  course 
without  other  manifestations,  only  to  show 
up  later,  these  cases  must  be  considered 
to  have  rheumatic  fever  until  proven 
otherwise  and  managed  accordingly. 

OTHER  AIDS  TO  DI.XONOSIS 

There  are,  of  course,  many  other 
manifestations  of  less  importance  in  rheu- 
matic fever.  In  Hansen’s  series,  10  per 
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cent  had  abdominal  pain  as  an  isolated 
finding  or  during  their  course.  The  find- 
ing of  fever  is  almost  universal  but  diffi- 
cult to  evaluate.  The  situation  in  which 
an  active  child  has  a fever  of  99.6°  F.  in 
the  late  afternoon,  occasionally  reaching 
100°  F.  is  a common  one.  If  he  happens 
to  have  a functional  murmur  and  equivo- 
cal laboratory  evidences  of  activity,  the 
diagnosis  of  rheumatic  fever  is  often  sus- 
pected. This  combination  of  circumstances 
is  probably  the  area  in  which  overdiag- 
nosis is  most  often  found.  Such  tempera- 
ture curves  are  not  necessarily  abnormal 
and  should  be  viewed  with  suspicion. 

The  laboratory  does  not  have  much  of  a 
specific  nature  to  offer.  The  sedimenta- 
tion is  at  once  the  most  useful  and  the 
most  misleading  of  the  commonly  em- 
ployed tests.  It  is  a reasonably  accurate 
test  for  systemic  infection  or  necrosis, 
nonspecific,  and  influenced  by  nonrheu- 
matic tissue  changes  and  serum  protein 
alterations.  Rheumatic  activity  may  occa- 
sionally go  on  in  the  presence  of  a normal 
sedimentation  rate.  Correction  with  the 
hematocrit  is  often  misleading  in  children. 
Some  newer  laboratory  methods  for  deter- 
mining rheumatic  activity  have  been  de- 
scribed in  the  last  few  years.  The  C-reac- 
tive  proteins  are  probably  the  most  useful 
of  these.  They  are  so-called  because  of  the 
reactivity  of  certain  abnormal  proteins  in 
the  serum  with  the  C or  somatic  polysac- 
charide of  the  pneumococcus  organism. 
Their  chief  advantage  lies  in  their  sensi- 
tivity and  lack  of  a normal  range. 

The  electrocardiogram  may  or  may  not 
be  of  aid.  Jones  and  Bland,  in  the  review 
of  the  largest  series  of  cases  yet  reported, 
found  on  serial  electrocardiograms  that 
only  15  to  20  per  cent  of  children  with 
rheumatic  fever  showed  significant 
changes  during  their  course. 

Lastly,  one  should  have  a cautious  atti- 
tude toward  the  diagnosis  of  rheumatic 
fever.  It  should  never  be  made  unless  the 
situation  is  reasonably  clearcut.  It  has 
been  said  that  “in  medicine,  as  in  law, 
the  patient  should  be  presumed  innocent 
until  proven  guilty.” 


REFERENCES 

1.  Casscls,  It.  E. : The  diagnosis  of  rheumatic  fever, 
I’cdiat.  Clin.  N.  America.  (February)  19.o4. 

2.  Folk,  I).  Stewart:  Differential  diagnosis  of  rlieu- 
matic  fever  in  cliildren  without  the  aid  of  advanced 
lal)oratory  facilities,  Pennsylvania  M.  .7.  5.5:!tl7,  lt)52. 

McCarty,  Maclyn : Present  status  of  diagnostic  tests 
for  rlieumatic  fever,  Ann.  Int.  Med.  37 :1027,  (Nov.)  1052. 

4.  Hill,  A.  (i.  S. : C-reactive  protein  in  rheumatic  fever. 
Lancet  2 :.508,  (Sept.  20)  1052. 

5.  Gibson,  S. : Eyes,  hands,  and  ears  in  the  diagnosis 
of  iieart  disease,  Pediat.  Clin.  N.  America,  (February) 
10.54. 

(1.  Bland,  E.  F..  and  Jones,  T.  D.:  Rheumatic  fever  and 
rheumatic  heart  disease;  a twenty  year  report  on  1000 
patients  followed  since  childliood.  Circulation  4:830,  1051. 

O 

VULVITIS  * 

O.  P.  DALY  III,  M.  D. 

Lafayette 

Vulvitis  is  one  of  the  most  exasperat- 
ing problems  in  the  treatment  of  women, 
and  it  is  one  that  is  met  with  very  fre- 
quently in  general  practice.  This  paper 
will  review  some  of  the  leading  causes  of 
vulvitis  in  order  to  refresh  them  in  our 
minds. 

Simple  vulvitis  is  an  acute  inflammation 
of  the  vulva,  associated  with  pruritis.  Its 
causes  are  many  and  varied.  In  children, 
gonococcal  vulvovaginitis,  foi-eign  body  in 
the  vagina,  irritating  urine,  lack  of  clean- 
liness, trauma,  and  intestinal  parasites 
may  be  implicated.^  The  treatment  varies 
with  the  etiology.  The  treatment  of  choice 
in  gonococcal  vulvovaginitis  is  penicillin, 
or  one  of  the  newer  antibiotics.  In  re- 
fractory cases,  estrogenic  suppositories 
may  be  used.  These,  of  course,  should  be 
inserted  by  the  physician. 

In  adults,  vulvitis  may  be  caused  by 
irritating  discharges  from  the  vagina,  cer- 
vix or  uterus.  Particularly  implicated,  are 
trichomonas,  monilia,  and  mixed  vaginitis, 
as  well  as  discharge  from  fistulous  tracts. 
A search  should  be  made  for  allergies,- 
and  for  contact  dermatitis  caused  by 
soaps,  perfumes,  deodorants,  powders,  and 
clothing,  particularly  the  synthetic  fibers 
such  as  nylon.  Chemical  irritation  may 
occur  from  douches,  contraceptive  agents, 
nail  polish,  drugs,  and  laxatives,  especially 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
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those  containing  phenolphthalein.  Occa- 
sionally, mechanical  irritation  due  to  a 
sanitary  napkin  can  cause  a mild  vulvitis. 
Pediculosis  pubis  and  scabies  should  be 
investigated.  Sometimes  in  intractable 
cases  of  pruritis  vulvae,  a psychogenic  ele- 
ment can  be  elicited.  Rectal  lesions  such 
as  fissures  and  fistulas,  as  well  as  intes- 
tinal parasites,  should  be  searched  for. 

The  treatment  consists  of  finding  the 
underlying  cause  and  eradicating  it,  or  of 
desensitizing  the  patient  if  an  allergen  is 
involved."  Wet  compresses  and  a few 
days’  rest  with  sedatives  and  Sitz  baths 
will  help  in  the  acute  stages.  After  this, 
soothing  ointments  and  lotions  may  be 
used. 

Follicular  vulvitis,  furuncles,  and  car- 
buncles are  localized  infections  usually  due 
to  a staphylococcus.  Treatment  consists  of 
hot  compresses  and  the  newer  antibiotic 
ointments  or  parenteral  penicillin.  Occa- 
sionally, incision  and  drainage  of  a car- 
buncle may  be  necessarj". 

Intertrigo  is  a chafing  and  maceration 
of  the  skin  due  to  moisture  and  friction  of 
opposing  surfaces.  It  is  frequently  due  to 
simple  uncleanliness.  The  condition  starts 
in  the  folds  of  the  skin  and  extends  outward. 
Cleanliness  of  the  involved  parts  is  essen- 
tial in  treatment.  Soothing  ointments  and 
dusting  powders  such  as  borated  talc  will 
give  relief.  In  obese  individuals,  reduc- 
tion in  weight  is  necessaiy. 

Tenia  cruris  is  a fungus  infection  of  the 
skin  caused  chiefly  by  the  Epidermophyton 
inguinale.  Calamine  lotion  or  fungicidal 
preparations,  particularly  the  lotions  or 
powders,  will  effect  a cure. 

Trichomonas  vaginitis  is  caused  by  the 
protozoan  Trichomonas  vaginalis.  In  this 
disease,  the  upper  vagina  and  cerv’ix  typi- 
cally show  punctate  hemorrhagic  spots, 
giving  a “strawberry”  or  “fleabitten”  ap- 
pearance. The  discharge  is  usually  frothy 
white  and  profuse.  The  diagnosis  is  made 
by  vaginal  smear  with  demonstration  of 
the  trichomonas.  In  the  treatment,  it  is 
often  necessarj’  to  cleanse  the  vagina  with 
green  soap.  It  is  then  dried  with  a sponge 
dipped  in  ether  or  mercurochrome.  This 


is  usually  followed  by  insufflation  with 
one  of  the  trichomonocidal  agents. 

Many  different  preparations  have  been 
put  on  the  market  for  the  home  treatment 
of  trichomonas  vaginitis.  Some  of  these 
are  Floraquin  (Searle),  Devegan  (Win- 
throp),  Virform  insert  (Ciba),  Caprylium 
(Strasenburth)  and  Inserf  erm  (Blue 
Line).  Any  of  these  medications  can  be 
used,  and  should  be  used  in  conjunction 
with  acid  douches.  It  is  essential  that 
treatment  be  continued  through  the  first 
menstrual  period.  In  spite  of  adequate 
treatment,  there  will  be  a certain  percent- 
age of  failures ; these  should  be  studied 
for  foci  of  reinfection  in  the  bladder, 
urethra,  Skene’s  and  Bartholin’s  glands, 
and  in  the  husband’s  prostatic  secretions.® 

In  Monilia  vaginitis  the  causative  agent 
is  Candida  albicans.  This  occurs  frequent- 
ly in  pregnancy,  and  is  usually  implicated 
in  diabetic  vulvovaginitis.  The  symptoms 
are  pruritis,  dyspareunia,  and  a discharge 
which  is  usually  not  profuse  as  in  tricho- 
monas vaginitis.  The  vagina  often  con- 
tains a cheesy,  white,  flaky  material.  The 
diagnosis  is  made  by  vaginal  smear  for 
C.  albica?is. 

In  diabetic  vulvovaginitis  it  is  necessary 
to  control  the  glycosuria  and  hypergly- 
cemia before  the  yeast  infection  can  be 
alleviated.  Ant  ^ reports  good  results  with 
the  use  of  vitamin  E suppositories  in  the 
treatment  of  diabetic  vulvovaginitis.  Mo- 
niliasis will  usually  respond  well  to  paint- 
ing the  vagina  with  gentian  violet,  or  to  the 
home  use  of  Gentia  Gel  (Westwood),  ex- 
cept in  the  few  patients  who  are  sensitive 
to  the  drug.  Other  useful  agents  are  Pro- 
pion  Gel  (Wyeth),  Coprylium  (Strasen- 
burth) and  Inserferm  (Blue  Line).  Again, 
there  will  be  a certain  percentage  of  fail- 
ures. These  should  be  studied  for  foci  of 
reinfection  such  as  the  fingernails,  etc. 

Syphilis — The  most  frequent  location  of 
the  chancre  is  in  the  posterior  fourchette 
and  fossa  navicularis.®  They  may  also  oc- 
cur anywhere  in  the  vulval  area  and 
thighs.  Chancres  may  be  erosive,  ulcera- 
tive, or  rarely,  papular.  They  are  usually 
painless.  The  diagnosis  must  be  made  by 
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darkfield  examination  for  spirochetes. 
Serologic  tests  are  positive  several  weeks 
after  the  onset  of  the  primary  lesion.  Sec- 
ondary lesions  are  seen  more  frequently 
in  women,  and  they  take  the  forms  of 
condylomata  lata  which  are  moist,  flat 
papules,  and  mucous  patches.  Tertiary 
lesions  of  the  vulva  are  rarely  seen,  but 
when  gumma  does  occur,  it  must  be  dif- 
ferentiated from  carcinoma  and  tubercu- 
losis. The  treatment  of  choice  in  syphilis 
is  penicillin. 

Chancroid  is  caused  by  the  Ducrey  ba- 
cillus. The  lesions  are  painful  ulcerations 
that  are  usually  multiple  rather  than 
single.  The  multiplicity  is  often  due  to 
autoinoculations  with  the  formation  of 
“kissing  ulcers”.  There  is  an  irritating 
discharge,  and  buboes  may  occur.  The 
diagnosis  is  made  by  smears  for  Ducrey’s 
bacillus.  Sulfa  drugs,  streptomycin,  and 
aureomycin  give  good  results  in  the  treat- 
ment of  this  disease. 

Granuloma  inguinale  is  an  extremely  un- 
pleasant disease  in  which  a large  granu- 
lating, ulcerative  lesion  of  the  vulva  is  en- 
countered. This  may  become  very  wide- 
spread. Secondary  infection  usually  occurs 
with  the  formation  of  a very  malodorous 
discharge.  Pseudobuboes  may  be  found. 
The  disease  is  caused  by  Donovan  bodies 
which  are  felt  by  Anderson  et  als  ® to  be 
an  encapsulated,  gram  negative,  bipolar 
staining  bacterium.  The  treatment  is  the 
use  of  streptomycin,  aureomycin,  or  Chlor- 
omycetin. 

Lymphogramdoma  venereum  is  of  virus 
etiology.  The  primary  lesion  is  minor  and 
usually  heals  within  a few  days;  the  pa- 
tient is  generally  not  seen  at  this  time. 
Buboes  then  appear;  (the  time  of  their 
onset  varies)  ; and  are  often  accompanied 
by  constitutional  symptoms  such  as  fever 
and  malaise.  The  buboes  usually  break 
down  to  form  fistulous  tracts.  Elephanti- 
asis of  the  vulva  (Esthiomene)  may  occur 
as  a late  complication.'’^ 

The  point  that  is  easiest  to  remember 
about  this  disease  is  the  anogenital  syn- 
drome. Proctitis  is  a common  late  mani- 
festation, and  if  there  is  no  treatment. 


sti'icture  formation  may  occur.  The  diag- 
nosis is  made  by  the  intradermal  Frei 
test.  Sulfa  drugs,  aureomycin  and  Chloro- 
mycetin will  cause  regression  of  the  lesions 
and  symptoms,  but  it  is  questioned 
whether  or  not  the  virus  is  destroyed  by 
these  drugs. 

Any  of  the  venereal  diseases  may  occur 
in  combination  with  the  others,  and  it  is 
impossible  to  differentiate  between  them 
and  carcinoma  on  clinical  grounds  alone. 
Conrad  Collins  ® found  that  venereal  gran- 
ulomatous lesions  seem  to  be  a predispos- 
ing factor  in  development  of  vulvar  malig- 
nancy. Hence,  all  ulcerative  lesions  of  the 
vulva  should  be  subjected  to  the  following 
diagnostic  survey:  Frei  test,  smears  for 
Donovan  bodies  and  Ducrey  bacilli,  sero- 
logic tests  and  darkfield  examination  for 
lues,  and  biopsy. 

Lipschutz  idcer  is  an  acute,  painful  ul- 
ceration that  is  found  most  frequently  in 
virgins  and  nulliparas.  The  Bacillus  cras- 
sus  is  found  on  smears,  but  this  is  appar- 
ently identical  with  the  nonpathogenic 
Doderlein’s  bacillus.^  There  is  no  specific 
treatment. 

Tuberculosis  of  the  vulva  is  the  rarest 
form  of  genital  tuberculosis.  It  is  usually 
not  primary,  but  is  frequently  the  result 
of  spread  from  foci  elsewhere  in  the  body. 
The  most  frequent  type  of  lesion  is  the 
ulcerative  one.  It  usually  starts  as  a sub- 
mucous or  subcutaneous  nodule  which 
breaks  down  to  form  a chronic,  firm  ulcer- 
ation. Lupus-like  lesions  with  their  char- 
acteristic apple-jelly  nodules  are  next  most 
frequently  seen.  The  lesions  are  chronic 
and  progressive.  The  diagnosis  is  made  by 
biopsy,  and  the  demonstration  of  the  ba- 
cilli, if  possible.  Streptomycin  is  used  in 
treatment. 

Atrophic  Vulvitis — Atrophy  of  the  vulva 
is  a normal  part  of  the  aging  process,  and 
is  usually  asymptomatic.  However,  if  in- 
fection is  superimposed  on  the  atrophic 
change,  a chronic  atrophic  vulvitis  may 
result,®  with  pruritis  and  occasional  dys- 
uria  from  urine  passing  over  an  irritated 
surface.  A search  should  be  made  for  a 
causative  agent,  as  outlined  in  the  discus- 
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sion  on  simple  vulvitis.  Estrogens  may 
help,  but  they  are  of  more  value  in  treat- 
ment of  senile  vaginitis.  Bland  ointments, 
sedatives,  antihistamines,  and  vitamins 
such  as  A and  B may  be  of  help. 

Lichenification  is  a thickened  or  leath- 
ery textured  skin  resulting  from  long- 
standing vulvitis  with  pruritis  and  scratch- 
ing.® 

Kraurosis  Viilvae — The  tenn  kraurosis 
means  a shriveling  or  shrinking  up.  It  is 
an  atrophic  change  as  opposed  to  the  hy- 
pertrophic changes  in  leukoplakia.  In  this 
condition,  the  mucocutaneous  surfaces  of 
the  vestibule,  labia  minora,  urethral  ori- 
fice, and  clitoris  are  thin  and  shriveled 
with  much  narrowing  of  the  vaginal  ori- 
fice. It  never  involves  the  labia  majora, 
perineum,  or  perianal  regions.^  The  treat- 
ment is  essentially  the  same  as  in  chronic 
atrophic  vulvitis. 

Leukoplakia — In  this  condition,  there  is 
the  development  of  thickened  areas  in  the 
form  of  parchment-like  plaques  or  irregu- 
lar patches  which  are  grayish  to  bluish 
white  in  color.  Fissures  and  scratch  marks 
are  common.  The  disease  may  involve  the 
labia  majora,  minora,  prepuce,  perineum, 
and  perianal  skin.  It  is  frequently  com- 
bined with  kraurosis.  The  etiology  is  un- 
known, although  Miller  et  al,^®  feel  that 
there  may  be  a chronic  irritative  urinary 
factor  involved.  They  found  that  the  uri- 
nary organic  acids  are  consistently  ele- 
vated in  this  disease. 

The  diagnosis  is  made  by  clinical  picture 
and  biopsy.  Estrogens  are  not  of  much 
benefit  in  the  treatment  of  this  disease. 
Vitamin  A with  hydrochloric  acid  may 
help  some  patients,  but  it  is  falling  into 
disrepute. The  treatment  of  choice  is 
still  vulvectomy,  particularly  since  leuko- 
plakia is  a premalignant  disease. 

In  conclusion,  the  diseases  that  affect 
the  vulva  are  numerous.  Most  of  them 
will  respond  to  a patient  search  for  the 
underlying  cause,  and  careful  therapy. 
Some  of  them,  particularly  those  with  an 
obscure  etiology,  continue  to  be  a real 
problem  in  the  practice  of  Gynecology. 
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RETROLENTAL  FIBROPLASIA; 

A BRIEF  REVIEW  * 

R.  V.  PLATOU,  M.  D.  t 

New  Orleans 

Like  the  fireball  of  an  H-bomb,  retro- 
lental fibroplasia  (RLF)  has  mushroomed 
in  the  past  decade  so  that  it  is  now  prob- 
ably the  most  common  cause  for  blindness 
in  this  country  and  England^-  ^ Like  traf- 
fic deaths  and  household  poisonings,  in- 
crease in  frequency  of  this  disease  is  prob- 
ably due  mainly  to  new  environmental 
factors,  the  composition  of  infants  — or 
the  “host  factors” — remaining  unchanged. 
While  it  is  most  commonly  encountered  in 
babies  bom  prematurely,® causal  rela- 
tionships in  this  association  are  still  far 
from  clear. 

Occurring  out  of  any  proportion  that 
might  be  expected  simply  from  better  sur- 
vival rates  for  these  very  small  infants,^ 
this  predominantly  vascular  lesion  of  the 
retina  must  be  differentiated  from  true 
retinal  dysplasias,  occurring  usually  in  as- 
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sociation  with  many  other  serious  defects, 
or  from  simple  persistence  of  certain  em- 
bryonic remnants  of  the  hyaloid  system.^- 
With  true  RLF,  the  disorder  we  are  con- 
cerned with  here,  there  are  no  important 
connotations  or  associations  with  congeni- 
tal defects  of  any  sort;  babies  with  this 
disease  are  usually  otherwise  normal. 

Time  does  not  permit  a detailed  review 
of  ocular  embryology  as  it  might  be  re- 
lated to  RLF,  though  two  factors  deserve 
emphasis : The  formation  of  capillaries 

in  the  retina  is  a function  of  venules 
rather  than  arterioles,  and  capillaries  are 
only  formed  in  veins  on  the  distal  side  of 
arterioles;  this  results  in  a zone  free 
of  capillaries  adjacent  to  the  arterioles. 
Only  at  the  periphery  of  the  retina  do 
arterioles  and  venules  join  to  form  arches 
with  which  a capillary  formation  is  asso- 
ciated. In  stillborns  or  in  pi’emature  in- 
fants dying  early  in  life,  peripheral  ab- 
sence of  the  internal  limiting  membrane 
of  the  retina,  together  with  a relative  de- 
ficiency in  Mueller’s  fibers,  has  also  been 
noted.  These  peculiarities  of  the  imma- 
ture retina  are  undoubtedly  important 
“host  factors”  bearing  on  the  high  in- 
cidence of  RLF  in  infants  born  during  a 
still-transitional  phase  in  development  of 
this  structure.^'’ 

The  true  incidence  of  RLF  is  still  un- 
known and  there  are  many  reports  indi- 
cating wide  variations  of  frequency  — 
from  area  to  area,  and  among  hospitals 
in  the  same  areas. Much  of  this  varia- 
tion has  been  attributed  to  differences  in 
routine  care  programs,  and  much  to  dif- 
ferences in  the  frequency  and  competence 
of  ophthalmologic  examinations.  Recent 
published  reports  place  a maximal  inci- 
dence in  infants  with  birth-weights  under 
3 pounds  as  high  as  83.3  per  cent,  though 
most  authors  describe  typical  lesions  in  a 
smaller  proportion — usually  from  20  to  50 
per  cent  of  their  very  small  babies. 

Though  typical  funduscopic  features 
may  be  noted  in  the  first  few  days  of 
life,  these  are  most  frequently  first  seen 
at  about  the  time  when  the  infant  would 
have  attained  gestational  maturity  i.e.. 


if  the  infant  is  born  about  six  weeks  pre- 
maturely, then  I’etinal  changes  might  be 
expected  to  appear  when  the  infant  is 
about  six  weeks  old.^'‘ 

It  is  encouraging  to  know  that  there  is 
a striking  tendency  for  spontaneous  re- 
gression and  healing  from  any  of  the 
early  stages  of  RLF,^'^>  and  just  recently 
there  have  been  noted  rather  remarkable 
spontaneous  improvements  in  advanced 
lesions  formerly  considered  to  justify  a 
hopeless  prognosis  for  any  useful  vision. 
It  is  now  believed  that  about  half  to  three- 
fourths  of  those  patients  who  develop 
early  lesions  will  show  regression. 

While  many  suspected  causative  or  con- 
tributory factors  have  been  studied,  major 
interest  at  present  centers  about  the  ef- 
fects of  oxygen  given  in  high  concentra- 
tions to  premature  infants  early  in  life.“--'^^ 
The  very  efficiency  of  modern  incubators 
for  easily  (too  easily?)  maintaining  high 
concentrations  of  oxygen  may  well  be  con- 
sidered a very  important  environmental 
factor  influencing  the  remarkable  in- 
creases in  RLF  during  the  postwar  years. 
Our  Premature  Unit  at  Charity  Hospital 
has  furnished  many  observations  on  this 
point  to  a carefully  controlled  nationwide 
study,  being  conducted  under  the  auspices 
of  the  Kresge  Eye  Institute.  While  the 
results  of  this  large  investigation  will  not 
be  ready  or  available  to  us  until  next 
October — when  they  will  be  released  si- 
multaneously to  the  American  Academy  of 
Pediatrics  and  to  the  American  Academy 
of  Ophthalmology — it  is  already  apparent 
at  this  early  date  that  survival  of  very 
small  premature  infants  cannot  be  related 
to  high  or  low  concentrations  of  oxygen 
employed  in  this  study. 

All  clinical  investigations  as  to  etiology 
or  therapy  of  this  lesion  are  difficult  to 
evaluate  because  of  the  remarkable  ten- 
dency to  spontaneous  remission  previous- 
ly noted.  In  early  reports,  a number  of 
proprietary  water-miscible  dietary  supple- 
ments were  incriminated,  only  to  be 
cleared  by  later  studies.^-  The  role  of 
vitamin  E in  prophylaxis  or  therapy  has 
followed  a similar  pattern  so  that  at 
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present  its  relation  to  RLF  appears  to  be 
negligible,  or  at  best  merely  coincidental. 
Early  exposure  to  or  protection  from  light 
has  been  investigated  also,  but  no  relation- 
ship has  been  established. 

Studies  are  continuing  on  the  effects  of 
electrolyte  contents  of  various  formulae 
and  parenteral  fluids;  while  Hepner  and 
Krause  found  a clinical  correlation  be- 
tween the  incidence  of  RLF  and  high 
intakes  of  electrol>’tes,  and  were  able  to 
produce  ocular  lesions  in  young  kittens 
given  large  excesses  of  water,  electrolytes, 
and  blood,  the  practical  relationship  of 
their  observations  to  the  clinical  disease 
in  humans  is  not  yet  clear,  Ingalls  found 
an  epidemiologic  relationship  to  fetal  an- 
oxia from  various  causes, and  Szew- 
czyk  noted  that  retinal  changes  appeared 
shortly  after  premature  infants  were  re- 
moved from  high  oxygen  atmospheres.-- 
From  this  observation  he  evolved  a theory 
of  relative  hypoxia  as  an  important  causa- 
tive factor  and  proposed  the  term  “hy- 
poxic retinopathy”  for  the  early  stages  of 
RLF.  Campbell  proposed  a direct  toxic 
effect  of  oxygen  on  immature  retinal  ves- 
sels following  her  study  of  the  disease  in 
a large  premature  unit  before  and  after 
oxygen  was  routinely  employed  in  early 
care.  She  related  the  increasing  incidence 
to  high  concentrations  of  oxygen  given 
over  long  periods  of  time.-'* 

Thus,  as  to  the  effects  of  oxygen,  there 
appear  to  be  several  important  considera- 
tions— relative  hypoxia  from  sudden  re- 
duction of  oxygen  concentration,  direct 
toxic  effects  of  high  concentrations,  and 
of  course  the  underlying  causes  for  which 
oxygen  was  employed  in  the  first  place! 

In  addition,  we  have  also  proposed  that 
variations  in  the  impurities  contained  in 
supplies  of  hospital  oxygen  at  different 
times  and  places  might  explain  the  varia- 
tions in  the  incidence  and  severity  of 
lesions  noted  from  season  to  season,  area 
to  area,  and  among  hospitals  in  the  same 
area;  studies  are  in  progress  here  and 
elsewhere  at  present  to  explore  this  pos- 
sibility further. 

Since  Patz  and  his  co-workers,-'>  and 


also  Ashton  and  his  group  have  devel- 
oped reasonable  technics  for  producing 
the  disease  in  experimental  animals,  it 
may  be  possible  to  clarify  further  these 
apparently  confusing  or  contradictory  ob- 
servations and  conjectures.  We  have  great 
hopes  that  observations  from  such  re- 
search, properly  correlated  with  the  on- 
going cooperative  national  study  of  this 
disease  in  many  medical  centers,  may 
answer  a number  of  questions  which  now 
plague  all  of  us  interested  in  the  care  of 
premature  infants. 

At  present,  and  from  a very  practical 
point  of  view,  the  following  statements 
seem  justified  by  our  present  knowledge: 

1.  In  nurseries  where  the  incidence  of 
RLF  is  low,  changes  in  care  program 
should  be  made  only  with  great  caution 
and  only  after  careful  consideration  of 
possible  causal  relationships  to  RLF, 

2.  The  fundi  of  all  premature  infants 
should  be  repeatedly  and  carefully  ex- 
amined, during  hospitalization  and  for 
several  months  (three  to  six  months)  af- 
ter discharge. 

3.  For  the  present,  at  least,  oxygen 
should  be  employed  sparingly,  and  only 
for  specific  and  highly  individualized  in- 
dications. 

4.  When  oxygen  must  be  used  for  valid 
reasons,  its  concentration  should  be  care- 
fully measured  and  adjusted  by  trained 
persons. 

5.  All  efforts  should  be  made  to  avoid 
or  promptly  treat  all  disturbances  in  fluid 
or  electrolyte  balance,  by  meticulous  at- 
tention to  isolated  technics,  proper  use  of 
prophylactic  agents  for  controlling  infec- 
tions, careful  regulation  of  intakes  related 
to  individualized  needs,  and  by  early  rec- 
ognition with  prompt  therapy  of  any 
disturbances  which  may  occur  despite  such 
precautions. 

6.  Like  many  diseases  which  might  be 
significantly  related  to  purely  environ- 
mental considerations,  or  which  will  re- 
quire planning  for  long-term  care,  RLF 
should  be  reportable. 

Addendum 

Since  this  manuscript  was  prepared,  a 
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review  of  experiences  with  this  problem 
at  Bellevue  Hospital  in  New  York  City 
has  been  published, with  the  conclusion : 
“We  believe  that  RLF  is  directly  related 
to  the  excessive  administration  of  oxygen 
and  can  be  controlled  by  severely  limiting 
oxygen  therapy  to  premature  infants”. 

UKFEKENCKS 

1.  Keese,  A.  I!,  iuid  Blodi,  P.  O. : Syiii[>(>.sinin  on  retro- 
lentiil  fibroplasia.  New  York  State  .1.  Med.  .o2 :2,Sfi9,  19.o2. 

2.  BembridKe.  B.  A.,  Coxon,  M.,  Houlton,  A.  C.  L., 
•Jackson,  ('.  H.  S.  and  Sinallpeice,  P. : Ketrolental  fibro- 
plasia: A problem  of  prematurity,  lirit.  M.  .T.  47(i0:fi7.') 
(March)  19.72. 

3a.  Terr.y.  T.  L. : Extreme  prematurity  and  fibroplastic 
overgrowth  of  persistent  vascular  sheath  behind  the 
cr.vstalline  lens,  Am.  .1.  Ojihth.  27:203  (Peb.)  1972. 

3b.  Terr.v.  3’.  L.  : II.  Keport  of  cases,  A.M..\.  Arch. 

Ophth.  29:.3C  (.Tan.)  191.3. 

.3c.  T'erry.  T.  L. : HE  EmbryoloKical  studies.  Am.  ,1. 

Ophth.  27:1109  (Dec.)  1912. 

3d.  3'err.v,  T.  L.  : IV.  Etiolofric  factors.  Arch.  Ophth. 

29:.71  (.Tan.)  1913. 

3e.  Terr.v.  3',  I..:  V.  Purther  studies  on  fibroplastic 

overgrowth  of  iiersistent  tunica  vasculosa  lentis.  Arch. 
Ophth.  .33:203  (Mar.)  191.7. 

I.  Kinsey.  V.  E.  and  Zacharias,  I..  : Ketrolental  fibro- 
plasia: Incidence  with  different  treatment  given  infants, 
etc.,  .T.A.M.A.  139:.772,  1919. 

5.  Keese.  A.  B.  : I’ersistenee  and  h.vi)erplasia  of  pri- 
mary vitreous:  Ketrolental  fibro])la.sia — two  entities. 

Anil.  Ophth.  11  :.727  (May)  1919. 

(■>.  Keese,  A.  B.  and  Blodi,  I’.  C. : Ketinal  dysplasia,  .Ym. 
J.  Ophth.  33:2.3,  19.70. 

7.  Duke-Elder:  3'extbook  of  Oidithalmology,  volume  1, 
PI).  3.70-.3.77. 

8.  Michaelson.  1.  C. : Mode  of  develoi)inent  of  the  vascu- 
lar s.vstem  of  the  retina,  with  some  observations  on  its 
significance  for  certain  retinal  diseases,  3'r.  Ophth.  Soc. 
U.  Kingdom,  08:1.37,  1918. 

9.  Mann,  Ida:  Developmental  Abnormalities  of  the  Eye, 
Cambridge  I'niv.  Press,  p[).  206-208,  1937. 

10.  Ingalls,  3'.  II.  and  Purshottam,  N. : Oxygenation 
and  retrolental  fibroplasia,  New  England  .T.  Med.  250:021 
(Apr.  15)  19.71. 

II.  Reese,  A.  B.,  Blodi,  P.  C.,  and  Locke,  .T.  C. : The 
pathology  of  early  retrolental  fll)roplasia  with  analysis 
of  eyes  of  newborn  and  stillborn  infants.  Am.  J.  Ophth. 
25:1107  (Oct.)  1!K52. 

12.  Friedenwald.  J.  S.,  Owens,  W.  C.  and  Owens,  E.  ET, : 
Retrolental  fil)roplasia  in  i)remature  infants.  III.  The 
pathology  of  the  disease,  3T.  Am.  Ophth.  Soc.  19:207, 
1952. 

13.  Heath,  P. : Pathology  of  retinopathy  of  prematur- 
ity: Ketrolental  fibroplasia,  Am.  ,J.  Ophth.  31:1219  (Sept.) 
1951. 

11.  M & K Laboratories  Pediatric  Research  Conference 
on  Ketrolental  Fibroplasia,  April  28th,  1951. 

15.  Zacharias,  L. : Retrolental  fibroplasia : A survey, 
Am.  .1.  Ophth.  .35:1126. 

16.  Moffat,  I’.  M. : Clinical  aspects  of  retrolental  fibro- 
plasia, Proc.  Roy.  Soc.  Med.  13:223  (Mar.)  19.70. 

17.  Guy,  L.  P.,  Dancis,  .T,  and  Lanman,  J.  T. : Retro 
lental  fil)roplasia.  Am.  .1.  Ophth.  36:85  (Jan.)  1953. 

18.  Szewczyk,  Thaddeus  S. : A Classification  of  Ketro- 
lental fibroplasia.  Am.  ,T.  Ophth.  .36:1.333  (Oct.)  195.3. 

19.  Apple,  C. : Ketrolental  Fibroplasia,  -Vm.  J.  Ophth. 
37:68  (Jan.)  1951. 


20.  Bedrossian,  K.  II.,  Carmichael.  P.  and  Kitt(>r,  .1.: 
Retinopathy  of  prematurity  and  oxygen.  Part  I.  (Minical 
stud.v.  Part  II.  irnrther  observations  on  the  disease. 
Am.  J.  Ophth.  .37:78  (Jan.)  19.71. 

21.  Ilepner,  W.  K.  and  Krause.  A.  C. : Retrolental 

fil)ropIasia : Clinical  observations,  Pediat.  10:133,  19.72. 

22.  Szewcz.vk,  3’.  .S. : Ketrolental  fil)roplasia : Etiology 
and  prophylaxis,  Am.  J.  Ophth.  .31:1619,  19.71. 

23.  Campbell,  P.  W. : Influence  of  a low  atmosi)lieric 
pressure  on  the  development  of  the  retinal  vessels  in  the 
rat.  Tr.  Ophth.  Soc.  P.  Kingdom  71:2,87,  1951. 

21.  Campbell,  K. : Intensive  oxygen  therapy  as  a pos- 
sible cause  of  retrolental  fibroplasia,  Med.  .1.  Australia 
2:2  18  .70  (July  11)  19.71. 

27.  Bousciuet.  P.  P.,  Jr.  and  Laupus,  W.  E.  : Studies 
on  the  patliogenesis  of  retrolental  fibroplasia,  .Ym.  J. 
Ophth.  35:61,  19.72. 

26.  Ingalis,  .1.  II.,  3'edeschi,  (’.  (J.,  and  Ilelpern,  M.  M. : 
Congenital  malformations  of  the  e.ve  induced  in  mice  by 
maternal  anoxia,  with  particular  reference  to  the  |)roblem 
of  retrolental  fibroplasia  in  man.  Am.  J.  Oi)hth.  .35:311, 
19.72. 

27.  1‘atz.  A.,  Iloec  k,  L.  B.  and  de  la  Cruz.  E.  : Oxygen 
administration  in  retrolental  fil)rol>lasia.  Am.  .T.  Ophth. 
3.7:1218,  19.72. 

28.  Crosse.  V.  M.  and  Evans,  P.  .1.  : I'revention  of 
retrolental  fibroplasia.  A.M..Y.  Arcdi.  Ophth.  18:33,  19.72. 

29.  I.ocke,  .1.  C.  and  Reese,  A.  B. : Negative  role  of 
light,  my<lria(ics  and  ophthalmoscopic  examination  in 
retrolental  fibroi)lasia,  .Y.M.A.  Arch.  Ophth.  18:11  (.Tnl.v) 
1952. 

30.  Patz,  A..  Eastham,  A..  Higginbotham,  II.  and  Kleh, 
3'.:  Ox.vgen  studies  in  retrolental  fibroi)lasia.  II.  The 
|)roduction  of  the  microscopic  changes  of  KLP  in  experi- 
mental animals,  .Yni.  J.  Ophth.  36:1.711,  19.73. 

31.  Asliton,  N.,  Ward,  B.  and  Serpell,  G. : Role  of 
oxygen  in  genesis  of  retrolental  fibroplasia,  Brit.  J. 
Ophth,  37:513  (Se|)t.)  1953. 

32.  Kinsey,  V.  E.  and  Chisolm  J.  P. : Evaluation  of 
several  changes  in  dietary  sui)plements  of  i)rematures 
with  respect  to  the  incidence  of  retrolental  fibroplasia, 
Am.  J.  Ophth.  31:12.79  (Sept.)  1951. 

33.  (_)wens,  W.  C.  and  Owens,  E.  E . : KLP  in  premature 
infants,  3'rans.  Am.  Acad,  of  O.  & O.,  pp.  18-11  (Sept.- 
Oct.)  1918. 

31.  Owens,  W.  C.  and  Owens,  E.  EE:  Ketrolental  fibro- 
plasia in  premature  infants.  II.  Studies  on  the  prophy- 
laxis of  the  disease.  TTie  use  of  alpha-tocopherol  acetate. 
Am.  J.  Ophth.  .32:1631  (Dec.)  1949. 

35.  Ingalls,  3E  II. : Congenital  encephalo-ophthalmic 

dysplasia:  Epidemiologic  imitlications,  Pediat.  1:3,  315- 
325  (March)  1918. 

36  Lanman,  J.  T.,  Guy,  L.  P.,  and  Dancis,  YE:  Retro- 
lental fibroplasia  and  oxygen  therapy,  J.A.M.A.  155:223, 
(May  15)  1951. 

0 

RETROLENTAL  FIBROPLASIA  * 

PAUL  W.  RENKEN,  M.  D. 

New  Orleans 

Prior  to  1942,  it  was  unusual  for  oph- 
thalmologists to  be  called  in  consultation 
to  see  newborn  babies ; now  we  frequently 
see  babies,  especially  prematures,  for  eye 
examination.  This  rather  startling  change 
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ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 
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came  about  after  Terry  ^ published  a 
brief  report  on  a new  disease  of  pre- 
mature infants  which  he  called  retrolental 
fibroplasia  (RLF).  He  noted  that  it  was 
a disease  in  which  an  abnormal  membrane 
formed  behind  the  lens  after  birth.  He 
also  observed  that  there  were  no  heredi- 
tary factors,  and  that  some  new  factor 
had  arisen  to  cause  the  condition.  The 
identity  of  this  new  factor  has  not  been 
proven,  but  it  seems  to  be  near  a solution. 

Through  the  past  twelve  years  the  re- 
ports on  RLF  have  been  voluminous. 
Most  of  them  have  been  based  on  clinical 
observation,  some  have  been  reports  on 
autopsy  findings,  and  recently  there  have 
been  several  reports  on  the  disease  experi- 
mentally produced  in  animals.  Through 
these  many  reports  the  sequence  of 
changes  in  the  RLF  picture  has  been 
established. 

I particularly  want  to  bring  to  your 
attention  the  recently  published  classifi- 
cation of  the  disease  by  Reese,  King,  and 
Owens, 2 who  served  as  a committee  ap- 
pointed for  that  purpose  by  the  National 
Society  for  the  Prevention  of  Blindness. 
This  classification  greatly  simplifies  for 
the  ophthalmologist  and  the  pediatrician 
any  discussion  of  the  disease.  Since  the 
classification  contains  a good  description 
of  the  ophthalmoscopic  findings,  it  is  here 
quoted  in  full. 

The  classification  groups  the  disease 
into  its  two  phases,  the  active  and  the 
cicatricial  phases,  and  each  phase  is  sub- 
divided into  five  stages: 

STAGES  OP  RETROLENTAL  FIBROPLASIA 
IN  THE  ACTIVE  PHASE 

I.  Dilatation  and  tortuosity  of  retinal 
vessels 

Hemorrhages  may  or  may  not  be 
present 

Early  neovascularization  especially 
in  the  extreme  periphery  of  the 
visible  fundus  may  be  present 
H.  Stage  I.  plus  neovascularization  and 
some  peripheral  clouding 

Hemorrhages  are  usually  present 
Vitreous  clouding  may  or  may  not 
be  present 

Spontaneous  regression  may  occur 


III.  Stage  II.  plus  retinal  detachment  in 
the  periphery  of  the  fundus 

Spontaneous  regression  unlikely 

IV.  Hemispheric  or  circumferential  reti- 
nal detachment 

Elevation  of  the  retina  over  a large 
area,  but  still  with  some  retina  in 
position 

V.  Complete  retinal  detachment 

GRAHES  OF  RETROLENTAL  FIBROPLASIA 
IN  THE  CICATRICIAL  PHASE 

I.  Small  mass  of  opaque  tissue  in 
periphery  of  the  fundus  without  visi- 
ble retinal  detachment 

The  fundus  may  have  a pale  ap- 
pearance 

The  blood  vessels  may  be  attenu- 
ated 

II.  Larger  mass  of  opaque  tissue  in 

periphery  of  the  fundus  with  some 
localized  retinal  detachment 

The  disc  is  distorted  by  traction 
toward  the  side  of  the  tissue,  which 
is  usually  temporally 
Cases  ending  in  Grade  I.  or  II. 
have  useful  vision 

HI.  Larger  mass  of  opaque  tissue  in 

periphery  incorporating  a retinal  fold 
which  extends  to  the  disc 

Visual  acuity  varies  from  5/200  to 
20/50 

IV.  Retrolental  tissue  covering  part  of 
pupillary  area 

Small  area  of  attached  retina  may 
still  be  visible  or  only  a red  reflex 
over  a sector  of  the  fundus  may  be 
seen 

V.  Retrolental  tissue  covering  entire 
pupillary  area 

No  fundus  reflex  present 
There  will  probably  be  some  objection 
to  this  classification  inasmuch  as  Szew- 
czyk  ® has  noted  the  presence  of  peri- 
pheral retinal  clouding  or  edema  ante- 
dating any  visible  changes  in  the  retinal 
vessels.  Guy  ■*  has  noted  as  the  earliest 
sign  a vitreous  haziness  and  myopia. 
However,  even  though  there  may  be  minor 
differences  in  the  exact  sequence  of 
changes,  the  grouping  will  be  of  great 
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help  in  description  of  findings  in  the 
disease. 

The  matter  of  giving  a prognosis  in 
RLF  has  been  difficult.  It  has  always 
been  necessary  for  the  ophthalmologist  to 
be  guarded  in  giving  a prognosis,  for  it 
has  been  no  easy  matter  to  determine  to 
his  own  satisfaction  which  child  might 
have  useful  vision,  very  defective  vision 
or  no  vision.  The  classification  quoted 
gives  us  some  help  in  this  problem.  The 
changes  which  can  be  completely  reversi- 
ble are  differentiated  from  those  which 
will  result  in  a permanent  visual  defect. 
However,  here  again,  one  must  be  cautious 
in  giving  a prognosis.  For  example,  a 
child  under  our  observation,  now  aged  6 
years,  was  first  seen  at  the  age  of  6 
months.  At  that  time  there  was  retro- 
lental tissue  covering  part  of  the  pupillary 
area  and  there  was  a red  reflex  over  a 
sector  of  the  fundus.  This  was  the  typical 
Grade  IV.  of  the  cicatricial  phase.  The 
other  eye  at  6 months  appeared  normal. 
Now  we  can  see  in  the  extreme  periphery 
of  the  fundus  several  small  atrophic  pig- 
mented areas,  but  no  membrane  formation 
in  any  part  of  the  eye.  The  pigment  dis- 
tribution throughout  the  fundus  is  not 
much  different  than  that  seen  in  many 
myopic  eyes  of  minus  6.00  diopters  re- 
fraction. However,  the  best  corrected 
vision  is  only  20/50.  This  was  probably 
a Grade  I.  or  Grade  II.  while  in  the  active 
phase  during  the  first  weeks  after  birth; 
spontaneous  regression  occurred  but  com- 
pletely normal  vision  did  not  develop. 


Similar  subnormal  vision  has  been 
found  in  several  children  we  have  seen 
who  are  now  old  enough  for  accurate 
visual  acuity  tests.  One  cannot  forecast 
with  complete  accuracy  the  ultimate  vision 
in  even  the  mildest  forms  of  the  disease, 
and  in  making  a prognosis  one  must  re- 
member that  the  visual  outcome  will  prob- 
ably be  worse  than  the  fundus  picture 
would  indicate. 

Surgical  treatment  in  the  cicatricial 
phase  with  membrane  formation  was  at- 
tempted during  the  early  days  of  retro- 
lental fibroplasia  but  no  procedure  was 
successful.  Several  forms  of  medical 
treatment  attempted  were  also  completely 
unsuccessful.  The  most  recent  reports 
tend  to  incriminate  abnormal  oxygen  con- 
centrations and  may  lead  to  the  answer. 
The  solution  of  the  problem  lies  entirely 
in  prevention,  and  we  hope  this  disease 
which  appeared  so  suddenly  twelve  years 
ago  may  soon  leave  the  scene  with  equal 
abruptness. 
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INVESTIGATION  OF  TAX  EXEMPT 
FOUNDATIONS 

“The  power  to  tax  is  the  power  to 
destroy.”  This  statement  was  made  in  a 
Court  decision  generations  ago.  Its  full 
significance  is  not  appreciated  by  the  vot- 
ing public.  A corollary  may  be  phrased 
to  read;  “Freedom  from  taxation  may  re- 
sult in  progressive  increase  in  power.” 
The  importance  of  such  thoughts  as 
these  to  the  physician  is  that  tax  exempt 
foundations  may  influence  government, 
and  have  already  had  much  influence  in 
the  field  of  science  in  its  applications  to 


the  broad  aspects  of  medicine.  Wide- 
spread concern  as  to  tax  exempt  founda- 
tions has  developed  recently.  A Con- 
gressional inquiry  was  authorized.  A spe- 
cial committee  to  investigate  tax  exempt 
foundations  rendered  a report  on  Decem- 
ber 19,  1954.  The  majority  report  was 
signed  by  three  Republicans  on  the  five 
man  committee,  Chairman  Reece  (Ten- 
nessee) and  Representatives  Wolcott 
(Michigan)  and  Goodwin  (Massachusetts). 
Goodwin,  however,  signed  with  strong 
reservations  and  dissent  from  many  of  its 
findings  and  conclusions.  The  two  Demo- 
crats on  the  committee,  Representatives 
Wayne  L.  Hays  (Ohio)  and  Mrs.  Pfost 
(Idaho)  are  alleged  to  have  called  the 
report  a “crackpot  view  by  persons  ill 
with  fear  sickness.”  The  sessions  of  the 
committee  were  not  harmonious.  On 
August  20,  Congressman  B.  Carroll  Reece, 
Chairman,  made  a speech  on  the  floor  of 
the  House  of  Representatives,  in  which  he 
commented  on  the  sessions  and  stated, 
“Throughout  the  hearings  Mr.  Hays, 
(Wayne  L.  Hays  of  Ohio),  assumed  an 
attitude  of  aggressive  suspicion  and  in- 
sulting distrust  of  the  majority  members 
of  the  committee  and  of  the  committee 
staff.”  In  this  speech  it  was  further 
stated  that  there  were  presently  some 
seven  thousand  tax  exempt  foundations 
with  assets  in  excess  of  ten  billion,  and 
with  an  annual  income  in  excess  of  three 
hundred  million.  These  tremendous  re- 
sources are  taken  largely  out  of  our  tax- 
able income.  He  further  stated  that  the 
committee,  “had  been  subjected  to  various 
and  strange  pressures  and  harrassments. 
It  began  to  be  reviled  from  many  direc- 
tions very  early  in  its  career,”  and  that 
it  had  been  attacked  by  several  of  the 
major  newspapers. 

The  committee  report  which  was  made 
four  months  following  this  speech  made 
the  startling  charge  that  the  Nation’s  big- 
gest tax  free  foundations  were  acting  as 
a powerful  interlocking  “intellectual  car- 
tel,” which  it  said  is  promoting  a social- 
ism of  far  greater  menace  than  com- 
munism. The  report  dealt  mainly  with 
large  foundations  in  the  social  science 
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fields.  It  mentioned  most  often  the  three 
big  foundations,  the  Ford  Foundation,  the 
Rockefeller  Foundation,  and  the  Carnegie 
organizations  and  their  offshoot  groups. 
The  train  of  thought  was  that  the  founda- 
tions are  growing  rapidly  for  tax  reasons. 
Because  of  their  special  tax  status  they 
are,  in  effect,  spending  public  money. 
They  exert  through  the  purse  “enormous 
power”  in  molding  the  country’s  thinking. 
It  was  not  charged  that  this  came  into 
being  as  the  result  of  an  over-all  conscious 
plan,  but  that  the  effect  of  their  collective 
influence  was  important.  Among  sugges- 
tions made  by  the  Reece  report  was  that 
more  complete  financial  reports  from  the 
foundations  should  be  made  public,  and 
that  a time  limit  of  ten  to  twenty-five 
years  on  the  foundations  should  be  estab- 
lished. 

In  opposition  to  the  statements  made 
in  the  report  of  the  House  Committee, 
spokesmen  for  various  foundations  stated 
that  the  accusations  were  false ; that  the 
investigation  of  foundations  was  biased 
from  start  to  finish ; or  that  flimsy  alle- 
gations have  been  accepted  as  fact  with- 
out support  of  trustworthy  evidence. 
Dean  Rusk,  President  of  the  Rockefeller 
Foundation,  is  reported  as  concluding: 

“In  addition  to  many  ill-considered 
recommendations,  the  Reece  committee’s 
report  includes  two  recommendations 
which  the  Rockefeller  Foundation  has 
strongly  supported,  namely,  full  publicity 
for  foundation  activities  and  an  increase 


in  the  manpower  of  the  internal  revenue 
service  to  enable  it  to  watch  these  activi- 
ties more  closely.”  At  this  point,  mem- 
bers of  the  medical  profession  wonder 
v/hat  its  attitude  should  be.  The  situation 
is  not  unlike  that  which  develops  in  many 
medicolegal  cases  where  opposing  teams 
of  experts  take  the  same  facts  and  draw 
diametrically  opposite  conclusions.  We 
recognize  the  great  service  that  some  of 
the  foundations  have  rendered  to  the 
science  of  medicine  in  the  years,  and  oc- 
casionally, to  the  practice  of  medicine.  We 
also  recognize  the  many  limitations  on  the 
capacity  of  government  to  spend  money 
wisely.  The  foundation  money  is  com- 
munity surplus,  which  we  hope  is  being 
spent  wisely.  On  the  other  hand,  the 
charge  that  some  foundations  are  promot- 
ing Fabian  socialism  is  disturbing.  Since 
the  day  of  the  first  income  tax  law  we 
have  already  come  that  road  too  fast  and 
too  far.  The  advice  of  Dean  Rusk  that 
the  public  have  access  to  the  knowledge 
of  the  activities  of  these  foundations  is 
reassuring.  And  we  are  reasonably  cer- 
tain that  if  their  activities  were  patterned 
along  the  lines  of  the  American  Medical 
Education  Foundation,  which  is  to  pre- 
vent the  advance  of  socialism  in  medical 
schools,  the  sources  for  criticisms  would 
be  minimized. 

It  should  be  quite  clear,  therefore,  from 
these  various  points  of  controversy  that 
the  public,  as  well  as  the  medical  pro- 
fession, has  a proper  interest  in  the  ac- 
tivities of  tax  exempt  foundations. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


1955  ANNUAL  MEETING 

COMMITTEES  ON  AUKANOEMENTS 
Below  are  listed  the  Advisory  Committee  and 
chaii-men  of  special  committees  incident  to  ar- 
rangements for  the  1955  Annual  Meeting  who 
have  been  appointed  by  the  General  Chairman, 
Dr.  J.  Theo  Brierre.  These  doctors  should  be  con- 
tacted for  information  pertaining  to  various 


phases  of  the  meeting. 

ADVISOKY 

Dr.  II.  I?.  Alsobrook 
Dr.  C.  .1.  Brown 
Dr.  .T.  E.  Brierre 
Dr.  Eilgar  Burns 
Dr.  A.  V.  Friedrichs 
Dr.  Val  Fuclis 
Dr.  M.  M.  Green 


Dr.  S.  IIol)Son 
Dr.  T.  P.  Kirn 
Dr.  E.  II.  Lawson 
Dr.  E.  L.  Leckert 
Dr.  L.  .1.  Menville 
Dr.  II.  A.  Tliotnas 
Dr.  N.  .T.  Tessitore 
Dr.  E.  I/.  Zander 
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Dr.  E.  G.  Walls 
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Dr.  E.  J.  Joubert,  Jr. 
DECORATIONS 
Dr.  E.  S.  Fatter 
ENTERTAINMENT 
Dr.  J.  G.  Menville 
FINANCES 
Dr.  G.  H.  Hauser 
GOLF 

Dr.  Jack  E.  Strange 
HOSPITALS 
Dr.  Ernest  Cell! 

HOTELS  & MEETING  ROOMS 
Dr.  Branch  Aymond 
LANTERNS 
Dr.  J.  Morgan  Lyons 


LUNCHES 

Dr.  J.  Landry,  Jr. 
PUBLICITY 
Dr.  Rafael  Sanchez 
REGISTRATION 
Dr.  R.  E.  Gillaspie 
SCIENTIFIC  EXHIBITS 
Dr.  Edward  Matthews 
SIGNS 

Dr.  E.  H.  Countiss 
TECHNICAL  EXHIBITS 
Dr.  G.  D.  Feldner 
TRANSPORTATION 
Dr.  R.  L.  Buck 
WOMAN’S  AUXILIARY 
I>r.  J.  M.  Davidson 


WHAT  THE  AMA  DOES  FOR  ITS  MEMBERS 
C.  Grenes  Cole,  M.  D. 

We  would  very  much  like  to  see  all  the  doctors 
of  this  State,  and  especially  all  members  of  the 
Louisiana  State  Medical  Society,  visit  the  A.M.A. 
headquarters  at  535  North  Dearborn  Street,  Chi- 
cago, housed  in  a nine-floor  building,  completely 
furnished  with  all  the  latest  equipment  so  neces- 
sary for  their  900  employees.  These  employees 
carry  on,  year  by  year,  the  many  activities  and 
duties  required  by  them  in  the  respective  fields 
to  which  they  are  assigned,  in  achieving  the  goal 
to  which  the  National  Association  is  pledged: 
“the  promotion  of  the  Science  and  Art  of  Medi- 
cine and  the  betterment  of  health  conditions 
throughout  the  nation”.  Such  a visit  would  open 
the  eyes  of  some  of  our  more  skeptic  members 
who  are  always  talking  about  how  little  they  get 
out  of  the  $25.00  annual  membership  dues  to  the 
AMA.  You  can  receive  plenty  for  your  dues  if  you 
choose  and  would  only  take  advantage  of  the 
many  services  offered  you. 

We  wish  to  outline  briefly  a few  of  the 
major  services  provided  you  for  the  $25.00 
charged  for  your  annual  membership  dues. 

To  begin  with,  the  major  portion,  $15.00,  of 
your  dues  goes  for  a year’s  subscription  to  the 
Journal  of  the  AMA,  one  of  the  most  recognized 
and  outstanding  publications  in  the  world,  going 
to  over  160,000  doctors  each  week.  If  you  prefer 
a specialty  journal  you  may  substitute  any  one 
of  the  following  nine  specialty  journals  published 
by  the  Association:  the  American  Journal  of 

Diseases  of  Children,  Archives  of  Neurology  and 
Psychiatry,  Archives  of  Dermatology  and  Syphi- 
lology.  Archives  of  Surgery,  Archives  of  Ophthal- 
mology, Archives  of  Otolaryngology,  Archives  of 
Patholog.v,  Archives  of  Intei'nal  Medicine,  and 
Archives  of  Industrial  Hygiene  and  Occupational 
Medicine. 

The  reading  of  your  weekly  Journal  of  the 
AM.^,  one  of  the  best  recognized  and  most  ex- 
tensively read  scientific  medical  publications  in 
the  world,  will  keep  you  posted  as  to  what  medi- 
cal science  is  offering  in  the  way  of  advancement 
in  all  fields  of  endeavor.  It  will  furnish  you  with 


the  most  accurate  and  trustworthy  information 
obtainable  in  all  fields  of  scientific  research  and 
covers  all  branches  of  medicine. 

In  the  past,  for  years,  the  physicians  had  to 
rely  almost  entirely  on  their  personal  experience 
in  the  use  of  drugs  for  their  patients.  Now,  you 
have  accessibility  to  the  wonderful  seiwice  offered 
you  by  the  AMA’s  Council  on  Pharmacy  and 
Chemistry  which  regularly  reports  on  the  thera- 
peutic value  of  the  newer  drugs  placed  on  the 
market,  and  publishes  the  result  of  their  exami- 
nation in  the  Journal.  You,  as  a member,  can 
also  write  the  Council  on  Pharmacy  and  Chemis- 
try, the  Council  on  Foods  and  Nutrition  or  the 
Council  on  Physical  Medicine  and  Rehabilitation 
or  any  of  the  other  Councils  for  any  information 
desired  on  certain  drugs,  foods  or  other  products, 
or  any  information  you  might  wish  on  other  sub- 
jects so  vital  to  you  in  the  practice  of  medicine. 

AMA  does  many  other  things  for  you,  assures 
you  of  a good  medical  education  and  has  been 
helping  you  since  you  first  entered  medical  school. 
Since  1847,  AMA  has  exerted  its  very  best  efforts 
to  improve  our  medical  schools.  From  1905  to 
1920  it  led  the  fight  to  eliminate  all  low  rate 
medical  schools  and  maintain,  for  those  few 
schools  which  withstood  the  acid  test  of  rigid  in- 
spection and  earned  for  themselves  the  designa- 
tion of  Grade-A  medical  schools,  the  high  stan- 
dard of  education  enjoyed  at  the  present  time 
and  offered  prospective  students  who  are  enter- 
ing our  medical  schools  today.  Of  course,  your 
Association  is  continuing  to  work  for  better  doc- 
tors of  the  future,  and  is  demanding  higher 
standards  and  better  conditions,  for  our  medical 
schools. 

In  1950,  the  Association  organized  the  Ameri- 
can Medical  Education  Foundation  for  the  pur- 
pose of  raising  funds  to  help  support  our  medical 
schools,  so  desperately  in  need  of  money,  to  con- 
tinue their  high  educational  standai’d.  Your  As- 
sociation has  been  a great  source  of  financial  aid 
to  these  schools,  having  contributed  most  gener- 
ously to  this  Foundation.  Its  gift  the  first  year 
was  $500,000  and  since  then  large  amounts  have 
been  and  are  being  contributed. 

AMA  secures  for  our  interns  and  residents, 
better  hospital  facilities  for  their  training  by 
repeated  inspections  of  these  institutions,  and 
only  hospitals  having  sufficient  patients,  ade- 
quate equipment  and  competent  teaching  staffs 
are  approved  as  teaching  institutions  for  intern 
and  resident  training. 

AMA  maintains  a national  placement  service 
to  aid  you  in  getting  properly  and  happily  located 
after  graduation.  This  service  keeps  files  on 
communities  in  need  of  physicians  and  physicians 
in  search  of  locations,  and  works  closely  in  co- 
operation with  the  State  Societies  in  this  work. 
The  names  of  all  physicians  about  to  be  released 
from  military  service  are  given  to  the  AMA  by 
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the  government  and  through  the  efforts  of  AMA 
and  State  placement  services,  these  doctors  are 
able  to  contact  communities  where  they  might 
locate  for  practice. 

Your  Association’s  library,  which  receives  about 
2000  leading  medical  journals  of  the  world,  is 
maintained  entirely  to  be  of  service  to  its  mem- 
bers. This  service  is  free  and  permits  a member 
to  borrow  copies  of  any  of  these  journals,  check- 
ing out  up  to  three  at  one  time  and  keeping 
them  for  five  days. 

A popular  service,  known  as  the  “Package  Li- 
brary”, is  carried  for  the  benefit  of  members. 
This  covers  articles  from  current  medical  jour- 
nal's, pamphlets  and  numerous  paper-bound  pub- 
lications which  are  daily  being  filed  and  cross- 
indexed  in  the  AMA  library.  If  you  wish  such 
a loan  package  to  review  any  subject  or  to  pre- 
pare a paper,  just  write  the  AMA  Library,  535 
N.  Dearborn  Street,  Chicago,  Illinois,  and  the 
staff  will  mail  you  the  information  free  of 
charge.  As  a rule,  this  service  requires  two 
weeks.  However,  if  there  is  need  for  quick  ser- 
vice, so  specify  in  your  request  and  the  material 
will  then  be  furnished  you  quickly  by  airmail, 
special  delivery.  In  this  instance  you  will  be  ex- 
pected to  pay  the  extra  postage.  You  should 
state  clearly  and  specifically  what  you  want,  to 
permit  the  staff  to  select  the  most  helpful  ar- 
ticles from  the  large  files. 

As  a service  to  the  members,  a Cumulative 
Index  Medicus  is  published  quarterly,  at  a loss, 
listing  articles  appearing  in  leading  medical  peri- 
odicals. A separate  section  is  dedicated  to  books 
published  on  medical  subjects. 

Your  AMA  makes  available  to  the  members, 
two  national  scientific  programs  each  year.  The 
Annual  Session,  which  twelve  to  twenty  thou- 
sand physicians  attend,  is  held  in  June.  This 
meeting  has  been  described  as  “a  complete  post- 
graduate education  under  one  roof”.  The  Clini- 
cal meeting,  with  an  attendance  of  three  to  five 
thousand  M.  D’s  meets  each  year  in  eardy  Decem- 
ber. This  Session  features  clinical  demonstra- 
tions, question  and  answer  forums,  motion  pic- 
tures, color  television  and  great  numbers  of 
scientific  and  technical  exhibits  of  profound  in- 
terest to  the  profession. 

Your  Association  passes  on  the  merits  of  medi- 
cal devices  connected  with  diagnosis  and  therapy, 
foods  used  for  special  diets,  and  cosmetics.  Mem- 
bers of  the  appropriate  Council  study  and  care- 
fully consider  these  products  and  the  data  relat- 
ing to  them,  prior  to  their  acceptance  or  rejection 
by  the  AMA.  Reports  on  the  qualities  or  merits 
of  such  products,  are  published  in  the  Journal 
under  the  headings  of  the  Council  on  Physical 
Medicine  and  Rehabilitation,  the  Council  on  Foods 
and  Nutrition,  and  the  Committee  on  Cosmetics. 
Reports  of  the  Council  on  Physical  Medicine  are 
published  in  a pamphlet  called  “Apparatus  Ac- 


cepted”, a copy  of  which  will'  be  furnished  you 
free  on  request.  The  Council  on  Foods  and  the 
Council  on  Physical  Medicine  supervise  the  publi- 
cation of  the  “Handbook  on  Nutrition”  and  the 
“Handbook  of  Physical  Medicine  and  Rehabilita- 
tion”. 

Any  questions  regarding  drugs  or  other  prod- 
ucts related  to  the  practice  of  medicine  will  be 
freely  answered  by  your  Association.  Thousands 
of  letters  from  members,  containing  pertinent 
questions,  are  answered  annually.  Only  those 
medical  products  which  are  Council  accepted  can 
be  advertised  in  the  AMA  Journal  or  the  nine 
AMA  specialty  journal's,  or  exhibited  at  AMA 
meetings,  and  this  serves  as  a guide  to  good 
products. 

Your  dues, — the  ten  dollars  left  after  the 
fifteen  dollars  is  deducted  for  a year’s  subscrip- 
tion to  the  Journal,  help  pay  for  AMA’s  evalua- 
tion of  drugs  and  other  medical  products,  a 
service  provided  entirely  for  the  benefit  of  our 
members  and  with  no  charge  or  obligation  to 
manufacturers.  The  Seal  of  Acceptance  cannot 
be  bought  and  only  quality  products  receive  this 
approval.  Due  to  the  fact  that  these  seals  are  so 
greatly  desired  by  the  rnanufacturers  this  evalua- 
tion program  has  been  extremely  valuable  to  the 
members  in  making  available  to  them  only  quality 
products. 

Special  reports  for  publication  in  the  AMA 
Journal  are  prepared  by  the  Scientific  Councils 
on  such  subjects  as  Industrial  Medicine;  National 
Emergency  Medical  Service;  Nutrition,  relation 
of  soil  fertility  to  the  nutritional  quality  of 
food;  and  Pesticides.  The  Committee  on  Mental 
Health  will'  also  issue  special  reports.  Reprints, 
of  the  above  mentioned  reports  are,  as  a rule, 
available  to  members. 

Space  and  time  will  not  permit  any  detailed 
statement  of  other  services  your  AMA  offers  to 
members  on  numerous  other  subjects  and  proj- 
ects. We  will  only  mention  briefly  these  addition- 
al services.  Your  AMA  assists  research  on 
therapeutic  problems  financially  and  by  coopera- 
tion with  clinics  and  pharmaceutical  firms.  Re- 
cently, in  a study  of  the  use  of  steroids  in  cancer 
of  the  breast,  forty-five  clinics  and  fourteen 
pharmaceutical  firms  cooperated.  Five  hundred 
dollars  to  individual  investigators  was  authorized 
and  an  average  of  thirty-five  to  fifty  such  gi’ants 
are  made  annually. 

Reports  are  also  made  on  toxicity  of  new 
di’ugs.  Information  on  quacks  and  nostrums  is 
available  by  writing  to  the  Association’s  Bureau 
of  Investigation. 

The  Association  helps  assure  good  hospitals  for 
you,  as  a member  of  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  and  also  lends 
financial  aid  to  the  Commission. 

Your  medical  records  in  hospitals  are  filed  by 
AMA  Classification,  and  in  1937  the  Association 
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edited  “Standard  Nomenclature  of  Diseases  and 
Operations”,  used  by  seventy  percent  of  hospitals 
in  the  United  States  today. 

Your  assistants  are  better  trained  because  of 
AMA’s  inspection,  classification  and  approval  of 
schools  for  laboratory  technicians,  occupational 
therapists,  physical  therapists,  X-ray  technicians. 

AMA  offers  Public  Relations  tips  for  your 
secretary  or  nurse  in  the  manual,  “Winning 
Ways  with  Patients”,  a copy  of  which  will  be 
sent  you  on  request.  Public  Relations  aids  for 
doctors  are  available,  and  a pamphlet  on  office 
public  relations  for  the  practicing  physician  will 
be  mailed  to  you  free  of  charge  upon  request  to 
the  AMA. 

You  can  help  in  filling  that  waiting  room  table 
by  requesting  from  AMA  copies  of  many  attractive 
pamphlets  for  this  purpose.  Some  of  these  would 
include  “Your  Money’s  Worth”,  “A  Doctor  for 
You”,  a caz-toon-style  pamphlet,  “The  Amazing 
Story”.  Reprints  of  informative  magazine  ar- 
ticles may  be  obtained.  You  may,  also,  secure 
public  relations  literature  free  by  writing  to 
your  Association’s  Public  Relations  Department. 

By  writing  to  AMA’s  Bureau  of  Health  Edu- 
cation, you  may  secure  pamphlets  including, 
“How  to  be  a Good  Patient”,  “Getting  Ready  for 
Married  Life”,  “Adoption”,  “Master  Key  to  Rest- 
ful Slumber”,  to  reinforce  your  verbal  instruc- 
tions to  your  patients.  Single  copy  free, — quan- 
tities will  be  furnished  you  at  cost  of  publication. 

“Today’s  Health”,  published  by  AMA  will  teach 
your  patients  about  sound  health  habits  and 
preventive  medicine  and  should  be  a “must”  in 
your  waiting  room.  It  is  offered  to  physicians 
at  a special  low  rate  of  $1.50  per  year. 

Information  on  medico-legal  problems  can  be 
obtained  by  you  or  your  attorney  on  a loan  basis. 
In  addition  to  this  seiwice,  the  attorneys  on  the 
staff  of  AMA’s  Bureau  of  Legal  Medicine  and 
Legislation  will  gladly  answer  inquiries  on 
medico-legal  pi’oblems  pei’taining  to  partnerships, 
selling  a practice,  relationships  between  injury 
and  specified  disease,  ownership  of  X-rays,  in- 
come deductions  and  medical  testimony  in  gen- 
eral. “Absti’acts  of  Court  Decisions  on  Medico- 
legal Cases”  may  be  purchased  for  permanent 
reference  from  the  “Order  Department”  at  AMA 
headquarters. 

AM.A.  represents  you  before  Congress.  This  is 
a most  important  and  valued  service  of  your 
Association,  studying  all  bills  before  Congress 
and  supporting  or  opposing  said  bills  as  they  may 
affect  organized  medicine.  This  service  necessi- 
tates the  study  of  over  five  hundred  bills  and  the 
giving  of  testimony  before  the  respective  Com- 
mittees in  the  House  and  Senate,  fighting  against 
the  passage  of  bills  detrimental  to  our  profession 
and  our  patients  and  supporting  those  bills  which 
would  benefit  “organized  medicine”  and  improve 
health  conditions  throughout  the  nation.  This 


AMA  Legislative  Committee  performs  a valuable 
service  and  should  have  the  support  of  all  our 
members.  You  can  be  of  inestimable  aid  to  this 
Committee  in  contacting  your  Congi’essman  or 
Senator  and  requesting  their  help  in  supporting 
or  opposing  legislation  as  the  case  may  be.  You 
may  be  assured  that  your  assistance  is  greatly 
needed  and  will  be  more  than  appreciated.  You 
can  obtain  copies  of  bills  and  detailed  infonna- 
tion  on  federal'  medical  legislation  by  writing  the 
AMA  Washington  office,  1523  “L”  Street,  N.  W., 
Washington  5,  D.  C.  This  is  another  of  the  many 
sei'vices  our  members  receive,  in  addition  to  the 
Journal,  for  their  twenty-five  dollars. 

AMA  keeps  records  on  all  physicians.  These 
records  are  started  as  soon  as  you  enter  a medi- 
cal school  and  continue  throughout  your  medical 
career,  listing  your  birthplace,  date  of  birth,  the 
school  from  which  you  receive  your  M.  D.,  the 
year  of  your  graduation,  whether  or  not  you  are 
a specialist,  and  your  current  home  and  office 
address.  These  records  are  of  great  help  in  com- 
piling the  “American  Medical  Directory”. 

Your  Association  encourages  ethical  medical 
practice.  It  has  been  said  that  one  of  the  para- 
mount reasons  for  founding  the  American  Medi- 
cal Association  was  to  develop  an  accepted  code 
of  ethical  conduct  for  physicians.  The  present 
AMA  “Principles  of  Ethics”  have  been  evolved 
through  the  years  by  action  of  the  House  of 
Delegates.  They  are  interpi-eted  by  the  Judicial 
Council,  which  serves  as  Medicine’s  Supreme 
Court. 

This  list  of  services  which  the  AMA  can  and 
does  offer  you,  as  a member,  has  necessarily  been 
condensed  and  is  incomplete.  Your  Association, 
more  or  less,  works  in  all  areas  of  medicine,  and 
can  furnish  you  information  in  all  fields  per- 
taining to  your  profession,  or  can  direct  you  to 
some  other  source,  where  such  information  can 
be  obtained.  You  should  remember  that  your 
Association  is  always  eager  and  willing  to  help 
you  in  your  practice. 

Of  course  your  membership  entitles  you  to  the 
further  facilities  of  AMA  in  the  use  of  medical, 
health  films,  exhibits  for  public  or  professional 
audiences,  pamphlets  to  be  used  at  fairs  or  public 
meetings,  posters  for  school  or  industrial  health 
education  efforts,  loans  of  radio  transcriptions 
for  broadcasting  over  local  station,  and  TV  films 
for  use  by  Parish  or  District  Societies  over  local 
television  stations. 

Dr.  George  Lull,  Secretary  and  General  Mana- 
ger of  the  American  Medical  Association  ex- 
plained or  portrayed  the  role  a member  plays  in 
the  work  of  the  Association  very  well  when  he 
so  aptly  said  that  “an  active,  informed  member- 
ship begins  with  your  Parish  Society,  for  the 
AMA  is  only  as  strong,  only  as  progressive, 
only  as  active  as  the  sum  total  of  its  component 
societies.  It  is  in  your  Parish  society  that  you 


Organization  Section 


85 


have  your  vote  in  organized  medicine.  It  is 
through  your  Parish  society  that  the  medical 
profession  can  make  itself  felt  as  a group  in 
your  community  life.  Your  role  in  organized 
medicine  begins  with  the  Parish  Society.” 

It  is  equally  impox’tant  in  this  complex  age 
that  you  be  active  in  and  informed  about  state 
and  national  medical  affairs  as  well.  Your  AMA 
Journal  provides  you  with  a wealth  of  informa- 
tion. You  can  write  either  to  your  state  society 
or  to  the  AMA  for  still  more  information.  Every 
member  is  always  welcome  at  his  state  society 
office  or  at  AMA  headquarters.  Visit  them  and 
find  out  for  yourself.  Attendance  at  state  medi- 
cal meetings  is  important,  and  a trip  to  an  AMA 
meeting  a unique  experience.  If  you  can  tear 
yourself  away  from  the  maze  of  exhibits  and 
other  scientific  attractions,  visit  your  Associa- 
tion’s House  of  Delegates.  This  body  holds  open 
meetings.  Any  member  is  welcome.  Indeed,  any 
member  has  the  right  and  the  privilege  to  appear 
and  testify  before  any  reference  committee  of  the 
House. 

Only  if  you  are  an  informed,  active  member  of 
the  AMA  will  you  benefit  fully  from  its  many 
services.  And  only  then  will  AMA  benefit  from 
the  suggestions,  the  ideas,  and  the  service  which 
you  can  contribute. 

In  order  to  continue  its  many  services  to  the 
profession  and  the  public,  your  Association  needs 


your  financial  support.  Of  your  $25.00  dues, 
$15.00  goes  for  your  Journal  subscription.  Only 
ten  dollars  a year  goes  to  pay  for  AMA’s  count- 
less other  activities.  Compared  to  the  dues  re- 
ceived and  the  services  rendered  by  other  national 
organizations,  you  are  getting  a bargain.  This 
is  particularly  true  when  it  is  remembered  that 
for  its  first  100  years  AMA  received  no  member- 
ship dues  at  all ! 

You  are  the  American  Medical  Association. 
You  share  in  its  prestige  and  its  strength.  You 
also  must  bear  a share  of  the  criticism  it  re- 
ceives. Your  Association  asks  from  its  members 
the  loyalty  to  refrain  from  attacking  it  without 
knowledge;  the  loyalty  of  working  from  within 
to  effect  change  rather  than  throwing  rocks  from 
without;  the  kind  of  loyalty  that  will  make  a 
member  accept  criticism  of  the  AMA  as  criticism 
of  himself,  and,  if  the  criticism  is  unjustified, 
defend  his  Association,  or,  if  it  is  justified,  take 
steps  to  correct  the  situation. 

It  should  be  well  understood  that,  in  order  to 
participate  in  the  many  facilities  and  services 
accorded  you  as  a member  of  the  AMA  you  first 
have  to  become  a member  of  your  Parish  or  Dis- 
trict, and  State  Societies. 

We  therefore  urge  and  invite  you  to  go  the 
whole  way  with  us,  in  joining  up  with  your 
national  association,  thereby  helping  us  to  fight 
for  the  rights  of  our  profession. 


PARISH 

MEDICAL  NEWS  SECTION 

CALENDAR 

AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  evei-y  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

MEDICAL  EDUCATION  SEEN  AT 
CROSSROADS 

America’s  medical  schools  face  a crisis  which 
can  only  be  resolved  by  increased  public  interest 
and  support,  according  to  a 25-cent  pamphlet, 
“The  Challenge  to  Medical  Education”  just  pub- 
lished by  the  Public  Affairs  Committee,  22  E. 
38th  Street,  New  York  City. 

Chancellor  Henry  T.  Heald  of  New  York  Uni- 
versity in  an  introduction  calls  attention  to  one 


of  the  main  challenges  faced  by  these  “complex 
centers  for  training”  by  pointing  out  that  “doc- 
tors are  called  up  less  and  less  to  heal  the  sick 
and  more  and  more  to  keep  people  well.  Medical 
education  must  not  only  keep  abreast  of  society’s 
needs;  it  must  anticipate  them.” 

“In  many  ways,  the  medical  establishment  of 
our  nation  is  stronger  than  it  ever  has  been  be- 
fore,” declares  the  author,  Robert  M.  Cunning- 
ham, editor  of  Modern  Hospital.  “Every  year, 
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more  doctors  care  for  more  people,  using  more 
buildings,  equipment,  supplies,  and  helpers  than 
in  the  year  before.  Year  after  year,  new  hos- 
pitals are  built,  offering  their  new  facilities  and 
their  trained  staffs  for  use  by  the  medical  pro- 
fession. 

“Nevertheless,”  he  adds,  “a  threat  to  the  na- 
tion’s health  does  exist — the  more  serious  be- 
cause it  lies  hidden  behind  the  spectacular  medi- 
cal achievements  of  our  time  and  because  it  is  a 
danger  not  so  much  to  our  present  strength  as  to 
our  future  growth. 

“The  danger  is  that  our  great  medical  schools 
— the  source  of  our  supply  of  doctors  and  the 
medical  advances  of  tomorrow — may  not  find  the 
money  and  manpower  to  keep  growing  ...  as 
the  body  of  our  medical  knowledge  expands  year 
after  year,”  Mr.  Cunningham  asserts. 

“By  any  estimate,”  he  continues,  “medical  edu- 
cation is  far  more  costly  than  education  in  most 
of  the  other  professions  . . . No  other  kind  of 
education  requires  so  much  laboratory  space  and 
equipment  and  so  much  money  to  support  the 
all-important  dispensary  and  hospital  services  for 
clinical  instruction.” 

Since  the  average  medical  student  can  afford 
to  pay  only  about  one-fifth  of  the  cost  of  his 
training,  the  schools  must  find  additional'  sources 
of  support  to  offset  the  increasing  costs  resulting 
from  modem  scientific  advances. 

“Plainly,  more  and  more  groups  must  accept 
an  increased  share  of  responsibility  for  the  sup- 
port of  medical  education,”  Mr.  Cunningham 
writes,  “if  we  expect  the  schools  to  perform  fully 
and  effectively  in  the  future.” 

The  price  of  this  pamphlet  is  25(‘  and  may  be 
obtained  by  contacting  the  Public  Affairs  Com- 
mittee, 22  East  .38th  Street,  New  York  City. 


CLINICAL  HEMATOLOGY  COURSE 
A three-day  continuation  course  in  Clinical 
Hematology  will  be  presented  at  Tulane  Univer- 
sity beginning  March  23,  195-5.  Dr.  C.  V.  Moore, 
Dean  and  Professor  of  Medicine  at  Washington 
University,  has  accepted  an  invitation  to  be  the 
guest  speaker.  Registration  is  now  open  to  all 
physicians  but  will  be  closed  March  1,  1955. 

The  program  will  be  built  around  actual  cases 
insofar  as  possible  and  will  include  discussion  of 
the  anemias,  leukemias  and  lymphomas,  poly- 
cythemia, purpura,  problems  of  blood  transfusion, 
and  blood  coagulation.  Those  interested  should 
contact  the  Director  of  Graduate  Medicine,  1430 
Tulane  Avenue,  New  Orleans,  Louisiana. 


BLAMES  SEX  HYSTERIA  FOR  DOUBLING 
ILLEGITIMATE  BIRTHS  AMONG 
’TEEN-AGERS 

The  current  wave  of  sex  hysteria  is  bearing 
fruit  in  an  increasing  number  of  illegitimate 
births  and  a distressing  problem  of  “bosom  con- 


sciousness” among  ’teen-agers,  a Portland  (Ore.) 
obstetrician  and  gynecologist  reported  at  the  Sixth 
Annual  Congress  on  Obstetrics  and  Gynecology 
on  December  14,  1954. 

Speaking  in  the  Palmer  House  before  The  Sixth 
American  Congress  on  Obstetrics  and  Gynecology, 
Dr.  Goodrich  C.  Schauffler  said  illegitimate  births 
in  the  ’teen-age  bracket  have  doubled  in  the  last 
15  years. 

“This  depressing  fact  is  certainly  significant  of 
the  general  trend  in  relation  to  precocious  sex 
activity,”  Dr.  Schauffler  said.  “It  must  be  recog- 
nized as  a background  to  the  observation  that 
there  is  a greatly  increased  awareness  of  sex  in 
the  younger  group,  stimulated  and  maintained  by 
sex  hysteria,  which  is  a calculated  instrument  of 
modern  journalism  and  so-called  entertainment 
trends. 


RICHEST  SOURCE  OF  VITAMIN  C NOW 
READY  FOR  WORLD 

A neglected  backyard  tree  is  about  to  give  to 
the  world  its  “richest  known  source  of  vitamin  C” 
and  to  Puerto  Rico  a possible  answer  to  its  old 
one-crop  economy  problem. 

After  almost  10  years  of  efforts  by  scientists 
to  interest  “the  giants  of  the  food  industry”  in 
the  potentialities  of  the  “fantastic”  acerola  tree, 
the  first  commercial  crop  finally  has  been  pro- 
duced and  is  ready  for  the  market. 

The  fruit  is  known  as  Puerto  Rican  cherry. 
West  Indian  cherry,  acei’ola,  or  several  other 
names.  The  three  grows  semi-wild  in  the  Carib- 
bean islands  where  natives  say  a tree  in  the  back 
yard  will  “keep  colds  out  of  the  front  door.” 

And  a six-ounce  glass  contains  as  much  as  8650 
milligrams  of  vitamin  C — more  than  85  times  as 
much  as  a six  ounce  glass  of  fresh  orange  juice. 
It  would  take  over  50  pounds  of  fresh  raw  cabbage 
to  give  the  same  amount  of  vitamin  C as  a glass 
of  acerola  juice. 

The  fruit  is  the  size  of  an  ordinary  red  cherry 
but  is  shaped  more  like  a crab  apple.  Its  taste  is 
“tart  and  refreshing”  and  the  tree  bears  four 
crops  a year. 

How  the  tree  finally  was  developed  commercially 
is  told  by  Mrs.  Anna  May  Wilson  in  the  November 
Today’s  Health  magazine,  published  by  the  Ameri- 
can Medical  Association.  Her  husband.  Dr.  James 
R.  Wilson,  director  of  the  A.M.A.’s  Council  on 
Foods  and  Nutrition,  was  the  man  who  interested 
orange  juice  millionaire  Harvey  Greenspan,  Miami, 
in  the  acerola. 


RISK  TO  EXPECTANT  MOTHER  WITH 
HEART  DISEASE  IS  MINIMIZED 
The  outlook  for  the  expectant  mother  with  heart 
disease  is  most  hopeful,  a Minneapolis  obstetrician 
reported  at  the  Sixth  Annual  Congress  on  Ob- 
stetrics and  Gynecology. 

“With  early  appraisal,  frequent  examinations 
and  vigorous  medical  care,  the  death  rate  can  be 
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reduced  to  1 per  cent  or  less,”  Dr.  Olga  Hansen 
Litzenberg  said  at  a symposium  on  medical  com- 
plications of  pregnancy  before  The  Sixth  Ameri- 
can Congress  on  Obstetrics  and  Gynecology  at 
the  Palmer  House. 

The  maternal  mortality  among  women  whose 
heart  disease  restricts  their  physical  activities 
only  slightly  or  not  at  all  is  only  a little  higher 
than  in  a comparable  nonpregnant  group,  Dr. 
Litzenberg  added.  The  death  rate  of  infants  is 
no  greater,  she  said. 


ASPIRIN  CALLED  BEST  DRUG  FOR  MILD 
HEAD  INJURIES 

“Aspirin  is  the  best  drag  for  managing  the 
ordinary  restlessness,  irritability  and  headache” 
which  follow  mild  head  injuries  in  children,  ac- 
cording to  Dr.  Donald  D.  Matson,  Boston  neuro- 
surgeon and  assistant  professor  of  surgeiy  at 
Harvard  Medical  School. 

When  necessary.  Dr.  Matson  writes  in  Posf- 
graduate  Medicine  (3:16,1954),  a physician  may 
prescribe  small  amounts  of  Demerol  or  codeine 
to  supplement  aspirin.  As  a general  rule,  he 
cautions  against  the  use  of  barbiturates. 

Treatment  of  shock  is  a vital  measure  in  all 
head  injuries.  The  procedure  usually  effective 
in  mild  injuries  includes:  relief  of  pain  with 
aspirin,  simple  warmth,  reassurance  and  quiet. 
If  treatment  is  carried  out  at  home,  parents 
should  observe  the  child’s  alertness,  motion  of 
extremities  and  equality  of  pupils  at  set  intervals. 


PREGNANCY  NO  LONGER  MORTALITY 
FACTOR  IN  POLIOMYELITIS 

The  pregnant  poliomyelitis  patient  now  has  as 
good  a chance  for  life  as  the  non-pregnant  polio 
victim,  according  to  a report  made  at  the  Sixth 
Annual  Congress  on  Obstetrics  and  Gynecology 
on  Dec.  14,  1954. 

Dr.  Paula  Horn  of  the  University  of  Southern 
California  School  of  Medicine,  Los  Angeles,  said 
a five-year  study  at  the  Los  Angeles  County 
Hospital  showed  the  death  rate  in  pregnant  adult 
women  stricken  with  polio  has  now  by  modern 
care  been  cut  to  the  same  level  as  that  of  non- 
pregnant adult  women — 4 per  cent  in  each  in- 
stance. A few  years  ago  the  polio  pregnant  death 
rate  was  nearly  11  per  cent. 

Dr.  Horn  spoke  in  the  Palmer  House  at  the 
opening  of  the  five-day  Sixth  American  Congress 
on  Obstetiics  and  Gynecology,  sponsored  by  The 
American  Committee  on  Maternal  Welfare,  Inc., 
and  the  American  Academy  of  Obstetrics  and 
Gynecology.  The  meeting  was  attended  by  about 
3,500  physicians,  nurses,  public  health  officials 
and  hospital  administrators  concerned  with  better 
care  for  mothers  and  babies. 

The  report  covered  1,545  adult  females  stricken 
with  polio  in  the  five  years,  1948-1952,  inclusively. 
Of  these,  225  women  were  pregnant.  Nine  deaths 
occurred  in  that  group.  There  were  53  deaths 


among  the  1,320  non-pregnant  patients.  The  five- 
year  mortality  rate  in  each  instance  was  4 per 
cent. 

In  1948,  the  first  year  of  the  study,  there  were 
five  deaths  in  65  pregnant  women,  or  7.6  per  cent. 
Thirty-one  deaths,  or  7.1  per  cent,  occurred  in 
438  non-pregnant  women.  An  earlier  study,  cov- 
ering the  years  1934-1947,  inclusively,  indicated 
pregnancy  was  a contributing  factor  to  mortality, 
the  rate  being  10.9  per  cent  as  against  2.3  per 
cent  in  non-pregnant  women. 

“Since  1948,  there  have  been  tremendous  im- 
provements in  the  management  of  bulbar  spinal 
poliomyelitis,”  Dr.  Horn  reported.  “Mortality  ap- 
pears to  be  related  to  the  severity  of  the  disease 
and  not  particularly  to  the  trimester  of  pregnancy 
in  which  poliomyelitis  was  contracted.  Mortality 
is  no  greater  in  pregnancy  than  in  the  non-preg- 
nant women  in  the  same  age  group. 

“The  management  of  a pregnant  woman  who 
contracts  poliomyelitis  in  early  pregnancy  and 
continues  to  remain  in  a respirator  is  a prodigious 
task.  This  task  has  been  made  easier  in  recent 
years  by  the  development  of  a positive  pressure 
attachment  to  the  respirator. 

“With  this,  the  respirator  may  be  opened,  and 
the  patient  can  be  kept  breathing  with  a mask  or 
endotracheal  tube  attachment.  This  greatly  fa- 
cilitates nursing  care  and  certainly  enables  more 
adequate  obstetrical  examinations. 

“It  has  been  our  experience  that  the  first  stage 
of  labor  in  a respirator  patient  is  ‘relatively  easy.’ 
From  the  standpoint  of  prevention  of  respiratory 
depression,  they  have  not  been  permitted  barbit- 
urates or  narcotics  during  their  illness.  They 
thus  appear  to  obtain  sufficient  relief  in  their 
labors  from  50  mg.  doses  of  demerol. 

“Cesai’ean  section  can  be  safely  performed  in 
this  critically  ill  group  of  pi’egnant  women.” 


SOME  PATIENTS  DON’T  WANT  TO  BE 
REASSURED 

Sometimes  the  worst  thing  a doctor  can  do  is 
to  tell  a patient  he’s  perfectly  well,  a University 
of  Virginia  School  of  Medicine  physician  said 
recently. 

Dr.  Andrew  D.  Hart,  Charlottesville,  Va.,  said 
some  patients  don’t  really  want  to  be  reassured. 
These  are  the  patients  with  “cardiac  neurosis,” 
which  may  cause  real  symptoms  of  heart  disease 
but  may  only  be  a substitute  or  cover-up  for 
greater  problems — such  as  tension  and  nervous- 
ness or  fear  of  mental  illness. 

He  said  this  type  of  patient  visits  the  doctor 
with  complaints  of  heart  symptoms,  and  is  told 
finnly  and  reassuringly  that  he  has  no  heart 
defect.  The  patient  may  then  go  to  another,  or 
more  than  one,  doctor  seeking  another  diagnosis. 
He  may  quote  the  first  doctor  as  having  said 
such  things  as  “You  have  six  months  to  live” 
or  “I’ve  never  seen  a worse  heart  than  yours.” 
The  patient  actually  may  believe  this  was  what 
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the  doctor  said — since  even  nonnal  memory  is  far 
from  accurate,  and  nothing  is  so  helpful  as  recol- 
lections to  people  who  “dearly”  need  to  believe 
something,  Dr.  Hart  said. 

ZEPHIRAN  MOST  EFFECTIVE  IN  TREAT- 
ING RABIES  WOUNDS 

A 1 per  cent  solution  of  Zephiran  chloride 
proved  the  most  effective  treatment  of  wounds  in 
guinea  pigs  artificially  contaminated  with  rabies 
virus,  according  to  a report  in  the  Bulletin  of  the 
\V orld  Health  Organization  (10:805,  1954). 

Zephiran,  a cationic  detergent  manufactured  by 
Winthrop-Steams  Inc.,  was  found  to  be  the  “ma- 
terial of  choice”  in  comparison  studies  with  fum- 
ing nitric  acid  and  a soap  solution.  Persons  bitten 
by  a presumably  rabid  animal  should  also  receive 
other  approved  prophylactics,  such  as  anti-rabies 
vaccine  or  serum,  state  Drs.  Howard  J.  Shaugh- 
nessy  and  Joseph  Zichis  of  Chicago. 

TEEN-AGE  FATIGUE  MAY  BE  PERFECTLY 
NORMAL 

Teen-agers  who  are  often  tired  and  mope  around 
the  house  may  be  ill' — but  are  more  likely  to  be 
quite  normal,  a New  York  physician  said  recently. 

Dr.  Edward  A.  Wilkes  said  teen-agers  tire 
easily  for  one  or  moi'e  of  a dozen  reasons,  and 
that  most  of  the  problems  can  be  solved  without 
expert  help.  He  described  the  causes  of  fatigue 
in  the  November  Today’s  Health,  published  by  the 
American  Medical  Association. 

The  major  reasons  for  normal  fatigue  are  rapid 
growth,  too  little  sunshine  and  outdoor  exercise, 
social  and  school  pressures  with  overstimulation 
and  difficulty  in  sleeping,  poor  diet  or  overweight, 
and  common  teen-age  emotional'  problems. 

ARTIFICIAL  VITAMINS 

The  American  public  in  general  is  oversold  on 
artificial  vitamins,  a New  York  University  biol- 
ogist declared  recently. 

Addressing  the  Rotary  Club  of  Hoboken  in  the 
Grand  Hotel,  on  November  9,  Associate  Professor 
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On  Burns;  by  Nathan  A.  Womack  (ed.),  Spring- 
field,  Illinois,  Charles  C Thomas,  1953,  Pp.  179, 
$5.50. 

This  book  consists  of  a rather  complete  and 
comprehensive  coverage  of  the  problem  of  the 
burned  patient  from  the  time  of  the  initial  injury 
to  the  time  of  discharge  from  the  hospital.  The 
salient  features  of  the  treatment  of  burns  are 
presented  through  the  medium  of  a panel  discus- 
sion; the  panel  consisting  of  Dr.  William  Alte- 
meier.  Dr.  James  Barrett  Brown,  Dr.  W.  J.  H. 
Butterfield,  Dr.  Truman  Blocker,  Di-.  Julian 
Bruner,  Dr.  Stuart  Cullen,  Dr.  Sam  May,  Dr. 
Carl  Moyer,  Dr.  Sidney  Ziffren. 

In  the  rather  informal  discussions,  which  make 
up  the  book,  one  is  able  to  read  through  the  en- 


Otto  M.  Helff  of  University  College  of  Arts  and 
Science  at  NYU  said  normal  vitamin  requirements 
could  be  filled  by  a wise  diet  at  considerably  re- 
duced expense. 

“Vitamin  capsules  and  the  like  have  an  im- 
portant place,  but  most  of  us  get  an  overdose  of 
vitamins  when  we  buy  them  at  the  drug  store,” 
Professor  Helff  said. 

“The  best  advice  on  vitamins  comes  from  your 
doctor,  and  he  should  be  followed  precisely  when- 
ever vitamins  are  prescribed  as  a drug  for 
arthritis,  anemia,  and  other  conditions. 

“But  people  who  buy  vitamins  that  promise  a 
week’s  supply  of  certain  vitamin  requirements 
in  a one-day  dosage  are  in  many  cases  wasting 
six-sevenths  of  the  money  they  pay.  The  reason 
is  that  the  body  cannot  store  more  than  one  day’s 
supply  of  certain  vitamins.” 

EMOTIONAL  FIRST  AID  NEEDED 
IN  DISASTERS 

You  don’t  have  to  be  a psychologist  to  give 
needed  first  aid  to  “emotional  casualties”  of  a 
community  disaster  such  as  a flood,  fire  or  torna- 
do, said  civil  defense  officials. 

Knowledge  of  a few  basic  rules  is  all  that’s 
necessary  to  give  first  aid  to  a physically  injured 
disaster  victim.  The  same  is  true  of  persons  who 
react  badly  to  the  emotional  shock  of  a disaster, 
according  to  the  Committee  on  Civil  Defense  of  the 
American  Psychiatric  Association.  Its  material 
on  psychological  first  aid,  prepared  for  use  in 
enemy  attack  but  also  helpful  in  natural  disasters, 
appears  in  the  Sept.  4 Journal  of  the  American 
Medical  Association. 

The  first  need  is  to  understand  and  control 
your  own  emotions  and  to  know  your  abilities  and 
limitations,  so  you  will  be  in  a position  to  help 
others.  Then  you  must  “accept  every  person’s 
right  to  have  his  own  feelings,”  however  strange 
they  may  seem.  Your  job  is  to  help  the  victim 
cope  with  his  feelings,  not  to  tell  him  how  he 
should  feel. 
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tire  problem  of  burns  and  their  management  with 
a minimum  of  effort  and  didactic  material'.  The 
comments  at  the  end  of  each  chapter  are  of  par- 
ticular interest  since  the  floor  is  held  open  for 
discussion  by  all  members  of  the  panel. 

In  the  first  chapter,  the  results  of  the  treat- 
ment of  the  burns  at  the  University  of  Iowa  hos- 
pitals are  given  by  Dr.  Sidney  Ziffren.  The 
most  interesting  part  of  the  paper  was  the  com- 
parison by  dividing  the  cases  into  two  groups — 
the  1930  to  1940  group,  and  the  1940  to  the  1950 
group,  significant  differences  being  in  the  mor- 
tality and  the  incidence  of  infection  and  control 
of  infection.  The  superior  results  in  the  second 
gi’oup  were  attributed  mainly  to  the  increased 
use  of  plasma  and  the  plasma  substitutes,  as  well 
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as  whole  blood  and  the  antibiotics. 

In  the  second  chapter,  Dr.  Stuart  Cullen  dis- 
cusses pain  and  its  treatment.  The  principle 
stressed  is  that  the  burned  patient  does  not 
necessarily  need  his  routine  dose  of  morphine  and 
that  extreme  care  and  thought  should  be  given 
in  order  to  make  the  decision  as  to  whether  or 
not  the  patient  requires  sedation.  It  is  pointed 
out  that  subcutaneous  administration  of  morphine 
to  a patient  in  shock  or  near  shock  can  result  in 
the  medication  not  being  absorbed,  and  therefore, 
the  patient  derives  no  benefit  from  it.  Subsequent 
doses  are  then  given  and  the  shock  treated.  The 
result  is,  that  when  the  shock  is  treated  and  cir- 
culation becomes  adequate,  intense  narcosis  may 
supervene.  It  was  generally  agreed  by  the  panel 
that  the  best  route  was  intravenous,  so  that  the 
effect  could  be  noted  within  fifteen  minutes. 

The  open  treatment  of  acute  burns  was  thor- 
oughly covered  by  Dr.  Truman  Blocker,  who  pre- 
sented some  statistics  showing  a decrease  in  the 
length  of  hospital  stay,  as  well  as  in  the  incidence 
of  infection.  In  addition,  the  need  for  intraven- 
ous therapy  was  markedly  decreased. 

Early  care  and  grafting  of  acute  burns  was 
discussed  by  Dr.  James  Barrett  Brown.  The 
problem  of  infection  and  enzyme  debridement  of 
the  burn  or  scar  are  discussed  by  Dr.  William 
Altemier.  Burn  shock  and  its  treatment  and  the 
use  of  the  plasma  substitutes  are  then  discussed 
by  Dr.  W.  J.  H.  Butterfield,  and  Dr.  Carl  Moyer. 

The  important  points  brought  out  in  these 
chapters  were  that  laboratory  tests  may  not 
necessarily  indicate  the  true  status  of  the  pa- 
tient and  the  powers  of  observation  should  be 
used  by  the  physician  judiciously  before  institut- 
ing therapy;  and  then  as  a guard  to  the  effec- 
tiveness of  that  therapy  when  instituted.  It  is 
recognized  that  at  present  we  have  no  uniformity 
in  satisfactory  substitutes  for  plasma,  and  no 
method  of  stock-piling  blood  in  case  of  an  atomic 
attack.  However,  at  the  present  time  although 
some  hyperpyrexia  has  been  reported  with  its 
use,  apparently,  dextran  is  the  plasma  expander 
of  choice. 

The  treatment  of  the  late  burn  wound  and  its 
contractures  was  next  presented  by  Dr.  James 
Barrett  Brown.  The  use  of  split  thickness  gTafts, 
as  weir  as  pedicle  coverage  are  discussed. 

Adrenal  cortex  function  and  severe  burns  are 
discussed  by  Dr.  W.  J.  H.  Butterfield,  the  nutri- 
tion of  the  burn  patient  by  Dr.  Truman  Blocker 
and  finally  delayed  coverage  of  the  burn  wound 
and  joint  motion  is  discussed  by  Dr.  Julian  Brun- 
er. Dr.  Bininer  deplores  the  fact  that  so  many 
burns  leave  the  hospital  with  joints  which  are 
hopelessly  limited  in  motion  and  for  which  physio- 
therapy offers  all  too  little  from  a standpoint  of 
restoring  normal  function. 

The  book  ends  with  a general  discussion  by  all 
of  the  members  of  the  panel. 

William  J.  Champion,  M.  D. 


A Dynamic  Psychopathology  of  Childhood,  by 
Lauretta  Bender,  Springfield,  Illinois,  Charles 
C Thomas,  1954,  Pp.  275,  Price  $7.50. 

This  is  the  third  book  of  the  Bellevue  Studies 
of  Child  Psychiatry  and  is  a collection  of  papers 
written  by  Lauretta  Bender,  Paul  Schilder,  and 
their  associates,  who  have  been  examining,  treat- 
ing-, and  observing  children  for  the  last  quarter 
century  in  the  Psychiatric  Division  of  Bellevue 
Hospital.  It  deals  with  various  psychopathologi- 
cal  responses  in  children  and  considers  their  effect 
on  subsequent  development  of  personality.  Ninety 
case  reports  of  children  with  follow-up  social 
histories  are  presented,  along  with  additional  ob- 
servations on  two  hundred  children.  The  topics 
treated  are  development  of  language  and  the  sym- 
bol, hallucinations,  imaginary'  companions,  body 
concepts,  impulsions,  compulsions,  obsessions,  sex- 
ual expression  of  identification  conflicts,  reactions 
to  death  and  war,  comic  books,  and  the  ideology 
of  children.  The  discussion  of  each  of  these 
topics  is  general  and  based  primarily  on  clinical 
observations.  The  book  should  be  of  interest  to 
professional  persons  whose  work  brings  them  in 
contact  with  children,  whether  these  children  be 
emotionally  disturbed  or  well  adjusted. 

Nancy  Simms 


Lectures  on  General  Pathology,  by  Sir  Howard 

Florey  (ed.),  Philadelphia  Pa.,  W.  B.  Saunders, 

1954,  Pp.  733,  Price  $13.00. 

This  new  British  book,  as  the  title  indicates,  is 
concerned  with  a variety  of  topics  in  the  field  of 
general  pathology  in  contradistinction  to  the 
pathology  of  particular  organs.  It  consists  of  37 
chapters,  more  or  less  in  lecture  style  by  10  con- 
tributors, 8 of  whom  are  at  Oxford.  In  addition 
to  the  customary  subjects  of  inflammation,  pri- 
mary tissue  changes,  immunity,  pathogenicity  of 
microbes  and  healing,  there  are  other  chapters 
ranging  from  fever  and  edema  to  the  biologic 
effects  of  radiation. 

Reviewing  this  book  has  been  a pleasure.  It  is 
a delightful  blending  of  the  old  and  the  new.  Most 
of  the  chapters  could  be  read  with  little  effort 
and  were  notably  fi-ee  of  “literary  road  blocks.” 
Where  the  path  was  rougher,  as  in  the  chapter 
dealing  with  antigen-antibody  reactions,  it  could 
probably  be  attributed  to  the  subject  matter.  The 
references  at  the  end  of  each  chapter  are  very 
adequate  and  carefully  chosen.  It  is  regrettable 
that  every  contributor  did  not  follow  the  practice 
of  R.  G.  MacFarlane  in  indicating  briefly  the  con- 
tent of  each  article  referred  to.  Some  teachers 
who  use  the  book  may  wish  that  some  of  the  sub- 
jects had  been  omitted  and  others  treated  more 
extensively.  It  is  heartily  recommended  to  all 
medical  students,  who  should  purchase  it  at  the 
end  of  their  freshman  year.  The  graduate  physi- 
cian of  ten  years  or  more  will  also  find  much 
here  that  he  has  forgotten  and  more  that  is  new. 
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Only  $13.00  stands  between  this  reviewer  and  a 
copy  on  his  shelf. 

E.  B.  Ferguson,  Jr.,  M.  D. 


The  Digital  Circulation,  by  Milton  Mendlowitz, 

New  York,  Grune  & Stratton,  1954,  Pp.  182, 

Price  $6.75. 

This  monograph  on  the  circulation  to  the  digit 
is  written  by  one  who  has  devoted  a consider- 
able part  of  his  research  and  clinical  time  to  the 
study  of  the  peripheral  circulation  and,  in  par- 
ticular, that  of  the  digits  of  man.  His  mono- 
graph is  a fairly  comprehensive  review  of  the 
anatomy,  physiology,  pharmacology,  pathologj% 
methods  of  study,  and  disease  states  of  the  digital 
blood  vessels.  The  author  has  presented  well 
these  phases  of  the  peripheral  circulation.  The 
only  adverse  criticism  is  his  failure  to  have  in- 
cluded more,  to  have  been  more  critical  of  the 
work  in  the  literature,  and  present  further  his 
own  impressions  of  the  studies  of  others  for  the 
benefit  of  readers  who  are  less  trained  in  this 
field.  Although  it  is  evident  that  it  was  not 
his  intention  to  cover  the  subject  completely,  the 
material  presented  could  have  been  evaluated  more 
critically. 

Even  though,  Mendlowitz  has  concerned  himself 
with  the  calorometric  method  for  digital  blood 
flew,  he  presents  other  procedures  employed  in 
the  study  of  the  digital  circulation.  The  methods 
are  not  described  in  detail  but  are  well  illustrated 
so  as  to  make  readily  possible  the  understanding 
of  the  various  methods  and  their  relative  merits 
and  disadvantages.  Surely,  anyone  embarking 
upon  any  studies  of  the  digital  circulation  would 
find  this  monograph  useful  for  orientation  pur- 
poses as  an  adjunct  to  a critical  review  of  the 
methods  of  study.  Such  a review  would  also  be 
aided  by  the  extensive  bibliography  included  at 
the  end  of  the  book. 

Various  disease  states  are  discussed  briefly. 
Normal  physiologic  reactions  are  also  described, 
including  hemodynamic  concepts  pertaining  to 
the  peripheral  circulation.  It  must  be  remembered, 
however,  for  example,  that  the  values  for  resist- 
ance in  the  vessels  of  the  finger  tip  are  only 
approximations  based  upon  the  limited  available 
objective  data.  These  attempts  at  precise  defi- 
nitions of  the  hemodynamic  states  are  important, 
even  though  the  errors  may  be  large,  if  the  role 
of  the  digital  circulation  in  the  entire  cardio- 
vascular adjustments  are  to  be  appreciated. 

The  book  is  clearly  written  and  well  illustrated 
throughout  and  is  recommended  to  those  who  are 
interested  in  the  nonnal  and  abnonnal  circulation 
of  man.  Obviously,  as  any  monograph,  this  one 
is  not  complete,  as  is  evidenced  by  the  author’s 
attempt  to  condense  his  own  experience,  knowl- 
edge, and  the  contents  of  636  publications  into 
146  pages.  Mendlowitz  has  succeeded  in  eliminat- 
ing much  of  the  useless  material  contained  in  the 


m.edical  literature  for  the  benefit  of  the  readers 
whose  time  for  detailed  study  of  the  literature 
may  be  limited. 

G.  E.  Burch,  M.  D. 


The  Physician  and  his  Practise,  Edited  by  Joseph 
Garland,  M.  D.,  Boston,  Mass.,  Little,  Brown  & 
Co.,  1954,  Pp.  270,  Price  $5.00. 

This  book  is  a collection  of  articles  by  eighteen 
authorities.  The  various  relationships  of  the 
physician  as  regards  his  family,  his  neighbor,  his 
patient  and  his  community  are  presented  briefly, 
clearly  and  with  apparent  first-hand  knowledge. 
The  business  aspects  of  medical  practise  in  its 
several  forms  are  well  done.  Rather  than  a rigid 
blue  print  of  proper  procedure  it  attempts  a broad 
approach  and  succeeds  quite  well.  It  is  a safe 
guide  for  those  seeking  a way  on  the  threshold 
of  the  practise  of  medicine. 

I.  L.  Robbins,  M.  D. 


Acute  Ayiuria,  by  Claus  Brun.  Copenhagen,  Ejnar 

Munksgaard,  1954.  Ulus.  Pp.  215. 

This  is  a 215-page  monograph  on  the  acute 
anuric  syndrome  by  a well  known  Danish  clinical 
investigator.  It  is  based  upon  a personal  study 
of  32  patients.  In  many  of  these  cases,  both 
detailed  functional  studies  and  renal  biopsies  were 
carried  out,  and  upon  this  depends  the  book’s  par- 
ticular merit.  The  author  prefers  the  term  “acute 
tubulo-interstitial  nephritis”  to  other  designations 
of  the  kidney  lesions.  Of  special  interest  were 
two  cases  which  showed  a definite  oliguria  and 
renal  functional  changes  of  moderate  severity 
with  only  the  slightest  histologic  changes  in  the 
biopsy  specimens.  In  the  reviewer’s  opinion  the 
book  will  be  most  useful  in  providing  detailed 
knowledge  of  the  pattern  and  range  of  renal 
functional  disturbance  encountered  in  various 
examples  of  the  syndrome.  For  this  and  other 
reasons  it  is  recommended  to  students  and  physi- 
cians. 

E.  B.  Ferguson,  Jr.,  M.  D. 
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Ulcerative  Colitis 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex, 

the  ‘‘‘'smoothage’’'’  and  bulk  of  Metamucil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


SEARLE 
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for  the  treatment  of  pneumonia 
and  other  respiratory  tract  infections 


of 
choice 


For  (established)  broad-spectrum  antibiotic 
therapy— supplied  in  convenient  Capsules, 
Tablets  (sugar  coated),  Oral  Suspension 
(raspberry  flavored),  Pediatric  Drops  (raspberry 
flavored),  Intramuscular,  Intravenous 
and  Ophthalmic  Ointment. 


For  the  (newest)  broad -spectrum  antibiotic 
therapy— supplied  in  convenient  Capsules, 

Tablets  (sugar  coated).  Oral  Suspension 
(chocolate  flavored).  Pediatric  Drops 
(banana  flavored).  Intravenous  and 
Ophthalmic  Ointment. 

Both  discovered  by  world’s  largest  producer  of  antibiotics 

PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 

Division,  Chas,  Pfizer  Sf*  Co.,  Inc. 
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in  its  completeness 


PILLS 


Digitalis 

I Davies,  Rote) 

0.1  Gram 

(awittl.  1V4  grains) 
CAUTION:  Fv^ral 
law  prohibits  dispens- 
ing witboot  ptrtorip- 
tion.  

MVItS.  ROSl  t CS..  IW. 

I »«tM.  Ihst,,  » 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  &.  Co.,  Ltd. 
Boston.  18,  Mass. 


THE  EARLE  JOHNSON 
SANATORIUM 

'*In  the  Mountains  of  Meridian" 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 


Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O,  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


POSTGRADUATE  COURSES 
1955 

Pediatric  Therapeutics,  February  7-12,  1955 
Industrial  Medicine,  March  31 — April  1,  1955 
Clinical  Hematology,  March  23 — March  25,  1955 


For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 


all-transistor 
Model  72 
by  Audivox 


Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers. 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  “New  World."  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
“prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


Atexonder  Grahom  Bell 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients'  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 


Successor  to  JEltCttiC  Hearing  Aid  Division 


the  pedigreed  hearing  aid. 


123  Worcester  St.,  Boston,  Mass. 
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ACHROMYCIN  has  proved  effective  against: 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 
Pertussis 
Otitis  Media 
Scarlet  Fever 
Osteomyelitis 
Epidermal  Abscesses 
Acute  Brucellosis 
Pancreatic  Fibrosis 
Typhus  Fever 
Sinusitis 
Gonorrhea 
Bacillary  Dysentery 
Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 
Soft  Tissue  Infections 
Staphylococcal  Septicemia 
Pneumonoccal  Septicemia 
Urogenital  Tract  Infections 
Acute  Extraintestinal  Amebic  Infections 
Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 

A TRULY  BROAD-SPECTRUM  ANTIBIOTIC 

Clinical  research  has  proved  ACFIROMYCIN  to  be  effective  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa. 


In  addition  to  its  true  broad-spectrum  activity,  AcfiromycIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 


Achromycin,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  DIVISION  American  C^anamid compaivy  Pearl  River,  New  York. 
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,ve  say  "Thanks  ” Youi 
has  helped  establish  our 
Viceroy  now  outsei 
filter  tip  cigarettes! 


NEW  VICEROY  GIVES  SMOKERS 


20,000  FILTERS 

in  every  Viceroy  Tip 


Only  Viceroy  has  this  new- type 
filter.  Made  of  a non-mineral 
eellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 


Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 


WORLD’S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


New  King-Size 
Filter  Tip 


Vice  roy 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 
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A valuable  aid  in 
rehabilitating  the  arthritic  patient 


MAJOR  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  .faster  and  more  uniformly.' 


Hydrocohtone  is  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  use  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  the.se  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients. ^ In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone. ^ 

OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


artliritis,  osteoarthritis,  and  bursitis. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.;  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  & CO..  INC. 


REFERENCES:  1.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981,  March  22,  1952.  2.  Ward,  L.  E.,  Policy,  H.  F.,Slocumb, 
C.H.and  Hench,  P.  S.,  J.A.M.A.  152:119,  May  9,  1953.  3.  Snow,  W.  B.  and  Coss,  J.  A.,N.Y.  State  J.  Med.  52:319,  Feb.  1,  1952. 
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When  you  use  short-acting 
NEMBUTAL  for  obstetrical  amnesia,  you’ll  find 
these  advantages  constant: 

Short-acting  NEMBUTAL  can  produce 
any  desired  degree  of  cerebral  depression — 
from  mild  sedation  to  deep  hypnosis. 

The  dosage  required  is  small — only  about 
one-half  that  of  many  other  barbiturates. 

Hence,  there's  less  drug  to  be 
inactivated,  shorter  duration  of  effect, 
wide  margin  of  safety  and  little  tendency 
toward  morning-after  hangover. 

In  equal  oral  doses,  no  other 
barbiturate  combines  quicker,  briefer, 
more  profound  effect. 


OBSTETRICAL  AMNESIA 


Good  reasons  why  physician  preference  for 
short-acting  NEMBUTAL  continues  to  grow — 
after  24  years'  use  in  more 
than  44  clinical  conditions. 


CUMjott 


one  of  the  44  uses  for  short-acting  NEMBUTAL 


(PENTOBARBITAL.  ABBOTT) 


l^john 


Allergic 

skin  conditions, 
pruritus . . , 


I ointment 

ACETATE 

Supplied: 

1.0%  (10  mg.  per  Gm.) 

in  5 Gm.  and  20  Gm.  tubes 
2.5%  (25  mg.  per  Gm.) 

in  5 Gm.  and  20  Gm.  tubes 


ACETATE 

Supplied: 

0.1%  (1  mg.  per  Gm.) 

in  5 Gm.  tubes 
0.2%  (2  mg.  per  Gm.) 
in  5 Gm.  tubes 

• RCGISTEREO  trademark  for  the  UPJOHN  BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 
••trademark  FOR  THE  UPJOHN  BRANO  OF  9>ALPHA>FLUOROHYOROCORTISON E 


The  Upjohn  Company,  Kalamazoo,  illichig^n 


• • • long  re€ognized  for  oufsianding 

resulfs  ond  ecofioittv 


fit  infanf  feeding 


► 

► 

► 

► 

► 


Unusually  well  tolerated  and  easy  to  digest 
because  of  zero  curd  tension. 

Assures  optimal  growth  and  development, 
since  it  contains  one-third  more  protein 
than  does  breast  milk. 

Reinforced  with  iron  and  fortified  with 
vitamins  A and  D. 

May  be  prescribed  with  confidence  even  for 
prematures. 

So  convenient,  easy,  and  safe  to  prepare. 
Simply  stir  into  previously  boiled  water. 


A natural  all-milk  formula,  Lactogen 
is  modified  with  milk  fat  and  milk  sugar 


to  approximate  the  fat  and  earbohydrate  com- 
position of  breast  milk.  It  is  pasteurized, 
homogenized  and  spray  dried.  In  addition  to 
supplying  one-third  more  protein  than  does 
breast  milk,  Laetogen  is  naturally  higher  than 
breast  milk  in  vitamin  Be  and  is  fortified  with 
vitamins  A and  D and  iron.  Yet  Laetogen 


provides  all  these  vital  nutritional  needs  at 
remarkably  low  eost. 


THE  NESTLE  COMPANY,  INC.*  Professional  Products  Division 
White  Plains.  New  York 
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ALL  YOURS 

with  a General  Electric 
Electr  ocardio  graph 

1.  Recording  is  faster,  much  simpler 

With  the  Cardioscribe,  there’s  no  more  fussing  with  electrodes 
during  lead  taking.  Exclusive  chest  lead  selector  switch  makes  the 
difference.  Once  patient  electrodes  are  in  place,  you  can  take  leads 
1,  2,  3,  aVR,  aVL,  aVF  — as  well  as  the  1 to  6 positions  at  V,  CR, 
CL  and  CF  merely  by  turning  switches. 


2.  Paper  loading  is  easier, 
more  accurate 


You’ll  welcome  the  advantages 
built  into  General  Electric’s 
new  paper  drive.  Extremely 
accurate,  it  lets  you  load  in  the 
open  ...  in  seconds ! No  fum- 
bling inside  the  case  . . . noth- 
ing to  disassemble.  Just  flip 
open  the  hinged  door,  pull  out 
the  paper  drive,  load,  and  snap 
back  into  place. 


3.  Cabinet  offers  extra  convenience,  safety 

Here’s  truly  functional  design ! The  Cardioscribe  is  a flat,  easily 
handled  package.  Control  covers  open  wide  at  a touch  ...  no  clumsy 
catches  or  locks ! No  groping  for  controls ! Every  dial  easily  accessi- 
ble. Its  leather  handle  is  attached  to  the  main  case.  When  carried, 
weight  is  close  to  your  body  . . . just  like  an  overnight  bag. 

Another  distinct  Cardioscribe  advantage:  famous  General  Electric 
service  from  over  70  district  and  local  offices.  For  full  details  on  the 
DWB  Cardioscribe,  call  your  G-E  representative. 


Progress  /s  Our  Most  /mporfanf  Proefuef 


GENERAL 


ELECTRIC 


I 


Direct  Factory  Branches: 

NEW  ORLEANS  — 1001  Camp  Street 

SHREVEPORT  — Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 


30 


ADVERTISEMENT  DEPARTMENT 


New  Steeline  is  the  result  of  over  fifteen 
years  of  progressive  improvement.  Today  its 
various  features  embody  the  suggestions  of 
scores  of  physicians  throughout  the  nation. 
The  table  has  a new  top  providing  floating 
body  support;  real  comfort  for  the  patient; 
contours  formed  by  foam  rubber  cushion  over 
a shaped  foundation.  Convenient  drawer  is 
located  under  head  end,  provides  space  for 
paper  sheeting  holder  or  for  storage  of  blood- 
pressure  instrument,  etc.  Concealed  heel 
stirrups  fold  under  top  when  not  in  use; 
adapter  for  Bierhoff  crutches  also  available. 
Compartment  doors  equipped  with  magnetic 
door  latches  for  positive  closure. 

Recessed  bases  provide  ample  toe 
room;  adjustable  glides  for  easy 
leveling.  Electrical  outlet  conven- 
iently located  at  end  of  table.  Built- 


in,  retractable  stainless  steel  intravenous  arm 
rest,  also  useful  as  shelf  for  blood-pressure 
instrument.  The  instrument  cabinets  feature 
magnetic  latches,  crystal  glass  shelves  and 
glass  door  panels  set  in  rubber.  There  is  a 
wide  choice  of  treatment  cabinets;  complete 
suction-pressure  unit  is  available  for  instal- 
lation in  cabinet  of  choice.  Bottoms  of  all 
cabinet  drawers  are  cork-lined.  Tops  of  all 
treatment  cabinets  are  of  Textolite,  acid-proof, 
easy-to-clean  plastics  surfacing  material. 
Shown  above  is  standard  group  of  five  pieces. 
Handsome  new  full-color  brochure  describes 
choice  of  tables,  cabinet  styles, 
color  finishes  and  accessories,  for 
specialist  or  general  practitioner. 
Brochure  free  on  request  — send 
for  your  copy  today. 


a*  S«  aloe  company  of  Louisiana,  incorpo rated 
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PENICII-I-IN  PLUS! 

Oral  Bicillin  is  a penicillin  of  choice  because  it  is  synonymous  with 
plus  factors  in  penicillin  therapy.  It  means  assured  penicillin  absorption 
through  its  unique  resistance  to  gastric  destruction. ^ It  means  more 
prolonged  action  than  soluble  penicillins  achieve. ^ It  means  penicillin 
j/lus  delicious  taste  (Oral  Suspension),  plus  convenience  of  administra- 
tion (Tablets),  plus  the  notable  safety  of  penicillin  by  mouth. 

For  all  these  plus  factors,  prescribe  Oral  Bicillin. 

1.  American  Medical  Association: New  and  Nonofficial  Remedies.  J.  B.  Lippincott 
Co.,  Philadelphia,  1954,  p.  147. 

TABLETS  SUSPENSION 

LLI  N 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicillin  G)  Philadelphia  2, Pa. 

Penicillin  with  a Surety  Factor 


ORAL  BICI 


PLUS  CONVENIENCE 
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You  are  invited  to  attend  the  joint  meeting  of 
THE  ATLANTA  GRADUATE  MEDICAL  ASSEMBLY 

and 

THE  SOUTHEASTERN  SURGICAL  CONGRESS 
February  21-24,  1955 
ATLANTA  BILTMORE  HOTEL 
Atlanta,  Georgia 

Among  the  speakers  to  appear  on  this  program  are:  Dr.  Waltman  Walters,  Mayo 
Clinic;  Dr.  George  Crile,  Jr.,  Cleveland;  Dr.  Chevalier  L.  Jackson,  Philadelphia; 
Dr.  Alton  Ochsner,  New  Orleans;  Dr.  Elmer  C.  Bartels,  Lahey  Clinic;  Dr.  William 
Dameshek,  Boston;  Dr.  Arthur  M.  Master,  New  York;  Dr.  George  T.  Pack,  New 
York;  Dr.  Reid  Nesbit,  Ann  Arbor. 

The  following  symposia  will  be  presented : 

“Cancer  of  the  Lung.”  Moderator:  Dr.  C.  C.  Aven.  Collaborators:  Di’s. 
Burgess  Gordon,  George  Pack,  J.  A.  del  Regata. 

“Arthritis  and  Allied  Diseases.”  Moderator:  Dr.  Vernon  E.  Powell.  Col- 
laborators: Drs.  Currier  McEwen,  Elmer  C.  Bartels,  Edgar  S.  Gordon. 

“Angina  Pectoris.”  Moderator:  Dr.  Eugene  B.  Ferris.  Collaborators:  Drs. 
Arthur  Master,  Herrman  Blumgart,  Robert  Wilkins. 

“Obstetrics  and  Gynecology.”  Moderator:  Dr.  John  B.  Cross.  Collabora- 
tors: Drs.  Roger  Scott,  Willis  Brown,  Meyer  Saklad. 

Note:  Registration  fee  of  $10.00  will  admit  you  to  all  scientific  sessions  of  both 
Assemblies.  We  URGE  prompt  registration  and  hotel  reservation.  Write  Dr.  B.  T. 
Beasley,  Secretary,  Southeastern  Surgical  Congress,  Hurt  Building,  Atlanta,  or 
Mrs.  S.  R.  Roberts,  Executive  Secretary,  Atlanta  Graduate  Medical  Assembly,  15 
Peachtree  Place,  N.  W.,  Atlanta. 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• liOcatpd  24  miles  S.  E.  of  Mempliis.  Tenn..  on  highway  78.  20  acres  of  heautifully  landscapert 

grounds  sufficiently  removed  to  iirovide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  Iniilding  is  .4IK  CONDITIONED. 

o Specializing  in  the  treatment  of  .VECOUOLIC  and  DIU'G  ADDICTION  and  MILD  NEUVOI'S  DIS- 
ORDERS. ACE  and  ACTII  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  .\MERICAN  HOSPIT.VL  ASStlCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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BUTAZOLIDIN 

(brand  of  phenylbutazone) 

for  potent,  noiihormonal  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 


Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  be  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 

Detailed  literature  on  request. 

*MacKnight,  J.  C. ; Irby,  R..  and  Toone,  E.  C.,  Jr.;  Geriatrics  9:111  (Mar.)  1954. 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.Y. 
In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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He  cheered  as  his 
launch  fished  this  man 
and  seven  more  water- 
logged American  sail- 
ors out  of  Santiago 
Harbor,  Cuba,  on  the 
morning  of  June  4, 
1898.  This  was  strain- 
ing Spanish  chivalry 
to  the  breaking  point,  for  Richmond  Hohson 
(right  I and  his  little  suicide  crew  had  spent  the 
previous  night  taking  a ship  into  the  harbor  en- 
trance under  a hail  of  cannonade  and  deliber- 
ately  sinking  her  to  bottle  up  the  Spanish  fleet. 


“iValiente!”  cried 
the  Spanish  admiral 


Hobson  was  actually  an  engineer,  not  a line 
officer.  In  Santiago  Harbor,  he  led  his  first  and 
only  action  against  the  enemy.  But  his  cool- 
headed  daring  made  him  as  mucli  a hero  of  the 
day  as  Admiral  Dewey.  And  proved  again  that 
America's  most  valuable  product  is  Americans. 

These  Americans— proudly  confident  of  their 
nation’s  future  — are  the  peoi)le  who  stand  be- 
hind United  States  Series  E Savings  Bonds. 
They  are  the  people  who.  by  their  spirit  and 
abilities,  make  these  Bonds  one  of  the  world’s 
finest  investments. 

That’s  why  there’s  no  better  way  to  protect 
your  future  than  by  investing  in  America’s 
future!  Buy  Bonds  regularly! 


It’s  actually  easy  to  save  money  — when  you 
buy  United  States  Series  E .Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  bank.  There’s  no  surer  place  to 
put  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 


For  your  oion  security — and  your  country's,  too  — 
incest  in  U.  S.  Savings  Bonds! 


The  D.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publiraticm  in  cooperation  with 
the  Advertising  Council  and  the  Magazine  Publishers  of  America, 
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THE  DALLAS  SOUTHERN  CLINICAL  SOCIETY 

Announces 

24th  Annual  Spring  Clinical  Conference 
March  14,  15,  16,  17,  1955 


KENNETH  E.  APPEL,  M.  D. 

Psychiatry,  Philadelphia 
VINCENT  W.  ARCHER,  M.  D. 

Radiology,  University,  Virginia 
PAUL  A.  CHANDLER,  M.  D. 

Ophthalmology,  Boston 
CONRAD  G.  COLLINS,  M.  D. 

Obstetrics-Gynecology,  New  Orleans 
CLINTON  L.  COMPERE,  M.  D. 

Orthopedic  Surgery,  Chicago 
ARTHUR  C.  CURTIS,  M.  D. 

Dermatology,  Ann  Arbor 
SYDNEY  S.  GELLIS,  M.  D. 

Pediatrics,  Boston 
EDGAR  S.  GORDON,  M.  D. 

Internal  Medicine,  Madison,  Wisconsin 
ROBERT  E.  GROSS,  M.  D. 

Surgery,  Boston 


ROBERT  LICH,  JR.,  M.  D. 

Urology,  Louisville 
MILTON  L.  McCALL,  M.  D. 

Obstetrics-Gynecology,  New  Orleans 
CARL  A.  MOYER,  M.  D. 

Surgery,  St.  Louis 
NEAL  OWENS,  M.  D. 

Plastic  Surgery,  New  Orleans 
JOEL  J.  PRESSMAN,  M.  D. 

Otolaryngology,  Los  Angeles 
G.  0.  PROUD,  M.  D. 

Otolaryngology,  Kansas  City,  Kansas 
BRONSON  S.  RAY,  M.  D. 

Neuro-Surgery,  New  York 
HAROLD  G.  SCHEIE,  M.  D. 

Ophthalmology,  Philadelphia 
EUGENE  A.  STEAD,  JR.,  M.  D. 

Cardiology,  Durham 


For  information  address; 

Executive  Secretary 
433  Medical  Arts  Building 
Dallas  1,  Texas 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.  S.,  M.  D., 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


^lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllinilllllllljE 


I In  very  special  cases 

I A very 
I superior  Brandy 

I SPECIFY  ★ ★ 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY 

S 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  s 

SiliiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiniminiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiifiH 


REMEMBER  — 

“SAFETY-SEAL”  and  "PARAGON”  ILEOSTOMY,  URETEROSTOMY,  COLOSTOMY  Sets! 

THEY  — assure  highest  standards  of  COMPORT,  CLEANLINESS,  SAFETY  for  your  patients. 

— are  unnoticeahle  when  worn  under  girdle  or  corset. 

— provide  24-hour  control.  Light-weight  plastic  poueh  is  disposalrle,  inexpensive.  AND  their  construction 

IS  adaptable  to  any  enterostomy,  prevents  leakage,  permits  complete  emptying,  militates  against 
waste  stagnation,  protects  against  odor. 

Order  from  your  surgical  supply  dealer.  Write  for  Medical  .Tournal  Reprints  and  literature  from 
THOMAS  FAZIO  LABORATORIES  (Surgical  _ Appliance  Division)  339  ,\IIBURN  ST.,  ACBCRNDALE  66,  MASS. 

Originators  of  Clinic  Dropper 
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Doctor,  when  you  peruse  the  advertising  pages  of  our  journal, 
remember  this : All  ads  are  carefully  screened — the  items,  services 
and  messages  presented  are  committee-accepted.  Our  standards 
are  of  the  highest.  The  advertisers  like  our  journal — that’s  why 
they  selected  it  for  use  in  their  promotional  program.  They  seek 
your  patronage  and  your  response  encourages  continued  use  of  our 
publication.  In  turn,  the  advertisers’  patronage  helps  us  to  produce 
a journal  that  is  second  to  none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read  their  advertisement  in  The 
Journal  of  the  Louisiana  State  Medical  Society. 


PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D. 

DR.  EUGENE  L.  WENK 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

ADVERTISEMENT  DEPARTMENT 
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The  Baton  Rouoe  Clinic 


Eye,  Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 


134  North  19th  St. 
Telephone  4-1517 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-PACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  -0796 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  ALFRED  T.  BUTTERWORTH 

Psychiatry 

' ( 

4335  ST.  CHARLES  AVENUE 
JAckson  0793 
Hours  by  Appointment 
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DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


GEORGE  GAETHE,  M.  D. 

DERMATOLOGY 

SURGICAL  PLANING  FOR  ACNE  SCARS 
and 

OTHER  SKIN  DEFECTS 
300  Medical  Arts  Bldg.  TY.  3355 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Clanche  Building 

MA.  5317  By  Appointment 


WM.  H.  SYLL,  SR.,  M.  D. 

GENERAL  SURGERY 
Hours  by  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


CANCER  RESEARCH  GRANTS 

THE  AMERICAN  CANCER  SOCIETY,  INC. 
(Louisiana  Division  and  Orleans  Parish  Unit) 

announceH  the  availability  of 
$5,000 

for  cancer  research  in  Louisiana  in  addition  to  funds 
available  through  application  to  the  Committee  on 
Growth  of  the  National  Research  Council. 

Awards  for  the  year  beginning  May  1,  1955  will 
be  selected  by  a local  committee  from  project  applica- 
tions received  before  March  1,  1955. 

Application  forms  may  be  obtained  by  writing  to 
the  following  address: 

Cancer  Research  Grants  Committee 
American  Cancer  Society,  Inc. 

822  Perdido  Street 
New  Orleans,  Louisiana 


CZXKZ5 


Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


DEPENDABLE 

PROTECTION 

COSTS 

SO 

LITTLE 

No  child  need  be  denied  protection  against  rickets 
and  vitamin  A and  D deficiencies. 

Mead’s  Oleum  Percomorphum  is  a potent,  effec- 
tive source  of  vitamins  A & D . . . that  can  be 
given  at  a cost  of  about  a penny  a day. 

Specify  Mead’s  Oleum  Percomorphum  for  utmost 
dependability.  It  assures  your  pediatric  patients  a 
vitamin  preparation  with  more  than  20  years  of 


MEAD  JOHNSON  & COMPANY  - EVANSVILLE,  INDIANA,  U.S.  A. 


Copyright  1955  by 
no  State  Medical  Society, 
ser  annum,  35^  per  copy. 
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Ea$y  to  give  i . . and  to  take 

ILOTYCIN  DROPS 

(Erythromycin,  Lilly)  Ethyl  Carbonate 

Unexcelled  antibiotic  spectrum  — notably  safe 

Meets  the  exacting  demands  of 
Physician  — Mother— Baby 

insider 
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DIPHTHERIA 

Diphtheria  is  unfinished  business.  We  do  not  see  children  with 
diphtheria  very  often,  only  because  of  constant  vigilance  and  rapid 
institution  of  control  measures.  But  there  has  recently  been  reported 
an  increase  in  cases. 

Diphtheria  occurs  in  any  season  of  the  year,  but  most  often  in 
early  winter  or  late  fall. 

Since  September  1 through  October  22,  1954,  53  cases  of  diphtheria 
have  been  reported  in  the  parishes  of  Orleans,  St.  Bernard  and  Jeffer- 
son. 

From  January  1 through  October  22,  1953,  there  were  24  reported 
cases  of  diphtheria  in  Louisiana.  In  all  of  1953,  there  were  37  reported 
cases  in  the  State. 

From  January  1 through  October  22  of  this  year,  78  cases  have 
been  reported;  58  of  these  since  September  1,  with  53  of  the  58  in 
Orleans,  Jefferson  and  St.  Bernard. 

Forty-five  of  the  53  cases  occurred  in  colored  children.  Twelve 
children  were  under  5 years  of  age  and  the  remaining  41  persons  ranged 
from  5-21  years  of  age  with  most  in  the  5-10  year  age  group. 

There  have  been  3 deaths  among  these  53  cases. 

Diphtheria  is  truly  unfinished  business.  Only  by  constant  vigilance 
can  it  be  controlled. 

The  Louisiana  State  Board  of  Health  will  examine  and  report  to 
you  on  any  cultures  submitted. 

Report  each  case  as  quickly  as  possible  to  the  local  health  depart- 
ment so  necessary  control  measures  can  be  established. 

cxxo 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 
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know  your  diuretic 


will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 

uninterrupted  therapy  f^^^or  in  diuretic  control  of 

congestive  failure.  You  con  prescribe  NEOHYDRIN 
every  day,  seven  days  o week,  os  needed. 


TABLET 

EOHYDRIN 

OF  CHLORMERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI- 

2-METHOXY.PROPYLUREA  IN  EACH  TABLET) 


no  "rest"  periods ...  no  refractoriness 
acts  only  in  kidney... 

no  unwonted  enzyme  inhibition 
in  other  ports  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM'® 

BRAND  OF  MERALLURIDE  INJECTION 


/£  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 
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TIMBERLAWN  SANJTARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 r rr  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) C-o-Uirectors  j ^ ^ p ^ Resident  Psychiatrist 


Miss  Lora  Belle  Roach,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Mrs.  Elsie  Marie  Johnson,  R.N.,  O.T.R.,  Director  of  Occupational  Therapy 


Prescription  Headquarters  Since  1905 


SURGICAL  SUPPLY  CO. 

MEDICAL  BOOKS 

Opposite  Charity  Hospital 

Of  All  Publishers 

1531  TULANE  AVENUE 

Any  book  on  Medicine,  Surgery,  and 

RAymond  7104 — 7105 

Nursing 

SICK  ROOM  SUPPLIES 

ARCH  SUPPORTERS 

J.  A.  MAJORS  COMPANY 

ELASTIC  HOSIERY 

NICKEL  PLATING 

1301  Tulane  Ave. 

INSTRUMENTS 

NEW  ORLEANS  12,  LA. 

TRUSSES 

Catalogs  cheerfully  sent  upon  request 

INVALID  CHAIRS  RENTED 
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combat  resistant  bacteria 


3 Vi’ 


Chloromycetin. 

The  rising  incidence  of  bacterial  resistance  to  various 
antibiotics  constitutes  a serious  therapeutic  problem.  Many 
infections,  once  readily  controlled,  are  now  proving 
difficult  to  combat.  Administration  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  is  often  useful  in 
these  cases  because  this  notable,  broad-spectrum  antibiotic 
is  frequently  effective  where  other  antibiotics  fail. 


“. , . An  advantage  of  CHLOROMYCETIN  appears  to  be  its  relatively 

low  tendency  to  induce  sensitization  in  the  host  or 

resistance  among  potential  pathogens  under  clinical  conditions.”* 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and, 
because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

♦Pratt,  R.,  & Dufrenoy,  J.:  Texas  Rep.  Biol.  & Med.  12:145,  1954. 


PARKE,  DAVIS  & COMPANY  » DETROIT  32.  MICHIGAN 
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Clinic 


Browne-M  cHardy 

* Diagnostic  and  Therapeutic 
Facilities 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 


Phone  TYler  2376  • New  Orleans,  La, 


DOCTOR, 

Your  PHYSICIAN’S  DAILY  RECORD 
for  1955  is  now  ready. 

Send  us  your  order  now  for  this  complete,  simple  and  effi- 
cient Day-Book  Type  Financial  Record.  A permanent  Record 
of  every  business  transaction  and  a complete  breakdown  of  in- 
come and  expenses,  and  segregates  Income  Tax  Deductions. 
Available  in  Single  Book  (one  page  for  each  day)  or  Double 
Book  (two  pages  for  each  day) . 


PEACOCK, 


SURGICAL  COMPANY  'nc 


1235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


ELECTRON  PHOTOMICROGRAPH 


SfVi€^€//a  ef^^en/^iae  42,000  X 

Shigella  dysenteriae  (Shiga’s  bacillus)  is  a 
Gram-negative  organism  which  causes 
bacillary  dysentery. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

panmycin.. 

100  mg.  and  250  mg.  capstdes 


^TRADEMARK,  REG.  U.  S.  PAT.  OfF. 
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ADVERTISEMENT  DEPARTMENT 


Imagination  is  essential  to  this  diet  since 
your  patient  may  have  to  follow  it  for  many 
years.  These  diet  "do’s”  can  show  him  how 
to  use  eggs,  cheese,  and  milk — a trio  of 
almost  purine-free  foods — to  supply  the  major 
portion  of  his  protein. 

In  these,  the  trio  plays  a solo — 

Eggs  baked  in  pimienro-flecked  cheese  sauce  are  hard 
to  resist.  Or,  if  your  patient  prefers,  the  sauce  can  be 
poured  over  hard-cooked  eggs. 


A casserole  of  eggplant  and  tomatoes  layered  alternately 
with  ricotta  or  cottage  cheese  makes  a satisfying  entree. 
Add  a sprinkle  of  grated  parmesan  with  a fine  Italian  hand. 

Your  patient  may  like  his  eggs  poached  in  tomato 
juice.  Then  serve  them  in  a soup  bowl  with  a frill  of 
chopped  parsley  on  top. 

In  these,  the  trio  plays  accompaniment — 

Ham  ’n’  egg  rolls  come  hot  or  cold.  For  hot,  roll  a 
warm  slice  of  ham  around  eggs  that  have  been  scrambled 
with  a pinch  of  savory.  For  cold,  roll  ham  around  egg 
salad  mixed  with  cottage  cheese. 

Oyster  stew  can  be  creamy  without  cream  when  the 
milk  IS  bolstered  with  dry  skim  milk  powder.  A pinch 
of  thyme  and  some  chopped  parsley  add  savor. 

Broiled  salmon  or  tuna-burgers  nestle  nicely  in  a 
nest  of  noodles.  A slice  of  cheese  on  top  adds  color  and 
broils  to  a bubbling  brown. 

These  suggestions  are  only  a few  of  the  possible 
combinations  of  this  versatile  trio.  And  the 
adequate  protein  nutrition  they  make  possible, 
plus  a liberal  intake  of  fluids,  may  help  establish 
a regimen  that  will  please  you  both. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

104  calories,  17  mg.  sodium/8  oz.  glass  (Average  of  Americon  beers) 


If  you’d  like  reprints  for  your  patients,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT 
AND  CO-OPERATION  TO  THEIR  FELLOW  LOUISIANA 
PHYSICIANS  IN  THE  PRACTICE  OF  MORAL 
AND  ETHICAL  MEDICINE 


ATHOLOGY  is  that  branch  of  natural  science  which  treats  of  the 
causes  and  nature  of  disease,  together  with  the  anatomical  and  func- 
tional changes  incident  thereto ; the  practice  of  human  pathology  is  that 
specialty  in  the  practice  of  medicine  which  may  contribute  to  the  diag- 
nosis, treatment,  observation  and  understanding  of  the  progress  of  dis- 
ease or  medical  condition  in  the  human  subject  by  means  of  information 
obtained  by  morphologic,  microscopic,  chemical,  microbiologic,  serologic 
or  aiay  other  type  of  laboratory  examination  made  on  the  patient  or  on 
any  material  obtained  from  the  human  body. 


^ HE  diagnosis  of  cancer  or  other  disease  entities  histologically, 
whether  in  tissue  preparations  or  in  exfoliated  form,  is  but  one  of  the 
duties  properly  devolving  upon  the  pathologic  anatomist.  Just  as  j:-a- 
thology  as  a whole  is  a specialty  within  the  field  of  medicine  in  general, 
so  is  exfoliative  cytology,  especially  as  it  pertains  to  the  diagnosis  of 
cancer,  very  properly  regarded  as  within  the  province  of  the  physician 
who  is  adequately  and  legally  qualified.  Only  by  first  having  a broad 
knowledge  and  experience  in  the  diagnosis  of  disease  generally,  gained 
first  by  pursuing  the  course  leading  to  the  degree  of  Doctor  of  Medicine, 
followed  by  adequate  training  and  experience  in  the  field  of  pathology, 
can  anyone  hope  to  become  proficient  in  the  diagnosis  of  neoplasms. 

The  application  of  newer  methods  and  techniques,  such  as  exfoliative 
cytology,  to  the  study  of  cancer  is  valid  when  kept  in  the  hands  of  those 
physicians  qualified  to  diagnose  cancer  in  tissue  sections  and  who  in 
addition  have,  either  by  reason  of  sufficient  personal  experience  or 
special  training  under  qualified  persons,  properly  equipped  themselves 
to  take  up  such  a method. 
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ADVERTISEMENT  DEPARTMENT 


For  Nasal  Congestion 
in  THE  COMMON  COLD 


Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 


0.25%,  0.5%  and  1%  Solution 

/\/^:  Nasal  Spray 


Plastic  Squeeze  Bottle 


INC.  NEW  YORK  18,  N.Y.  WINDSOR, 


^^cAetic/iiu  co/i  36.000  x 


ELECTRON  PHOTOMICROGRAPH 


Escherichia  coli  (“colon  bacillus”)  is  a Gram-negative  organism 
commonly  involved  in 

urinary  tract  infections  and  peritonitis, 
and  is  an  important  etiologic  agent  of  otitis  media,  mastoiditis,  enteritis, 
and  septicemia  in  infants. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN... 


100  mg.  and  250  mg.  capsules 


TRADEMARK,  REG.  U.S.  PAT.  OFF. 


Upjohn 


ADVERTISEMENT  DEPARTMENT 


he  Besf  lasfinj  Aspin'h 

you  can  pmecHbe 


he  Ra\/or  Remaine  Bfabfe 
doiA/n-fo-fhe  laef -febfef 


Bofffe  of  24  -fableffi 
(2k^tQ.  each) 


If'e  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 


make  your 
allergy  1^ 

taste  better 


• taste  appeals  to  young  and  old 
compatible  with  commonly  prescribed  medications 

Contains  Chlok-Trimeton®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 


Ch  LOR-TRIMETON  SyRU  P 


16 


ADVERTISEMENT  DEPARTMENT 


Most  acute  bacterial  respiratory  infections 
you  encounter  respond  readily  to  llotycin/ 


'Ilotycin*  kills  susceptible  pathogens  of  the 
respiratory  tract.  Therefore,  the  response  is 
decisive  and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  col- 
iform  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

Tlotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


tions have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encoimtered. 

Gastro-intestinal  hypermotUity  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a 
small  percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets  and  pe- 
diatric suspensions. 


QUALITY  / research  / INTEGRITY 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.S.A. 


The  Journal 

of  the 

Louisiana  State  Medical  Society 


Vol.  107,  No.  3 l\/rAT?r^T-r  1 Published  Monthly 

$4.00  Per  Annum,  35c  Per  Copy  iVlr\.rvV»/IT.,  lc/00  1430  Tulane  Avenue,  New  Orleans  12,  La. 


CURRENT  CONSIDERATIONS  OF 
TONSILLECTOMY;  WITH  SPECIAL 
REFERENCE  TO  POSTOPERATIVE 
BLEEDING  * 

J.  W.  McLAURIN,  M.  D. 

THOMAS  P.  RAGGIO,  M.  D. 

Baton  Rouge 

In  a symposium  on  tonsil  and  adenoid 
surgery  recently  published  in  the  Journal 
of  the  American  Medical  Association, 
Badger/  by  way  of  Mollison,-  quoted  an 
eighteenth  century  commentary  on  the  stat- 
us of  tonsillar  surgery  at  that  time.  The 
pronouncement  was  by  Samuel  Sharp, 
then  surgeon  to  Guy’s  Hospital,  and  it 
was  to  the  effect  that  excision  of  the 
tonsils  was  “neither  dreadful  in  the  doing 
nor  melancholy  in  the  event.”  Since  Bad- 
ger’s concern  was  chiefly  with  the  his- 
toric aspects  of  the  operation,  he  did  not 
pursue  the  implications  of  Sharp’s  re- 
mark. A number  of  observers,  however, 
have  pointed  out  that  curiously  little  at- 
tention has  been  paid  in  the  literature  to 
the  possibility  that  tonsillectomy  may  in- 
deed be  “melancholy  in  the  event.”  When 
Harlowe,  ^ in  1948,  reviewed  117  papers 
on  tonsillectomy  published  between  1910 
and  1947,  he  found,  as  Jones  ^ said,  “an 
amazing  variety  of  complications  and  a 
shocking  number  of  deaths.” 

Loeb’s  ® investigation  of  the  situation 
some  twenty-five  years  earlier  had  even 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 

From  the  Department  of  Otolaryngology,  Tu- 
lane University  of  Louisiana  School  of  Medicine, 
New  Orleans. 


more  shocking  implications.  At  that  time 
approximately  5,000  American  physicians, 
one  of  every  30  then  practising,  professed 
to  be  qualified  in  otolaryngology.  In  an 
endeavor  to  determine  what  results  were 
being  accomplished  in  nose  and  throat 
surgery,  Jones  circularized  them  all  and 
received  717  replies.  Four  hundred  sixty- 
seven  of  the  physicians  who  replied  stated 
that  they  had  never  had  a fatality  after 
a nose  or  throat  operation.  The  remain- 
ing 250  physicians  had  had  332  fatalities 
from  causes  other  than  anesthesia.  One 
hundred  twenty-six,  the  largest  number  of 
deaths  after  any  single  operation,  followed 
tonsillectomy,  and  of  the  55  deaths  caused 
by  hemorrhage,  43  also  followed  this  opera- 
tion. How  many  deaths  occurred  in  the 
practices  of  the  more  than  4,000  physi- 
cians who  did  not  reply  to  Loeb’s  inquiries 
is  a justified  and  rather  frightening  spec- 
ulation. 

INDICATIONS  AND  CONTRAINDICATIONS 

Although  our  chief  purpose  in  this  pa- 
per is  to  discuss  the  various  aspects  of 
post-tonsillectomy  hemorrhage,  the  opera- 
tion has  become  too  controversial  to  war- 
rant passing  directly  to  that  subject.  We 
shall  begin,  therefore,  with  a brief  state- 
ment of  our  own  indications  and  contra- 
indications for  tonsillectomy. 

The  wholesale  removal  of  tonsils,  which 
was  never  a credit  to  the  specialty,  has 
long  since  ceased.  Indications  for  the  op- 
eration, however,  are  still  on  somewhat 
uncertain  ground  because  we  still  are 
lacking  in  knowledge  as  to  the  true  func- 
tion of  both  the  tonsils  and  the  adenoids. 
On  the  other  hand,  we  are  certain  that 
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they  serve  as  a natural  defensive  lym- 
phatic barrier  against  invasive  infection 
and  that  they  are  essential  to  the  auto- 
immunization of  the  young  child.  Otolar- 
yngologists who  believe  these  things  will 
naturally  be  very  sure  of  their  indications 
before  they  advise  the  removal  of  such 
useful  structures,  and  their  knowledge 
will  restrain  them,  as  Badger  ^ says,  from 
“a  multitude  of  tonsillar  sins.”  In  this 
connection,  Dey’s  ® study  points  up  a very 
useful  lesson : At  the  Royal  Alexandra 

Hospital  in  Sydney,  routine  removal  of 
the  adenoids  and  tonsils  was  suspended 
for  eighteen  months  because  of  a polio- 
myelitis epidemic.  At  the  end  of  this  peri- 
od all  1,415  children  on  the  waiting  list 
were  requested  to  return  for  examination. 
When  the  681  who  responded  to  the  re- 
quest were  re-assessed  in  the  light  of 
their  interval  histories  and  symptoms,  it 
was  found  that  252,  well  over  a third,  no 
longer  required  the  operation.  The  re- 
sults of  this  survey,  of  course,  merely  rep- 
resent a multiplication  of  experiences  we 
have  all  had  as  individuals  and  they  need 
no  elaboration. 

In  spite  of  such  disconcerting  figures, 
our  own  feeling  is  that  the  present  ten- 
dency is  not  to  advise  tonsillectomy  often 
enough.  The  surgical  indications  in  this, 
and  in  many  other,  fields  have  not  been 
altered  by  the  introduction  of  the  anti- 
biotics. These  drugs  are  extremely  use- 
ful in  tiding  a patient  over  an  acute  at- 
tack. They  have  no  permanent  effect  on 
intrinsically  diseased  tonsils  and  they  have 
no  effect  at  all  in  some  of  the  circum- 
stances in  which  removal  of  the  tonsils  is 
justified. 

The  positive  indications  for  tonsillec- 
tomy may  be  stated  as  follows: 

1.  Frequent  attacks  of  tonsillitis  with 
fever  and  other  systemic  manifestations. 
When  the  tonsils  and  adenoids  have  lost 
their  protective  properties  and  have  them- 
selves become  overwhelmed  by  infection, 
they  are  no  longer  useful  and  they  are 
often  actually  harmful. 

2.  Recurrent  peritonsillar  abcesses. 

3.  Frequent  infections  of  the  ear. 


whether  they  are  suppurative  or  serous. 
The  present  tendency  to  treat  these  in- 
fections by  antibiotics,  without  puncture 
of  the  tympanic  membrane  and  without 
removal  of  the  tonsils  and  adenoids  when 
they  are  identified  as  the  source  of  the 
trouble,  is  one  of  the  chief  present-day 
causes  of  conductive  hearing  losses  in 
children. 

4.  Persistent  and  recurrent  cervical 
lymphadenopathy,  though  only  after  other 
possible  causes  have  been  ruled  out. 

5.  Difficulties  in  speech,  breathing,  and 
swallowing  when  they  are  of  obstructive 
origin  and  are  caused  by  excessive  hyper- 
trophy of  the  tonsils  and  adenoids.  Mere 
enlargement  of  the  tonsils  is  not  an  indi- 
cation for  their  removal  in  the  absence  of 
clinical  manifestations,  especially  in  young 
children,  in  whom  they  are  always  dispro- 
portionately large. 

6.  Frequent  or  continuous  head  colds. 

7.  Failure  to  gain  weight  and  a lack  of 
general  well-being.  This  is  a rather  fre- 
quent indication  in  children  with  rheu- 
matic heart  disease,  whose  general  health 
is  often  greatly  improved  after  the  opera- 
tion. 

8.  Diphtheria  carriers. 

There  would  be  no  reasonable  dispute 
about  the  first  five  of  these  indications, 
or  about  the  last.  The  sixth  and  seventh 
may  be  debatable,  and  we  would  resort  to 
the  operation  on  these  indications  only 
after  careful  investigation  of  all  other 
possible  causes.  Our  experience  is  that  the 
results  are  good  enough,  in  enough  cases, 
to  warrant  tonsillectomy  under  these  cir- 
cumstances. We  do  not,  however,  perform 
tonsillectomy  on  prophylactic  indications, 
when  there  is  no  disease  of  the  local  tis- 
sues. Like  other  otolaryngologists,  we 
have  found  that  the  more  clearly  the 
symptoms  can  be  referred  to  the  tonsils 
and  adenoids,  the  better  are  the  end- 
results.  When  the  operation  is  performed 
on  indications  as  vague  as  those  on  which 
operations  for  so-called  chronic  appendi- 
citis are  often  performed,  the  end-results 
are  likely  to  be  just  as  poor. 

The  literature  on  the  possible  relation- 
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ship  between  tonsillectomy  and  the  devel- 
opment of  poliomyelitis,  particularly  the 
bulbar  and  bulbospinal  varieties,  has  al- 
ways been  disturbing  and  has  become 
massive.  There  is  no  particular  point  to 
reviewing  it  here.  The  possible  relation- 
ship has  been  recognized  for  a quarter  of 
a century  and  the  statistical  studies  are 
often  contradictory.  In  our  own  opinion 
the  discussion  has  always  seemed  rather 
foolish.  Tonsillectomy  is  practically  al- 
ways elective  surgery.  One  would  not  per- 
form any  other  elective  surgery  in  the 
midst  of  an  epidemic  of  measles  or  influ- 
enza or  any  other  contagious  disease,  and 
there  seems  equally  little  point  to  per- 
forming, under  similar  circumstances,  an 
operation  which  in  all  but  the  most  excep- 
tional cases  can  quite  well  be  postponed. 
The  most  obvious  reason  for  withholding 
tonsillectomy  in  the  midst  of  any  sort  of 
epidemic  is  that  one  has  no  way  of  know- 
ing whether  the  child  was  exposed  to  the 
prevalent  disease  before  operation  or  will 
be  exposed  to  it,  in  the  ordinary  course  of 
events,  immediately  afterward. 

A more  serious  consideration  is  whether, 
as  several  recent  reports  seem  to  indicate, 
the  removal  of  the  tonsils  at  any  time  in 
life  predisposes  to  the  development  of  the 
severer  types  of  poliomyelitis.  In  Top’s  ' 
study  from  a Detroit  hospital,  for  in- 
stance, tonsillectomized  patients,  who  com- 
prised just  over  half  of  the  series  of 
1,947  cases,  furnished  just  over  85  per 
cent  of  the  cases  of  bulbar  poliomyelitis, 
more  than  two-thirds  of  the  spinobulbar 
cases,  and  43  of  the  46  deaths  in  the 
series.  Miller’s  ® report  on  3,601  cases 
from  Los  Angeles  County  in  1949-1951 
suggests  that  neither  recent  nor  remote 
tonsillectomy  has  anything  at  all  to  do 
with  the  development  of  poliomyelitis.  A 
separate  survey  on  675  patients  with  the 
disease  showed  that  the  incidence  of  the 
oneration  in  this  group  was  slightly  less 
than  its  incidence  in  the  general  youth 
population.  We  ourselves  doubt  that  re- 
mote tonsillectomy  has  anything  more  to 
do  with  the  development  of  poliomyelitis 
than  remote  appendectomy,  the  next  most 


generally  performed  operation.  We  do 
believe,  however,  that  the  possibilities  now 
under  study  furnish  one  more  reason  for 
being  very  certain  that  tonsillectomy  is 
indicated  and  that  the  risk  which  may  be 
inherent  in  it,  immediate  or  remote, 
should  be  weighed  against  the  risk  in- 
herent in  the  retention  of  the  tonsils. 

THE  RISKS  OF  ADENOTONSIELECTOMY 

According  to  Clein,®  who  is  probably 
right,  tonsillectomy  accounts  for  about  a 
third  of  all  surgery  performed  in  the 
United  States  and  is  performed  some  two 
million  times  each  year.  According  to 
Boise,^®  who  is  probably  also  right,  the 
performance  of  the  operation  by  untrained 
physicians  accounts  for  the  fact  that  at 
least  one  in  every  five  tonsillectomies  and 
one  in  every  two  adenoidectomies  are 
poorly  executed.  The  underlying  reason 
for  this  state  of  affairs  is  the  performance 
of  the  operation  by  so  many  physicians 
who  have  had  no  training  at  all  in  oto- 
laryngology. It  is  generally  stated,  in 
fact,  that  it  is  more  often  performed  to- 
day by  physicians  who  do  not  specialize 
in  otolaryngology  than  by  specialists  in 
the  field. Whether  or  not  that  is  true, 
there  is  no  doubt  that  poor  technique  ac- 
counts for  a very  large  number  of  the 
fatalities  and  complications  that  follow 
this  operation.  There  is  also  no  doubt 
that  a major  explanation  for  poor  tech- 
nique is  the  general  custom  of  considering 
adenotonsillectomy  as  minor  surgery.  It 
most  definitely  is  not.  Quite  aside  from 
any  other  consideration,  as  McKenzie 
has  well  put  it,  no  operation  in  which  the 
surgeon  must  work  at  the  very  entrance 
to  the  whole  bronchial  tree  should  be  con- 
sidered in  any  way  minor. 

POSTOPERATIVE  HEMORRHAGE 

As  a background  to  our  personal  ex- 
perience with  postoperative  hemorrhage 
after  tonsillectomy,  certain  statistical  data 
might  be  presented  (Figure  1)  : 

In  1927  the  population  of  the  Baton 
Rouge  area,  in  which  our  practice  lies, 
was  not  quite  40,000.  By  1953  it  had 
multiplied  3.75  times  and  was  in  excess 
of  150,000. 
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1937  ->•  40000  125  1 202  571 

1953  ->  150  000  210  8.184  1,680 


Figure  1.  Percentage  changes  in  population  of 
Baton  Rouge  area,  hospital  bed  space  in  Our  Lady 
of  the  Lake  Sanitarium,  and  all  operations  and 
all  tonsillectomies  performed  there  1927-1953. 

In  1927  the  bed  capacity  of  Our  Lady  of 
the  Lake  Sanitarium,  where  our  work  is 
done,  was  125,  exclusive  of  bassinets.  By 
1953,  it  had  been  increased  1.68  times  and 
was  210,  again  exclusive  of  bassinets. 

In  1927,  the  major  and  minor  operations 
performed  at  this  hospital  numbered  1,202. 
In  1953,  8,184  operations  were  performed, 
more  than  6.88  times  more. 

In  1927,  the  total  number  of  tonsillec- 
tomies, with  and  without  removal  of  the 
adenoids,  performed  at  this  institution 
totaled  571,  47.5  per  cent  of  the  total 
number  of  operations  performed  (Figure 
2).  In  1953,  the  number  had  risen  to 
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Figure  2.  Proportionate  changes  in  all  oper- 
ations and  all  tonsillectomies  performed  in  Our 
Lady  of  the  Lake  Sanitarium,  Baton  Rouge  area, 
1927-1953. 


1,680,  2.94  times  more,  but  adenotonsillec- 
tomy  now  constituted  only  22.7  per  cent 
of  the  total  number  of  operations  per- 
formed. 

What  these  figures  suggest  is  that 
while  the  prospective  candidates  for  ton- 
sillectomy, as  estimated  by  the  regional 
population  and  the  facilities  for  its  per- 
formance, have  increased  approximately 
31^  times  and  1%  times,  respectively,  the 
proportionate  use  of  the  operation,  as 
related  to  the  surgery  done  in  the  hospital, 
has  decreased  by  well  over  half.  Obvious- 
ly, the  conclusion  is  justified  that  otolar- 
yngologists in  the  Baton  Rouge  area  are 
not  abusing  the  operation. 

Over  the  past  ten  years  we  have  per- 
formed, in  our  private  practice,  2,739  ton- 
sillectomies, most  of  them  combined  with 
removal  of  adenoids.  All  of  them,  it  is 
scarcely  necessary  to  emphasize,  were  per- 
formed in  the  era  when  some  indication 
existed  for  the  operation  other  than  the 
fact  that  the  tonsils  were  still  in  situ. 

The  incidence  of  bleeding  after  opera- 
tion, including  all  bleeding  which  occurred 
in  the  hospital  or  which  occurred  outside 
and  was  of  sufficient  degree  to  make  the 
patients  or  the  parents  of  the  patients  in- 
form us  of  it,  was  as  follows : 

82  instances  of  primary  bleeding,  in 
37  of  which  packs  had  been  required  at 
operation.  This  category  includes  all  cases 
of  bleeding  which  occurred  within  twenty- 
four  hours  of  operation. 

160  instances  of  secondary  bleeding. 
These  hemorrhages  occurred  more  than 
twenty-four  hours  after  operation  and 
were  distributed  as  follows : 

103  instances  of  secondary  bleeding  in 
1,679  operations  (6.13  per  cent)  per- 
formed before  the  introduction  of  penicil- 
lin. 

57  instances  of  secondary  bleeding  in 
1,060  operations  (5.37  per  cent)  per- 
formed after  the  introduction  of  penicillin. 
The  slightly  smaller  proportion  of  bleed- 
ing in  the  post-penicillin  era  is  not  statis- 
tically significant  but  is  interesting  in 
view  of  the  opinion  of  some  observers, 
which  we  do  not  share,  that  the  antibiotics 
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tend  to  influence  blood  coagulation  ad- 
versely.'^ 

Nine  of  the  160  patients  who  bled  sec- 
ondarily (5.6  per  cent)  had  also  either 
bled  primarily  or  had  required  an  adenoid 
pack  at  operation.  Three  of  these  opera- 
tions had  been  done  in  the  pre-penicillin 
era  and  six  afterward,  but  the  difference 
in  incidence,  although  considerable  (2.9 
per  cent  against  10.5  per  cent)  concerns 
too  small  a number  of  cases  to  permit  any 
conclusions  at  all. 

PROPHYLACTIC  CONSIDERATIONS 

Our  chief  preoperative  precaution  is  a 
detailed  inquiry  as  to  a possible  bleeding 
tendency  in  the  patient.  This  requires 
questions  about  previous  injuries,  opera- 
tions, and  extractions  of  teeth.  If  there 
have  been  no  such  experiences,  a further 
inquiry  is  made  into  the  family  history, 
not  stopping  with  the  parents  but  getting 
such  information  as  is  possible  about  other 
male  ancestors. 

The  hospital  runs  routine  bleeding  and 
coagulation  time  tests  on  all  candidates 
for  tonsillectomy.  We  do  not  regard  them 
as  of  any  special  value  if  they  are  done 
independently,  though  they  may  be  useful, 
as  some  observers  note,  if  a medicolegal 
issue  should  be  raised.  If,  however,  there 
is  a history  of  any  tendency  toward  bleed- 
ing, the  patient  is  studied  exhaustively  by 
a complete  study  (red  and  white  blood 
cells  and  differential  study) , coagulation 
and  bleeding  times,  platelet  count,  capil- 
lary fragility,  clot  retraction,  prothrombin 
time,  fibrinogen,  and  plasma  clotting  time. 
Sedimentation  rates  are  determined  in  all 
cases  of  current  or  recent  infection. 

Adults  are  given  the  usual  sedation  and 
narcosis  before  operation.  Children  under 
14  years  of  age  are  given  no  sedation. 
Respiration  in  childhood  is  easily  de- 
pressed and  we  see  no  point  to  increasing 
the  risk.  With  a competent  anesthetist 
and  the  use  of  modern  anesthetic  methods 
there  is  no  difficulty  in  putting  a child 
to  sleep. 

All  of  the  operations  in  this  series  were 
done  by  the  dissection  and  snare  technique, 
with  the  Davis-Crow  type  of  mouth  gag. 


All  of  the  adenoidectomies  were  done  un- 
der direct  vision,  with  the  Love  retractor, 
the  LaForce  adenotome,  and  Hartman 
punch  forceps. 

We  have  no  feeling  about  operating  on 
young  children  when  it  is  clearly  neces- 
sary, though  we  prefer,  unless  our  hand 
is  forced,  to  defer  surgery  until  after  the 
second  birthday.  If  it  is  required  by  re- 
current attacks  of  tonsillitis  or  for  any 
other  reason,  we  proceed,  with  due  pre- 
cautions. 

Our  policy  is  always  to  perform  the 
adenoidectomy  first.  We  regard  this  se- 
quence as  so  important  that  we  invariably 
book  the  operation,  contrary  to  the  usual 
practice,  as  adenoidectomy  and  tonsillec- 
tomy. If  the  child  is  under  20  months, 
only  adenoidectomy  is  performed.  In  chil- 
dren between  this  age  and  30  months, 
tonsillectomy  is  proceeded  with  if  the  ad- 
enoidectomy has  given  rise  to  no  difficul- 
ties and  has  not  been  unduly  prolonged. 
Otherwise,  the  operation  is  concluded  with 
the  removal  of  the  adenoids. 

Special  attention  is  always  paid  to 
hemostasis,  because  carelessness  in  this 
regard  is  the  most  frequent  cause  of  hem- 
orrhage in  the  immediate  postoperative 
period.  We  quite  agree  with  Emerson’s 
remark  that  the  techniques  of  modern 
surgery  have  long  been  neglected  by  oto- 
laryngologists and  we  try  not  to  commit 
that  sin  of  omission.  We  are  always  cha- 
grined when  primary  bleeding  occurs  from 
the  tonsillar  fossa  because  we  regard  it  as 
our  responsibility. 

We  try,  as  far  as  possible,  to  employ  an 
atraumatic  technique.  Carlessness  in  this 
regard  may  mean  damage  to  the  wall  of 
a blood  vessel,  which  may  rupture  in  the 
weakened  area  when  the  blood  pressure 
has  returned  to  normal  levels.  If  at  the 
end  of  the  operation  there  is  still  oozing 
from  the  adenoidal  region  a postnasal 
pack  is  inserted.  The  tracheobronchial 
tree  is  aspirated  at  the  conclusion  of  the 
operation  whenever  it  is  known  or  sus- 
pected that  blood  has  been  aspirated. 

After  operation  the  patient  is  watched 
carefully  until  he  is  fully  reacted  from 
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anesthesia,  partly  to  see  that  a satisfac- 
torj'  airway  is  maintained  and  partly  to 
detect  possible  bleeding.  A young  child  is 
never  left  alone  at  any  time.  All  patients 
are  observed  regularly  while  they  are  in 
the  hospital,  and  one  or  the  other  of  us 
always  inspects  them  at  night  rounds,  six 
or  eight  hours  after  surgery. 

When  the  patient  leaves  the  hospital, 
usually  twenty-four  hours  after  operation, 
he  is  provided  with  written  instructions. 
The  period  of  bed  rest  is  determined  by 
the  necessities  of  the  individual  case. 
Bathroom  privileges  are  usually  permitted. 
Instructions  are  given  as  to  the  use  of 
mouth  washes,  laxatives  and  other  matters, 
including  diet.  Because  we  have  no  fear 
that  the  taking  of  food  will  injure  the 
throat,  we  recommend  prompt  resumption 
of  the  usual  diet.  Tomatoes,  tomato  juice 
and  highly  seasoned  foods  are  prohibited, 
but  only  because  they  will  burn  the  throat, 
and  the  patient,  especially  if  he  is  a small 
child,  will  hesitate  to  take  more  food.  The 
taking  of  solid  food  keeps  the  throat  and 
regional  muscles  supple,  while  the  mere 
act  of  swallowing  keeps  the  pharynx  clean. 
Liquids  and  soft  foods  do  not  have  this 
effect. 

Sulfathiazole  gum  is  chewed  for  thirty 
minutes  every  four  hours  during  the  day. 
If  the  throat  is  painful,  the  patient  may 
chew  aspergum,  which  contains  3.5  gr.  of 
aspirin  per  piece,  or  may  take  aspirin, 
preferably  before  meals. 

ACTIVE  THERAPY 

Primary  bleeding  after  tonsillectomy,  if 
it  is  of  any  consequence,  requires  prompt 
action.  The  patient  is  at  once  taken  back 
to  the  operating  room  and  the  bleeding 
point  is  sought  for,  the  precise  procedure 
depending  upon  the  special  case.  If  the 
bleeding  is  from  the  tonsillar  fossa,  liga- 
tion or  suture  is  employed.  If  it  is  from 
the  nasopharynx,  a pack  is  employed.  We 
prefer  not  to  use  general  anesthesia,  be- 
cause we  believe  that  it  adds  to  the  haz- 
ards of  the  hemorrhage.  A dose  of  sodium 
luminal  is  usually  all  that  is  required.  In 
two  instances  in  this  series,  however,  an- 
esthesia was  employed,  on  special  indica- 


tions; one  of  the  patients  was  a very  large 
man  and  the  other  a very  large  child  and 
in  both  exposure  of  the  bleeding  point 
was  impossible  otherwise. 

Secondary  bleeding  is  treated  routinely 
by  the  intramuscular  injection  of  double- 
strength U.S.P.  posterior  pituitary  ex- 
tract. Adults  receive  a total  dosage  of  15 
minims,  given  in  5-minim  doses  at  inter- 
vals of  fifteen  minutes.  Children  under 
6 years  of  age  receive  a total  dosage  of  12 
minims,  also  given  fractionally  at  fifteen 
minute  intervals.  When  we  first  began  to 
use  this  method  we  employed  ring  forceps 
to  remove  any  clot  which  might  be  pres- 
ent. This  has  been  found  to  be  an  un- 
necessary manipulation,  since  the  clot  is 
promptly  squeezed  off  as  the  constrictor 
action  of  the  drug  begins  to  take  effect. 

This  method  has  now  been  employed  in 
160  cases  of  secondary  post-tonsillectomy 
bleeding.  Fourteen  patients  continued  to 
bleed  after  the  injection  and  had  to  be 
treated  by  pack,  suture  or  ligation.  In 
the  other  146  cases  bleeding  ceased 
promptly  and  permanently  after  a single 
injection  of  pituitrin. 

COMMENT 

The  use  of  pituitrin  in  post-tonsillec- 
tomy bleeding  was  first  reported  by  one 
of  us  (J.  W.  McL.)  in  1944,^®  and  again 
in  1948.^®  At  neither  time  was  it  known 
that  this  method  had  previously  been  sug- 
gested for  tonsillar  and  nasal  hemorrhage 
by  Salinger,^'^  in  1918.  In  all  of  Salinger’s 
100  cases,  however,  the  injection  was 
given  prophylactically.  It  was  repeated  in 
a few  of  the  13  cases  in  which  postopera- 
tive bleeding  occurred.  We  have  never 
employed  pituitrin  prophylactically  and 
are,  in  fact,  opposed  to  routine  medication 
for  hemostasis,  which  should  be  achieved 
directly  at  operation,  with  hemostat,  tie, 
suture  or  pack  as  indicated. 

The  rationale  of  this  method  is  the  es- 
tablished constrictor  effect  of  double- 
strength posterior  pituitary  solution  on 
the  arterioles  and  capillaries.^®  The  drug 
is  also  knowTi  to  decrease  the  flow  of 
blood  to  the  coronary  arteries,  and  for  this 
reason,  it  must  never  be  used  in  patients 
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with  cardiac  disease.  We  have  observed 
this  precaution  faithfully,  and  the  only 
side  effect  we  have  noted  is  occasional 
abdominal  pain,  which  disappears  when 
the  bowels  have  moved,  as  they  do  at 
once. 

This  is  a simple,  extremely  effective 
method.  As  a precaution,  we  re-hospitalize 
all  bleeding  patients  before  the  injection 
is  given,  but  a stay  of  only  a few  hours 
is  required.  One  of  the  advantages  of  the 
method  is  that  its  simplicity  does  not  add 
to  the  panic  which  patients,  and  especially 
the  parents  of  young  children,  so  often 
feel  in  the  presence  of  bleeding.  The 
promptness  with  which  the  hemorrhage 
is  controlled  has  the  same  effect. 

Jones,^  in  a comprehensive  review  of 
the  literature  in  1953,  discussed  the  vari- 
ous causes  which  had  been  advanced  for 
secondary  bleeding  after  hemorrhoidec- 
tomy, including  climatic  factors,  the  ad- 
ministration of  various  vitamins  with  and 
without  acetylsalicylic  acid,  and  the  use  of 
chemotherapeutic  and  antibiotic  agents. 
There  is  no  doubt  that  one  cause  of  the 
secondary  hemorrhage  which  sometimes 
occurs  about  a week  after  operation  may 
be  the  separation  of  the  membrane,  which 
is  cast  off,  as  a slough,  from  the  tonsillar 
fossa.  Otherwise,  with  the  exception  of 
infection,  none  of  the  other  possible  causes 
of  hemorrhage  seem  very  convincing. 

When  Neivert,^®  in  1945',  published  his 
studies  on  prothrombin  time  after  tonsil- 
lectomy, which  seemed  to  implicate  acetyl- 
salicylic acid  as  a cause  of  postoperative 
bleeding,  we  began  a similar  study  in  our 
own  practice.  In  25  consecutive  cases,  in 
all  of  which  either  aspirin  or  aspergum 
had  been  used,  the  prothrombin  time  was 
not  below  80  per  cent  of  normal  in  any 
instance,  and  in  most  cases  it  was  be- 
tween 90  and  100  per  cent  of  normal.  The 
tests  were  concluded  at  this  point,  partly 
because  of  the  uniformly  negative  results 
but  chiefly  because  of  the  current  short- 
ages of  laboratory  personnel  immediately 
after  the  war.  It  is  true  that  the  salicy- 
lates lower  the  prothrombin  time  of  the 
blood,  but  our  own  experience  does  not 


indicate  that  the  use  of  aspirin  in  the 
quantities  taken  after  tonsillectomy  is 
ever  likely  to  have  this  effect. 

Our  own  feeling  is  that  the  majority  of 
cases  of  post-tonsillectomy  bleeding  are  the 
result  of  infection.  We,  therefore,  post- 
pone operation  if  there  is  a history  of  a 
recent  infection,  sore  throat  or  cold,  and 
we  never  operate  if  there  is  any  tempera- 
ture elevation  at  all.  We  study  with  par- 
ticular care  all  patients  with  a history  of 
unexplained,  low-grade  temperature  eleva- 
tion over  a long  period  of  time,  as  well  as 
patients  with  leg,  joint,  and  bone  pains 
or  with  any  other  evidence  of  systemic 
infection.  Patients  who  have  had  an  acute 
infection  within  a month  of  operation  al- 
ways receive  the  same  careful  scrutiny. 

All  these  patients  with  recent  infections 
are  studied  by  the  sedimentation  rate, 
which  is  done  by  the  Wintrobe  method, 
and  we  prefer  not  to  operate  unless  the 
value  is  between  16  and  20  mm.  per  hour, 
though  we  are  influenced  by  the  trend  of 
the  rate  as  well  as  by  the  actual  values  if 
serial  tests  are  necessary.  In  38  of  the  45 
most  recent  instances  of  bleeding  the  sedi- 
mentation rates  at  operation  were  within 
this  range  or  lower.  In  the  other  seven 
the  values  were  from  22  to  27  mm.  per 
hour  in  six  cases  and  35  mm.  per  hour 
in  the  seventh.  The  figures  are  too  small 
to  warrant  conclusions,  but  we  obviously 
failed  to  abide  by  our  own  rule  in  these 
seven  cases  and  the  infection  which  the 
elevated  values  indicated  perhaps  ex- 
plained what  happened. 

SUMMARY 

Tonsillectomy  is  now  usually  performed 
on  restricted,  rational  indications.  It  re- 
mains to  be  proved  whether  the  operation 
influences  the  development  of  poliomyeli- 
tis, either  immediately  or  remotely,  but 
it  is  the  part  of  wisdom  to  refrain  from 
elective  surgery  during  any  kind  of  epi- 
demic. 

The  performance  of  the  operation  by 
untrained  physicians  and  the  tendency  to 
regard  it  as  minor  surgery,  which  it  is 
not,  explain  most  of  the  deaths,  complica- 
tions and  poor  results. 
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Hemorrhage  is  the  most  frequent  of 
these  complications.  It  occurred  primarily 
82  times  and  secondarily  160  times  in 
2,739  tonsillectomies  performed  in  private 
practice  over  a ten  year  period.  Prophy- 
lactic measures  are  discussed  and  a simple 
method  of  controlling  secondary  hemor- 
rhage, by  the  intramuscular  injection  of 
double-strength  U.S.P.  posterior  pituitary 
extract,  is  presented. 

It  is  believed  that  except  for  technical 
errors  infection  is  the  most  reasonable 
explanation  of  all  forms  of  post-tonsillec- 
tomy bleeding.  It  is  doubtful  that  aspirin, 
in  the  quantities  ordinarily  used  after 
operation,  plays  any  role  at  all. 
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UROLOGICAL  PROBLEMS  IN 
CHILDREN  * 

HUGH  T.  BEACHAM,  M.D.  f 

Ne-w  Orleans 

Unfortunately  a large  percentage  of  the 
urological  problems  of  children  start  off 
with  mild  or  no  symptoms.  Their  under- 
lying cause  is  frequently  congenital.  They 
occur  in  a young  age  group  who  are  some- 
what insensitive  to  pain  and  unable  to  make 
the  discomfort  known,  and  the  diagnosis 
is  often  made  only  after  irreparable  dam- 
age has  been  done.  Pyuria,  hematuria,  or 
severe  pain  are  usually  late  symptoms  in 
these  little  patients. 

Campbell,  in  a large  series  of  autopsies, 
found  that  a combination  of  obstruction 
(urinary  stasis)  and  infection  constitutes 
over  90  per  cent  of  the  major  urologic 
problems  in  infants  and  children.  The 
majority  of  the  obstructions  are  congeni- 
tal. Since  the  urinary  secretion  begins 
about  the  fifth  month,  advance  hydro- 
nephrosis, even  with  complete  parenchy- 
mal destruction,  may  occur  in  the  new- 
born. Hydronephrosis  in  varying  degree 
occurred  in  approximately  1 in  20  cases 
in  15,919  autopsies.  Anomalies  found  in 
the  autopsies:  renal  hypoplasia  1:513, 

unilateral  renal  agenesis  1:610,  fused  su- 
pernumerary kidney  1 :4000,  congenital 
solitary  renal  cysts  1:1591,  congenital 
polycystic  disease  1 :227,  fetal  lobulations 
which  usually  disappear  at  the  age  of  4 
or  5 years  persisted  throughout  life  in  5 
per  cent,  fusion  of  kidney  usually  horse- 
shoe type  1 :400,  sigmoid  or  L-shaped  kid- 
ney 1 :4000,  congenital  ectopic  kidney 
1:800. 

Regardless  of  the  patient’s  size  or  age, 
cystoscopy  with  x-rays,  if  needed,  should 
be  performed.  Ten  years  ago  many  good 
pediatricians  maintained  and  most  con- 
scientious urologists  admitted  that  the 
trauma  of  instrumentation  with  spread  of 
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infection  obviated  the  diagnostic  gains  of 
thorough  urologic  studies  in  the  positive 
handling  of  urinary  problems  of  infancy 
and  childhood,  but  the  advent  of  antibiotic 
and  chemotherapeutic  antiseptics  and  the 
availability  of  improved  small  urological 
instruments  leaves  no  curtailment  in  se- 
curing adequate  information  except  ig- 
norance of  the  physician  or  incompetence 
of  the  urologist. 

Campbell  has  listed  these  indications  for 
cystoscopy:  (1)  pyuria  (a)  acute  persis- 

tent, (b)  chronic;  (2)  disturbances  of 
urination,  enuresis,  dysuria  and  urgency ; 

(3)  hematuria — except  acute  nephritis; 

(4)  abnormal  pain;  (5)  abnormal  tumor; 

(6)  anomaly  of  external  genitalia  (upper 
tract  anomalies  occur  in  one  third)  ; 

(7)  urogenital  injury;  (8)  hypertension; 
(9)  renal  insufficiency;  (10)  retarded 
growth;  (11)  spinal  cord  injury  and  dis- 
ease; (12)  therapy,  that  is,  renal  drain- 
age, dilatation  of  ureter  for  stricture  or  to 
encourage  the  passage  of  a stone.  In  all 
cases  in  which  excretory  urographic  study 
is  not  clearly  defined  cystoscopy,  of  course, 
is  indicated. 

Contraindications  to  cystoscopy  are : 
(1)  Acute  urinary  infection  except  acute, 
persistent  pyuria;  (2)  marked  debility, 
emaciation  (rarely)  ; (3)  acute  nonuro- 
logic  illness  (with  rare  exception)  ; (4)  ig- 
norance or  incompetence  on  the  part  of 
the  operator  (Keys).  Tender  age  is  no 
contraindication  to  cystocopy. 

CASE  REPORTS 

I wish  to  present  a few  cases  selected 
to  show  the  importance  of  adequate  early 
urologic  study. 

Case  No.  1.  M.  J.  P.,  white  female,  thirteen 
months  of  age,  gave  a history  of  the  diapers  be- 
coming moist  very  ouicklv  after  changing  since 
birth.  The  parents  stated  she  had  “kidnev 
trouble”  in  the  form  of  recurrent  fever,  pyuria, 
and  irritability  for  past  nine  months.  Examina- 
tion revealed  a well  developed  and  nourished, 
white  female  not  appearing  acutely  ill.  Blood 
picture  was  normal  except  for  a slight  elevation 
of  the  white  count.  Urinalysis  (cath.)  revealed 
1 to  4 pus  cells  H.P.F.  and  a few  B.  coli.  Cys- 
toscopy with  x-rays  under  general  anesthesia 
disclosed  a hydronephrotic,  infected,  upper  pole 
of  the  left  kidney  with  ectopic  orifice  in  the 
vagina.  Under  general  anesthesia  left  hemine- 


phrectomy  and  ureterectomy  were  performed.  The 
microscopic  diagnosis  was  hydronephrosis  with 
diffuse,  chronic  pyelonephritis  and  hypertrophy 
and  dilatation  of  the  ureter.  Convalescence  was  un- 
eventful. Repeated  urinalyses  have  been  negative. 

Case  No.  2.  S.  L.  R.,  white  female,  fourteen 
months  of  age,  had  a persistent  pyuria  in  spite 
of  penicillin,  terramycin,  sulfa,  etc.  with  recur- 
rent fever,  frequency,  and  dysuria  for  past  two 
months.  Examination  revealed  a well  developed 
and  fairly  well  nourished,  white  female  not  ap- 
pearing acutely  ill.  Tests  and  x-rays  were  nor- 
mal except  for  a slight  elevation  of  the  white 
counts,  many  pus  cells  (50  to  100  H.P.F.)  and 
B.  coli  in  the  urine.  Cystoscopy  with  differential 
renal  function  test  and  x-rays  under  general 
anesthesia  showed  a right  hydroureter  and  hydro- 
nephrosis (infected).  A right  nephrouretectomy 
(with  double  ureters  down  to  the  ureterovesical 
juncture)  was  performed.  The  pathological  re- 
port: “Microdilatation  with  thinning  and  fibrosis 
of  the  ureters  with  an  active  chronic  granulomat- 
ous ureteritis  and  pyelitis.  Severe  hydronephro- 
sis with  renal  parenchymal  scarring”.  Convales- 
cence was  uneventful.  Repeated  urinalyses  have 
been  negative.  The  patient  has  a normal  appear- 
ance. 

Case  No.  3.  R.  R.,  colored  female,  eight  months 
of  age,  had  a mass  in  the  upper  left  quadrant 
that  the  mother  noticed  two  weeks  befoi’e  ad- 
mission to  the  hospital.  Examination  revealed  a 
well  developed  and  nourished  colored  female  not 
appearing  acutely  ill.  Urinalysis,  blood  picture, 
blood  chemisti-y,  and  x-rays  were  normal  except 
for  the  kidney  x-rays.  Cystoscopy  with  x-rays 
under  general  anesthesia  revealed  a normal  left 
kidney,  but  the  right  pyelogram  showed  a de- 
formity consistent  with  a tumor.  Right  nephrec- 
tomy under  general  anesthesia  was  performed. 
The  tumor  weighed  310  grams.  Microscopic  re- 
port showed  it  to  be  a Wilms  tumor.  The  con- 
valescence was  very  satisfactory.  Postoperative 
irradiation  was  given.  The  patient  is  doing  well 
six  months  after  operation. 

Case  No.  U.  J-  B.,  white  male,  ten  years  of 
age,  experienced  increasing  difficulty  in  voiding. 
He  required  a longer  time  than  the  other  chil- 
dren and  the  stream  lacked  force.  Recently  he 
did  not  take  as  much  intei’est  in  his  surroundings, 
especially  sports.  The  examination  revealed  a 
well  developed  and  nourished  white  male  not  ap- 
pearing acutely  ill.  There  was  a mass  in  the 
suprapubic  region  that  persisted  after  voiding.  A 
residual  urine  of  two  quarts  was  present.  Blood 
chemisti-y  showed  N.P.N.  45  and  creatinine  1.6, 
R.B.C.  4,125,000.  A cystogram  revealed  a very 
large  bladder  with  reflux  up  both  ureters  which 
were  markedly  dilated  as  were  the  pelves  and 
calices.  Cystoscopy  revealed  a congenital  valve  in 
the  posterior  urethra.  Suprapubic  cystostomy 
with  removal  of  the  valve  was  performed.  After 
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prolonged  suprapubic  drainage,  the  right  kidney 
function  improved  with  diminution  in  size  of  the 
ui’eter,  pelvis  and  calices;  however,  it  was  neces- 
sary to  remove  the  left  kidney.  The  patient’s 
renal  function  remains  impaired  with  slight  ele- 
vation of  the  blood  N.P.N.  after  five  years.  He 
has  regained  his  interest  in  sports  and  maintains 
marked  good  grades  in  school. 

Case  No.  5.  F.  M.  D.,  colored  female  had  bi- 
lateral palpable  masses  in  the  kidney  regions  at 
birth.  X-ray  (K.U.B.)  confirmed  the  suspicion. 
Blood  picture  and  chemistry  were  normal.  Intra- 
venous pyelogram  showed  no  excretion  of  medium. 
It  was  impossible  to  get  retrograde  pyelograms 
due  to  a congenital'  deformity  of  the  bladder.  A 
left  nephrectomy  was  performed  on  the  eighth 
day  after  birth  for  what  was  thought  to  be  sar- 
coma of  the  kidney  (wt.  280  grams).  The  con- 
valescence was  quite  satisfactory.  Microscopic 
diagnosis  was  polycystic  kidney.  Although  to-date 
the  patient  appears  noiTnal  clinically  without  any 
apparent  increase  in  size  of  the  right  kidney, 
the  prognosis  is  very  poor. 

Case  No.  6.  W.  B.,  Jr.,  colored  male,  two  years 
of  age,  was  admitted  to  the  hospital  on  account 
of  fever,  pain  in  the  left  side,  and  frequency  of 
urination  of  two  days’  duration.  He  had  the  first 
attack  of  pyelonephritis  at  ten  or  eleven  months 
of  age.  Since  that  time  he  had  had  intermittent 
attacks  of  fever  and  pyuria.  Examination  re- 
v'ealed  a well  developed  and  nourished  colored 
male  not  appearing  acutely  ill.  R.B.C.  3,800,000, 
Hematocrit  38,  W.B.C.  15,300;  polymorphonucle- 
ars  58;  lymphocytes  42,  Hb.  12.  The  urine  was 
loaded  with  W.B.C. ; occasional  R.B.C. ; and  occa- 
sional gram  positive  coccus.  After  antibiotic 
treatment  the  urine  cultures  were  consistently 
negative.  K.U.B.  and  intravenous  pyelogram  re- 
vealed good  function  bilaterally  with  possible 
early  dilatation.  The  renal  outlines  were  not 
definite.  Calculi  were  noted,  but  their  relation- 
ship to  the  genito-urinary  tract  was  not  estab- 
lished. The  cystogram  was  within  normal  limits. 
The  calculus  showed  in  the  lower  pelvis  and  not 
in  the  bladder.  Cystoscopy  revealed  calculi  in  the 
left  kidney,  the  lower  pole  of  which  approached 
the  midline.  The  calculus  in  the  lower  tract  was 
definitely  in  the  ureter.  The  right  side  was  with- 
in the  normal  limits.  Impression  given  was  a 
horseshoe  kidney  with  calculus  disease.  Six  days 
after  admission  to  the  hospital  a calculus  was 
passed.  Five  calculi  were  removed  by  operation 
(four  from  the  kidney  and  one  in  the  ureter). 
The  convalescence  has  been  uneventful. 

To  avoid  prolongation  of  this  discus- 
sion, case  histories  of  congenital  stricture 
of  the  ureter  or  urethra  have  been 
omitted.  Inasmuch  as  these  conditions 
constitute  the  most  common  cause  of  hy- 
dronephrosis and  recurrent  urinary  tract 


infection  their  importance  should  be  em- 
phasized, If  the  obstruction  is  marked 
and  dilatation  has  occurred,  intravenous 
pyelo-uretero-cystogram  sometimes  will 
disclose  their  presence,  but  in  doubtful 
cases  cystoscopy  with  passage  of  ureteral 
catheters  and  x-rays  is  mandatory  be- 
cause only  in  this  way  can  we  prevent 
irreparable  urinary  tract  damage  in  later 
life. 

CONCLUSION 

1.  Major  urological  problems  in  chil- 
dren are  much  more  frequent  than  one 
would  suspect. 

2.  Early  diagnosis  and  treatment  are 
necessary  to  prevent  irreparable  damage, 

3.  Cystoscopy  with  x-rays  is  indicated, 
regardless  of  the  age,  when  diagnosis  is 
in  doubt. 

4.  Pyuria,  hematuria,  or  pain  usually 
occur  late  in  the  disease. 

o 

CLINICAL  SUMMARY  OF  SALT  AND 
WATER  METABOLISM  * 
EDWARD  S.  HYMAN,  M.  D.  f 
New  Orleans 

Salt  and  water  metabolism  presents  to 
the  clinician  a new  type  of  problem  in 
that  the  information  gained  at  the  bedside 
is  often  too  inaccurate  to  use  or  even  mis- 
leading. We  are  well  aware  that  thirst 
need  not  represent  a need  for  water  and 
that  the  salt  depleted  human,  unlike  the 
rat,  does  not  crave  salt. 

Most  of  our  information  has  come  from 
the  laboratory.  Initial  information  was 
based  on  the  chloride  and  bicarbonate  ions 
because  of  the  simplicity  of  the  determina- 
tions. It  became  apparent,  though,  that 
the  cations,  sodium  and  potassium,  were 
of  more  primary  importance.  With  the 
coming  of  the  internal  standard  flame 
photometer,  in  1946,  accurate  sodium  and 
potassium  determinations  have  become 
quick  and  simple  enough  to  be  used  in  the 
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routine  clinical  laboratory. 

The  literature  on  the  subject  is  already 
voluminous  and  often  conflicting.  In  sum- 
marizing, I shall  draw  freely  from  the 
literature,  and  for  the  sake  of  continuity 
I shall  take  the  liberty  of  filling  in  the 
gaps  with  my  own  experience.  In  this 
way  I hope  to  integrate  information  cross- 
filing many  diseases. 

First,  a brief  introduction  to  the  water 
in  the  body.  (Figure  1)  About  60  per 
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cent  by  weight  of  the  adult  human  is 
water.  About  40  per  cent  is  inside  cells 
and  the  other  20  per  cent  is  outside  cells. 
One  fourth  of  the  latter  is  plasma  which 
serves  to  stir  the  extracellular  fluid.  It 
is  readily  availaible  for  analysis  and  has 
essentially  the  same  composition  as  the 
rest  of  the  extracellular  fluid.  All  of  this 
water  contains  salts  in  simple  solution. 
That  within  cells  is  rich  in  potassium  and 
that  outside  cells  is  rich  in  sodium. 

To  compare  quantities  of  potassium  and 
sodium  it  is  necessary  to  introduce  a 
unique  unit,  the  milliequivalent  (Figure 
2).  Since  potassium  is  a larger  and 
heavier  atom  than  sodium,  10  milligrams 
of  potassium  does  not  represent  the  same 
number  of  atoms  as  10  milligrams  of  sodi- 
um. A milliequivalent  of  potassium  is 
39.1  mg.  and  contains  the  same  number  of 
atoms  as  a milliequivalent  of  sodium 
which  weighs  23  mg.  The  relative  weights 
of  these  atoms  are  39.1  and  23.  Similarly, 
a milliequivalent  of  chloride  is  35.5  mg. 
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MILLI-EQUIVALENTS  -VALENCE:  I 


Figure  2 

and  of  bicarbonate  61  mg.  To  get  milli- 
equivalents  one  need  only  divide  the  milli- 
grams by  the  relative  weight  of  the  atom 
or  group  of  atoms.  This  unit  streamlines 
our  bookkeeping.  We  can  now  say  1 milli- 
equivalent of  sodium  combines  with  1 
milliequivalent  of  chloride  or  1 of  bicar- 
bonate or  replaces  1 of  potassium  or  hy- 
drogen. 

Returning  to  the  body  water  (Figure  3) 
we  can  now  easily  express  the  normal 
compositions  of  the  cellular  and  extra- 
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cellular  fluids  in  simplified  form.  Note 
that  potassium  is  about  30  times  as  con- 
centrated inside  cells  as  outside  and  the 
reverse  is  true  for  sodium.  Note  that 
chloride  is  almost  all  extracellular.  Note 
that  the  total  of  positive  ions  must  equal 
the  negative  ions.  The  total  of  the  ions 
inside  cells  must  equal  the  total  of  the 
ions  outside  cells  because  of  osmotic 
forces.  Hence,  a low  extracellular  sodium 
level  reflects  a low  intracellular  potassium 
level.  As  represented,  sodium  is  in  solu- 
tion as  a free  ion  and  not  as  sodium 
chloride.  The  sodium  matching  chloride 
is  in  a common  pool  with  that  matching 
bicarbonate.  Clinically,  today,  we  are 
chiefly  concerned  with  sodium,  water,  and 
potassium. 

In  health  the  levels  of  salts  and  water 
are  maintained  largely  by  the  kidney.  The 
kidney  has  the  remarkable  ability  to  regu- 
late its  excretion  to  match  the  body  intake. 
Salt  and  water  enter  the  extracellular 
fluid  and  leave  via  the  kidney  as  repre- 
sented in  Figure  4.  The  cell  is  bathed  by 
the  extracellular  fluid  and  is  limited  to  an 
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exchange  of  salt  and  water  with  the  ex- 
tracellular fluid. 

So  long  as  the  intake  minus  any  ex- 
traneous losses  remains  within  the  kid- 
ney’s ability  to  regulate,  a normal  level 
will  exist  in  the  extracellular  fluid.  When 
this  quantity  exceeds  the  kidney’s  ability 
to  secrete,  that  substance  accumulates  in 
the  extracellular  fluid  and  the  normal 
range  is  exceeded.  Conversely,  when  the 
intake  minus  the  extraneous  losses  in 
sweat,  vomiting,  diarrhea,  intestinal  intu- 
bation and  paracenteses  is  below  the  kid- 
ney’s minimum  secretion,  the  extracellular 
space  is  depleted.  With  this  concept  ther- 
apy becomes  merely  adding  or  subtracting 
a salt  or  water  to  fit  within  the  renal 
regulation. 

We  shall  follow  this  general  plan.  The 
variables  are  intake,  extraneous  losses, 
and  renal  regulation,  any  of  which  can 
cause  trouble.  We  shall  deal  with  sodium, 
water,  and  potassium  separately  and  ex- 
press the  clinical  essentials  of  their  inter- 
relation. 

Figure  5 is  the  general  plan  for  sodium. 
The  variation  of  the  diet  between  the 
Chinese  and  the  Eskimo  readily  suggests 
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the  wide  range  of  renal  sodium  excretion. 
The  kidney  can  excrete  as  much  as  450 
meq.  of  sodium  (25  gm.  of  NaCl  or  40 
gm.  of  NaHCOs)  daily  and  when  neces- 
sary can  virtually  secrete  a sodium  free 
urine.  Since  about  9 meq.  (500  mg.  NaCl) 
are  lost  in  stool  and  minimal  sweat,  this 
becomes  the  lower  limit  of  intake.  (This 
is  the  200  mg.  sodium  diet).  Up  to  about 
200  meq./day  may  be  lost  in  severe  sweat- 
ing and  average  intestinal  juices  contain 
somewhere  in  the  neighborhood  of  100 
meq./Li.,  whether  it  presents  as  vomiting, 
diarrhea,  or  via  a Miller-Abott  tube.  A 
notable  exception  is  the  vomiting  with  a 
peptic  ulcer  in  which  hydrogen  replaces 
sodium.  Lastly,  paracenteses  are  essen- 
tially at  serum  concentrations. 

Should  450  meq.  be  exceeded,  the  body 
retains  sodium.  Normally,  this  does  not 
happen  but  the  experiment  has  been  done 
many  times.  Retention  usually  occurs  as 
a result  of  impaired  renal  excretion.  Fig- 
ure 6 is  a comparison  between  the  renal 
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regulation  in  a hypothetical  case  of  vari- 
ous diseases  and  a normal  diet  range. 
Note  that  the  normal  has  much  leeway. 
Note  also  that  heart  failure,  pre-eclampsia, 
active  nephrosis,  acute  nephritis,  etc.,  are 
characterized  by  an  impaired  excretion, 
and  that  Addison’s  disease,  some  cases  of 
acute  pancreatitis,  etc.,  by  impaired  con- 
servation. A chronic  nephritic  may  tele- 
scope his  range  to  any  level. 

The  excess  sodium  retained  rarely  pre- 


sents as  a high  serum  level,  though  this 
is  occasionally  seen  in  renal  failure  and  is 
often  referred  to  as  “Luetscher’s  syn- 
drome.” Instead,  as  shown  in  Figure  7, 
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it  usually  presents  as  an  associated  excess 
of  water  or  edema  with  no  change  in  con- 
centration. This  is  again  represented  in 
Figure  8 which  is  a hypothetical  plot  of 


extracellular  water  against  extracellular 
sodium.  This  is  distinctly  a renal  adjust- 
ment. The  “isotonic  line”  represents 
equivalent  change  of  sodium  and  water 
giving  no  change  in  concentration.  The 
joint  rise  to  the  left  along  the  isotonic 
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line  appears  as  edema  at  2 to  3 liters  and 
at  8 to  12  liters  produces  the  clinical  pic- 
ture of  “congestive  heart  failure”  in  most 
every  detail,  including  venous  distention, 
cardiac  enlargement,  and  even  a gallop 
rhythm.  With  this  concept  it  is  hard  to 
define  “congestive  heart  failure”  as  any- 
thing but  this  renal  retention  of  salt  and 
water  as  a result  of  heart  disease.  You 
will  remember  in  Figure  6 the  impairment 
of  salt  excretion  in  “congestive  heart  fail- 
ure” as  demonstrated  by  Schroeder,  Fut- 
cher,  and  others.  The  clinical  syndrome 
in  retention  in  nephrosis  and  cirrhosis  is 
different  perhaps  because  of  the  lack  of 
albumin.  This  would  cause  the  plasma  to 
be  less  than  one-fourth  of  the  extracellu- 
lar fluid. 

Sodium  depletion  is  difficult  to  produce 
without  either  an  extraneous  loss  as  men- 
tioned above  or  a renal  failure  to  conserve 
as  shown  in  Figure  6.  Small  depletions, 
such  as  occur  in  a rice  diet  for  hyperten- 
sion, are  associated  with  extracellular  w^a- 
ter  loss  (Figure  8).  But  further  deple- 
tion, such  as  in  Addison’s  disease,  heat 
exhaustion,  or  an  occasional  patient  on  a 
low  sodium  diet,  is  associated  with  a break 
in  the  renal  regulation,  perhaps  as  a re- 
sult of  the  already  lowered  plasma  volume. 
Water  is  no  longer  lost  and  the  sodium 
concentration  falls.  The  low  sodium  syn- 
drome produced  is  characterized  by  weak- 
ness, thirst,  lethargy,  sweating,  tachycar- 
dia, and  often  a drop  in  blood  pressure. 
Renal  impairment  is  evidenced  by  azo- 
temia, hyperkalemia,  further  water  reten- 
tion, and  in  experimental  studies,  im- 
paired renal  clearances.  All  is  quickly  re- 
versed by  giving  300  to  600  meq.  of 
sodium  (2  to  4 liters  of  saline).  This  is 
the  only  instance  of  a low  sodium  syn- 
drome that  can  be  properly  treated  by 
isotonic  saline.  The  kidney  will  retain 
enough  sodium  without  water  to  reverse 
the  lesion. 

This  same  break  or  low  sodium  syn- 
di’ome  can  occur  anywhere  on  the  curve  of 
renal  adjustment  of  water  to  salt.  Per- 
haps this  again  represents  a renal  impair- 
ment of  water  excretion.  A classic  ex- 


ample is  the  patient  in  heart  failure  from 
heart  disease  who  is  treated  by  sodium 
depletion  tactics.  Usually  this  has  been 
going  on  for  some  time  and  he  is  particu- 
larly vulnerable  if  he  is  getting  mercuri- 
als, which  directly  impair  the  kidney  with 
respect  to  sodium  and  water.  The  break 
occurs  high  on  the  curve  (Fig.  8)  and  his 
weight  or  water  actually  rises.  The  same 
clinical  picture  appears  except  this  pa- 
tient is  edematous  and  he  may  have  para- 
lytic ileus.  Here  giving  300  to  600  meq. 
of  sodium  in  the  least  quantity  of  water 
(300  to  600  cc,  of  5 per  cent  NaCl)  re- 
stores the  previous  state.  It  is  extremely 
important  to  restrict  water  lest  his  intake 
be  hypotonic  saline  which  will  harm  him. 
One  must  deny  this  thirsty  patient  his 
drinking  water.  The  hypertonic  saline 
should  be  given  slowly  for  fear  of  aggra- 
vating his  congestion  and  may  be  given 
stepwise. 

A related  situation  may  obtain  nearer 
the  normal  volume  in  such  situations  as 
acute  pancreatitis  where  large  quantities 
of  sodium  may  be  lost  in  the  urine.  Simi- 
larly, and  not  infrequently,  an  identical 
situation  occurs  immediately  postoperative 
for  some  unknown  cause.  All  patients  do 
not  retain  sodium  postoperatively.  In 
these  two  situations  the  patient  merely 
becomes  drowsy  and  listless  in  two  to 
three  days.  His  blood  pressure  may  be 
low.  The  large  sodium  loss  has  not  been 
announced  by  a loss  of  large  volumes  of 
water,  and  usually  goes  unnoticed.  But 
the  serum  sodium  is  low  and  large  quan- 
tities are  present  in  the  urine.  The  urine 
sodium  concentration  may  even  be  higher 
than  that  in  the  serum.  Indeed  this  must 
be  considered  a selective  renal  failure  as 
azotemia  is  usually  not  present.  The  sodi- 
um should  be  replaced  because  the  deficit 
causes  further  damage.  Frequently,  there 
is  a striking  clinical  response,  but  often  it 
is  slow.  Perhaps  this  is  due  to  damage  to 
other  systems  by  whatever  damaged  the 
kidney.  Daily  serum  and  urine  sodium 
determinations  should  be  done.  A first 
approximation  of  300  to  500  meq.  should 
be  given  and  water  restricted.  A second 
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approximation  may  be  based  on  the  next 
day’s  serum  sodium,  adding  in  the  twenty- 
four  hour  urine  sodium  loss.  When  the 
serum  sodium  reaches  135  meq./Li.  one 
may  simply  replace  the  sodium  loss  as 
measured  in  the  previous  twenty-four 
hour  urine.  The  serum  potassium  should 
also  he  followed.  Should  the  serum  bicar- 
bonate fall,  either  sodium  bicarbonate  or 
lactate  should  be  substituted  for  the  chlor- 
ide. Both  come  in  ampoules  containing 
about  45  meq.  of  sodium  in  hypertonic 
solution. 

In  cirrhosis  the  renal  handling  of  salt 
and  water  is  often  impaired.  A low  serum 
sodium  in  cirrhosis  probably  should  only 
be  raised  if  it  is  symptomatic  or  if  there 
is  a serious  hyperkalemia.  Often  following 
a large  paracentesis  on  a low  salt  diet 
serious  hyponatremia  appears.  If  10  liters 
is  removed  then  140  meq./Li.  times  10 
liters  or  1400  meq.  of  sodium  (80  gms.  of 
salt)  is  removed.  Should  the  water  reac- 
cumulate without  sodium  available  in  the 
diet,  it  would  take  the  same  80  gms.  of 
NaCl  to  restore  his  sodium  concentration. 
It  seems  that  the  cirrhotic  has  an  indepen- 
dent water  retaining  tendency. 

Lastly,  in  some  chronic  diseases,  for 
example,  old  cardiovascular  accidents,  the 
serum  sodium  regulates  low,  and  in  cer- 
tain brain  lesions,  notably  thalamic,  it  may 
regulate  at  170  meq./Li.  Each  is  without 
renal  impairment. 

Water  has  been  discussed  in  relation  to 
sodium  but  also  deserves  separate  atten- 
tion. The  normal  kidney  can  excrete  over 
20  liters  a day  such  as  in  neurotic  poly- 
dypsia  or  diabetes  insipidus.  There  may 
be  little  or  no  sodium  loss  should  the  kid- 
ney need  to  conserve  it.  In  this  connection 
the  short  lived  attempt  to  flush  sodium 
from  patients  in  heart  failure  with  a large 
water  intake  yielded  no  increase  in  sodium 
excretion.  On  the  other  hand,  the  kidney 
requires  about  600  cc.  a day  to  excrete  its 
solutes. 

The  body  loses  a liter  a day  by  evapora- 
tion without  noticeable  sweat  and  makes 
about  300  cc.  a day  in  burning  foodstuffs 
— a net  loss  of  700  cc.  This  makes  700 


plus  600  or  1300  cc.  the  minimum  water 
requirement. 

Maintenance  can  be  had  even  in  renal 
disease  by  giving  a quantity  of  water 
equal  to  the  previous  twenty-four  hour 
urine  volume  plus  700  cc.  An  additional 
increment  is  needed  for  visible  sweat  and 
any  other  extraneous  loss  should  be 
matched.  This  allows  700  cc.  a day  for  an 
anuric  patient  which  is  a little  high. 

Overhydration  has  been  discussed  with 
sodium  retention.  It  occurs  without  fur- 
ther sodium  retention  in  cirrhosis,  nephro- 
sis, the  low  sodium  syndrome,  and  with 
pituitrin  intoxication.  According  to  pres- 
ent beliefs  water  should  be  restricted  only 
in  the  low  sodium  syndrome.  Nephrotics 
may  be  made  sicker  by  water  restriction. 

Depletion  of  water  without  sodium  oc- 
curs in  thirsting  and  in  diabetes  insipidus. 
The  treatment  is  obvious. 

The  signs  of  dehydration  are  not  too 
accurate  in  the  adult.  Loss  of  skin  turgor 
— the  ability  of  the  pinched  skin  to  re- 
sume its  shape — is  not  too  distinct.  Sof- 
tening of  the  eyeballs  may  be  noted.  The 
eyes  may  be  sunken.  Weight  loss  is  ac- 
curate but  difficult  to  follow  in  a sick  pa- 
tient, though  this  can  be  done  with  a 
stretcher  that  will  balance  on  a scale. 
With  good  kidneys  the  specific  gravity  of 
the  urine  is  a good  index  of  mild  dehydra- 
tion. In  acute  dehydration  the  hematocrit 
rises  noticeably.  A deficit  of  about  4 or 
more  liters  may  produce  shock.  If  treated 
quickly  with  saline  the  return  of  urine 
flow  is  prompt  and  the  quantity  and 
specific  gravity  of  the  urine  may  be  used 
as  an  index  of  the  state  of  hydration, 
barring  previous  renal  disease.  If  the  ini- 
tial specific  gravity  is  about  1.012,  then 
there  is  either  old  or  new  renal  damage. 

Potassium,  clinically,  presents  a differ- 
ent situation  because  it  is  about  90  per 
cent  intracellular  and  because  the  kidney 
handles  it  differently  (Figure  9).  First, 
the  kidney  is  unable  to  conserve  potassium 
as  well  as  sodium.  Even  in  hypokalemia 
normal  kidneys  continue  to  excrete  8 
meq./Li.  in  the  urine.  Also  the  maximum 
is  not  like  that  for  sodium.  With  an  in- 
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creasing  load  the  urine  potassium  rises  to 
about  150  meq./Li.  and  a diuresis  occurs, 
allowing  for  the  excretion  of  more. 

A simple  excess  of  potassium  is  associ- 
ated with  hyperkalemia,  e.g.,  upon  ingest- 
ing a large  dose  of  potassium  chloride. 
A simple  depletion  is  associated  with  hy- 
pokalemia. This  may  occur  in  a person 
maintained  on  large  quantities  of  intra- 
venous glucose  and  saline  over  prolonged 
periods.  Otherwise,  there  is  little  correla- 
tion between  body  potassium  and  serum 
level.  Clinically,  the  serum  level  is  the 
important  consideration.  The  normal  ser- 
um level  is  about  3.2  to  4.5  meq./Li.,  but 
symptoms  rarely  occur  between  3.0  and 
7.5.  Clinically,  hyperkalemia  and  hypo- 
kalemia are  similar,  both  giving  paralysis, 
the  former  muscular  and  the  latter  neuro- 
muscular and  not  paralyzing  the  heart. 
The  electrocardiogram  in  hyperkalemia 
generally  shows  high  T waves  and  in  hy- 
pokalemia low  T waves.  With  severe  hy- 
perkalemia the  QRS  widens  and  with  hy- 
pokalemia the  heart  becomes  irritable. 

Hypokalemia  is  body  potassium  deple- 
tion with  one  exception — a rare  disease 


caded  periodic  familial  paralysis  in  which 
there  is  periodic  hypokalemic  paralysis 
from  a shift  of  the  potassium  into  the 
cells.  In  all  instances  significant  hypo- 
kalemia should  be  treated  by  potassium 
replacement.  The  deficit  is  usually  about 
200  meq.  It  is  given  in  solutions  contain- 
ing about  35  meq./Li.  This  must  be  given 
slowly,  lest  a transient  hyperkalemia  cause 
heart  standstill.  Also,  it  is  wise  to  replace 
it  stepwise  while  following  the  serum 
levels. 

Hyperkalemia  is  essentially  a renal  fail- 
ure though  it  does  not  occur  in  all  cases 
of  renal  failure.  With  normal  kidneys 
it  occurs  only  when  a large  potassium  load 
is  placed  on  the  kidney.  A release  from 
cells  may  do  this.  In  renal  failure  it 
occurs  with  normal  or  small  potassium 
loads.  A person  with  chronic  uremia  who 
is  reasonably  comfortable  may  collapse 
from  hyperkalemia  after  eating  four 
oranges.  It  is  often  seen  in  the  impaired 
renal  function  associated  with  a low  ser- 
um sodium  or  dehydration  or  shock,  even 
though  the  body  may  be  potassium  de- 
pleted too.  This  is  often  observed  in  the 
combined  sodium,  potassium,  and  water 
depletion  of  diabetic  coma  or  severe  diar- 
rhea. Upon  replacing  sodium  and  water 
the  serum  potassium  falls  and  may  be- 
come critically  low.  The  potassium  loss 
should  be  replaced  only  when  it  becomes 
normal  or  low  in  the  serum. 

A similar  picture  occurs  in  cirrhosis 
wfth  hyponatremia  but  it  is  less  amenable 
to  treatment.  It  occurs  in  critical  states 
such  as  severe  infections. 

This  renal  impainnent  in  potassium  ex- 
cretion may  be  seen  in  nephrosis  in  the 
absence  of  azotemia. 

Hyperkalemia  in  the  chronic  nephritic 
or  in  the  nephrotic  may  be  treated  simply 
by  a low  potassium  diet  analogous  to  the 
low  sodium  diet  (Figure  10).  Similarly 
ion  exchange  resins  may  be  used.  Hyper- 
kalemia in  acute  renal  failure  is  treated 
by  a potassium  free  diet.  In  the  low 
sodium  syndrome  it  is  treated  by  improv- 
ing renal  function  with  salt.  Large  quan- 
tities of  potassium  can  be  removed  via  a 
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Figure  10 

Miller-Abott  tube  if  inserted  while  peri- 
stalsis is  still  present.  In  an  emergency 
hypertonic  saline  will  afford  fifteen  min- 
utes grace  and  glucose  and  insulin  will 
give  a few  hours. 

Lastly,  the  artificial  kidney  is  very  ef- 
fective in  removing  large  quantities  of 
potassium  rapidly. 

c 

MANAGEMENT  OF  THE  DEAFENED 

PATIENT; 

WITH  SPECIAL  REFERENCE  TO  THE  ROLE 
OF  THE  GENERAL  PRACTITIONER* 
LUCIAN  W.  ALEXANDER,  M.  D. 

New  Orleans 

At  the  present  time  deafness  is  solely 
an  otologic  problem.  Most  deafened  pa- 
tients who  seek  treatment — as  a great 
many  of  them  do  not — go  directly  to  the 
otologist.  This  is  not  a satisfactory  situa- 
tion. Ideally,  the  otologist  should  be  a 
consultant  and  a therapist.  Ideally,  most 
deafened  patients  should  be  referred  to 
him,  for  confirmation  of  the  diagnosis  and 
for  treatment.  If  once  that  ideal  could 
be  accomplished,  an  enormous  advance 
would  have  been  made  in  the  management 
of  deafness. 

The  problem  of  deafness,  in  fact,  will 
never  be  managed  as  it  should  be  from  the 
standpoint  of  case-finding  and  treatment, 
let  alone  prophylaxis,  until  the  general 
practitioner  assumes  his  full  responsibili- 
ty for  it.  With  very  little  effort  on  his 
part  he  could  be  the  richest  source  of  case- 
finding which  exists  in  any  field  of  medi- 
cine. He  could  readily  identify  deafened 

* From  the  Department  of  Otolai-yngology,  Tu- 
lane  University  of  Louisiana  School  of  Medicine. 


patients  who  do  not  mention  their  own 
hearing  loss,  or  who  are  unaware  of  it,  by 
clinical  observation  plus  a simple  question 
in  the  routine  of  history-taking.  To  them 
and  to  those  who  call  attention  to  their 
own  condition  he  could  point  out  the  pos- 
sibilities of  cure  in  the  occasional  case,  of 
improvement  in  many  cases,  and  of  aural 
rehabilitation  in  all  cases.  In  the  past  the 
deafened  person  has  been  largely  left  to 
his  own  devices.  There  is  no  justification 
for  that  state  of  affairs.  There  is  much 
to  be  done  for  him,  and  the  general  prac- 
titioner is  the  physician  who  can  best  bring 
that  realization  to  him. 

How  many  deafened  and  hard-of-hear- 
ing persons  there  are  in  the  United  States 
today  no  one  really  knows.  Such  surveys 
as  have  been  made,  and  such  statistics  as 
are  available,  suggest  that  the  number  is 
between  seven  and  a half  and  nine  and  a 
half  million,  and  that  at  least  one  and 
one  half  million  of  these  are  children. 
General  practitioners,  because  of  the  na- 
ture of  their  practice,  see  more  patients 
than  any  other  group  of  physicians.  By 
the  law  of  averages  they  must  see  many 
of  these  deafened  millions,  but  for  the 
most  part  they  have  not,  in  the  past, 
seized  the  opportunities  for  diagnosis  and 
guidance  which  their  field  of  practice 
presents.  This  is  not  strange.  No  blame 
can  be  attached  to  them  for  their  failure. 
There  are  two  reasons  for  it.  The  first 
is  that  the  average  medical  student  re- 
ceives almost  no  instruction  in  the  recogni- 
tion and  management  of  deafness.  The 
second  is  that  otologists  have  been  slow  to 
point  out  to  their  confreres,  and  particu- 
larly to  general  practitioners,  how  much 
has  been  achieved  recently  in  the  allevia- 
tion of  this  handicap. 

The  purpose  of  this  paper  is  to  present 
the  general  facts  of  the  present  situation 
and  to  emphasize,  particularly,  certain  ex- 
tremely important  facts  upon  which  very 
little  emphasis  is  usually  laid. 

DEFINITION  AND  CLASSIFICATION 

For  the  purposes  of  this  discussion  deaf- 
ness may  be  described  as  hearing  which  is 
nonfunctional  for  the  ordinary  activities  of 
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life.  It  falls  into  three  categories,  con- 
ductive deafness,  nerve  (sensory)  deaf- 
ness, and  central  deafness.  This  classifi- 
cation is  more  than  academic.  Each  vari- 
ety of  deafness  develops  upon  a different 
etiologic  background,  each  requires  a dif- 
ferent therapeutic  regimen,  and  the  prog- 
nosis is  different  in  each  type. 

Conductive  Deafness. — In  the  conduc- 
tive type  of  deafness  the  sensory  (nei’\'e) 
system  of  the  inner  ear  is  intact  but 
sounds  do  not  reach  it  because  their  pass- 
age to  it  is  obstructed.  For  all  practical 
purposes  conductive  deafness  arises  on  a 
mechanical  basis,  which  may  take  three 
forms : 

1.  The  external  auditory  canal  is 
plugged,  often  as  the  result  of  infection, 
and  even  more  often  by  wax  which  is 
allowed  to  remain  in  place  for  long  peri- 
ods of  time. 

2.  Movement  of  the  eardrum  is  im- 
paired. 

3.  Movement  of  the  ossicles  is  im- 
paired. 

These  three  causes  can  be  traced,  in 
turn,  to  three  other  causes: 

1.  Infections  of  the  middle  ear  are  in- 
adequately treated. 

2.  The  otologist  who  treats  pathologic 
processes  in  the  eustachian  tubes  does  not 
always  remember  that  their  function  is 
to  aerate  the  middle  ear  and  that  this 
function  must  be  re-established  after  an 
illness  if  hearing  is  to  be  maintained. 

3.  Otosclerosis  develops. 

There  is  nothing  to  be  done  to  prevent 
the  third  of  these  causes.  The  first  and 
second  can  be  prevented  by  a common- 
sense  precaution,  namely,  a check  of  the 
auditory  function  after  recovery  from 
acute  infections  of  the  middle  ear  and 
acute  systemic  infectious  diseases. 

Loss  of  hearing  is  never  immediately 
total  in  the  conductive  variety  of  deafness. 
Sounds  of  very  high  intensity  cause  vibra- 
tions in  the  skull  and  these  vibrations 
continue  to  be  transmitted  to  the  sensory 
organ  of  the  inner  ear.  If,  however,  con- 
ductive deafness  continues  unchecked,  loss 
of  hearing  eventually  becomes  complete. 


Secondary  nerve  degeneration  is  then  al- 
most inevitable,  just  as  muscular  atrophy 
is  inevitable  if  an  arm  or  a leg  is  kept  in 
a cast  for  an  indefinite  period. 

The  clinical  manifestations  of  conduc- 
tive deafness  are  characteristic.  The  pa- 
tient, as  a rule,  speaks  in  a low  voice 
because  he  hears  himself  by  means  of 
bone  conduction  and  does  not  realize  that 
his  voice  is  too  low  for  others  to  hear  him. 
He  is  seldom  disturbed  by  noisy  surround- 
ings. One  reason  is  that  he  does  not  hear 
the  noises  which  disturb  persons  with 
normal  hearing.  Another  is  that  those 
who  are  talking  to  him  automatically 
speak  more  loudly  because  of  the  noise  of 
the  surroundings.  In  a sense,  therefore, 
his  conductive  hearing  loss  is  compensated 
for. 

From  the  prognostic  standpoint,  pa- 
tients with  conductive  deafness  can  often 
be  helped  if  they  are  treated  early  enough. 
Their  disability  can  be  arrested,  improved, 
or  circumvented  by  various  methods.  They 
do  well  with  hearing  aids,  far  better,  in 
fact,  than  patients  who  are  nerve-deaf. 
Finally,  a selected  number  of  patients 
with  conductive  loss  of  hearing  caused  by 
otosclerosis  can  be  benefited  or  even 
cured  by  the  fenestration  operation. 

Nerve  Deafness. — The  sensory  or  ner\'e 
type  of  deafness  results  from  some  patho- 
logic process  which  affects  the  sensory 
system  of  the  inner  ear.  Sounds  pass  nor- 
mally to  it,  unless  they  are  prevented 
from  reaching  it  by  an  associated  conduc- 
tive deafness,  but  they  cannot  be  per- 
ceived because  the  nerv^e  is  diseased  or 
destroyed. 

The  commonest  cause  of  nerve  deafness 
is  senescence,  the  simple  process  of  grow- 
ing old.  Sometimes  nerve  deafness  is  con- 
genital. Sometimes,  as  just  intimated,  it 
is  secondary  to  prolonged  conductive  deaf- 
ness. Other  causes  include  infectious  dis- 
eases, especially  syphilis ; various  tox- 
emias; direct  or  indirect  trauma;  pro- 
longed work  in  a noisy  environment;  and 
the  use  of  certain  drugs.  Quinine,  given 
to  induce  labor,  may  be  responsible  for 
irreparable  hearing  loss  in  the  child. 
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Streptomycin  administered  in  large 
amounts  over  long  periods  of  time  can 
also  cause  serious  loss  of  hearing. 

In  nerve  deafness  the  loss  is  usually  in 
the  high  tones.  Consonants  are  not  heard 
at  all,  and  the  deafened  person  must 
therefore  depend  on  differences,  which 
are  usually  slight,  among  the  sounds 
which  he  does  hear.  Tinnitus  practically 
always  accompanies  this  type  of  deafness. 
It  is  so  uniformly  present,  in  fact,  that 
some  otologists  believe  that  its  occurrence 
should  always  be  regarded  as  a w’arning 
that  impairment  of  the  function  of  the 
acoustic  nerve  is  occurring.  The  tinnitus 
is  high-pitched  and  is  of  the  ringing  or 
whistling  variety. 

Clinically  the  neiwe-deaf  patient  pre- 
sents a decided  contrast  to  the  patient 
with  conductive  deafness.  His  voice  is 
usually  loud:  He  adjusts  it  to  his  own 

lack  of  ability  to  hear,  and,  unconsciously, 
he  makes  the  same  adjustment  for  others 
that  he  makes  for  himself.  If  the  sur- 
roundings are  quiet  he  sometimes  can 
hear  relatively  well.  If  they  are  noisy  he 
cannot  hear  at  all  because  he  loses  the 
small  differences  in  sounds  which  must 
be  perceived  if  one  is  to  understand  what 
is  being  said. 

As  might  be  expected,  the  prognosis  in 
nerve  deafness  is  much  poorer  than  in 
conductive  deafness,  since  nerve  deaf- 
ness arises  from  degeneration  of  delicate 
and  essential  elements  of  the  sense  organ 
or  nerve.  It  seldom  responds  to  medical 
treatment,  and  the  nerve-deaf  person  uses 
a hearing  aid  much  less  satisfactorily  than 
the  person  with  conductive  deafness.  His 
rehabilitation  therefore  usually  depends 
upon  such  nonmedical  measures  as  lip- 
reading  and  conservation  of  residual  hear- 
ing. 

Central  Deafness. — In  the  central  type 
of  deafness  the  disability  arises  either  on 
a functional  basis  or  is  the  result  of 
some  abnormality  of  the  hearing  centers 
in  the  brain.  Both  the  conductive  and  the 
sensory  systems  of  the  ear  itself  are  in- 
tact. This  is  a highly  specialized  variety 
of  deafness,  which  demands  highly  spe- 


cialized treatment,  and  it  would  not  be 
profitable  to  go  into  it  further  in  a gen- 
eral discussion  such  as  this. 

MANAGEMENT  OF  THE  DEAFENED  CHILD 

The  causes  of  deafness  in  childhood  are 
much  the  same  in  all  series  that  have  been 
studied.  About  60  per  cent  of  the  affected 
children  are  born  deaf.  The  remaining 
cases  are  about  equally  divided  between 
infections  of  the  ear,  nose  and  throat, 
toxic  neuritis  following  scarlet  fever  and 
mumps,  and  meningitis.  There  is  an  un- 
easy feeling  at  the  present  time  that  the 
careless  use  of  antibiotics  in  middle  ear 
disease,  as  a substitute  for  myringotomy, 
is  increasing  the  proportion  of  deafness  in 
this  category. 

A rather  tragic  reason  for  deafness  in 
childhood  is  the  tendency  of  deafened 
adults  to  intermarry  because  their  dis- 
ability brings  them  together  in  social  and 
business  life.  This  is  unfortunate.  The 
children  of  such  marriages  are  very  likely 
to  be  deaf  themselves.  There  is,  of  course, 
no  ready  solution  for  this  problem,  but 
deafened  persons  who  plan  to  marry 
should  be  told  bluntly  that  the  welfare  of 
possible  offspring  of  the  union  cannot  be 
ignored. 

The  clinical  picture  which  the  deafened 
child  presents  depends  upon  the  period  of 
life  at  which  his  disability  has  developed. 
If  he  was  born  deaf,  or  if  he  became  deaf 
before  his  language  patterns  were  set,  he 
will  be  unable  to  talk  and  will  be  a so- 
called  deaf-mute.  If,  on  the  other  hand, 
his  hearing  loss  developed  after  language 
patterns  had  been  established  to  any  de- 
gree, he  will  be  able  to  speak  but  his 
speech  will  be  unintelligible. 

These  phenomena  are  readily  explained. 
The  development  of  speech  in  childhood 
is  chiefly  an  auditory  function.  The  child 
learns  to  talk  from  building  habits  of 
listening.  If  his  hearing  is  defective,  he 
either  fails  to  interpret  correctly  what- 
ever sounds  he  may  hear,  or  he  learns  to 
substitute  other  senses  for  the  auditory 
faculty.  In  other  w'ords,  faced  with  the 
problem  of  adjusting  to  the  world  in 
which  he  lives,  the  handicapped  child 
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seizes  upon  the  sensory  channels  that  will 
serve  him  most  effectively,  that  is,  vision 
and  touch,  and  makes  them  his  primary 
means  of  establishing  communication  with 
the  outer  world.  Sounds  assume  minor 
importance  if  they  are  heard  at  all.  As  a 
result,  the  speech  faculty  is  completely 
inhibited,  or  is  retarded  and,  if  it  develops 
at  all,  is  imperfect.  Even  if  the  auditory 
disability  occurs  later  in  childhood,  after 
the  speech  patterns  have  been  set,  degen- 
eration of  speech  often  follows  because 
the  ear  serves  as  a guide  to  the  accurate 
control  of  the  speech  mechanism.  Exactly 
the  same  type  of  speech  degeneration  may 
occur  in  the  adult  whose  hearing  has  be- 
come impaired. 

The  Problems  of  the  Deafened  Child. — 
The  hard-of-hearing  or  deafened  child  pre- 
sents three  problems,  a social  problem,  a 
psychological  problem,  and  an  economic 
problem. 

1.  The  child  who  is  hard-of-hearing 
cannot  keep  up  with  his  class  in  school  or 
with  children  of  his  own  age.  Typically, 
he  is  inattentive.  He  makes  frequent  re- 
quests for  repetitions  of  spoken  words.  He 
cups  his  hand  to  his  ear  and  cocks  his 
head  in  the  direction  of  voice  or  sound. 
He  copies  dictation.  His  response  to  music 
is  indifferent.  His  speech  is  abnormal  or 
actually  defective.  Because  he  cannot  fol- 
low oral  directions,  he  seems  disobedient 
and  he  is  reluctant  to  participate  in  activi- 
ties which  require  oral  communication, 
such  as  dramatics.  He  is  constantly  day- 
dreaming. 

Sooner  or  later  the  deafened  child  drops 
back  in  school  and  his  associates  become 
younger  children.  His  whole  environment 
is  then  wrong.  His  physical  equipment 
and  mental  tastes  are  on  one  age  level  but 
his  scholarship  forces  him  into  a younger 
group,  too  young  to  comprehend  his  diffi- 
culties. Younger  children  find  it  hard  to 
understand  him.  They  consider  him  stu- 
pid, even  though  he  outstrips  them  physi- 
cally. Their  reaction  to  the  situation  is 
not  only  not  to  accept  him  but  to  ridicule 
him  and  ostracize  him. 

2.  The  sensitive  child  and  the  aggres- 


sive child  react  differently  to  such  a situa- 
tion. The  sensitive  child  develops  a mass 
of  emotional  conflicts,  which  ultimately 
result  in  an  inferiority  complex.  He  is 
bewildered,  uncertain  and  afraid.  The  ag- 
gressive child,  on  the  other  hand,  fights 
back  wdth  any  means  at  hand.  At  first  he 
is  the  mischief-maker  and  the  fighter. 
Eventually  he  is  the  truant,  the  liar  and 
the  thief.  In  short,  extreme  introversion 
and  other  forms  of  atypical  behavior  fre- 
quently serv'e  as  compensations  for  the 
child  who  feels  socially  inadequate  and 
w’ho  wishes  to  attract  attention  to  him- 
self. 

3.  The  economic  aspects  of  deafness  in 
childhood  are  both  personal  and  com- 
munal. The  introvert  is  the  potential  de- 
pendent and  pauper.  The  extrovert  is  the 
potential  delinquent  and  criminal. 

These  eventualities,  of  course,  lie  in  the 
future,  but  even  in  his  school  years  the 
hard-of-hearing  child  is  an  economic  drain 
upon  the  community.  Many  more  deafened 
children  than  normal  children  are  re- 
tarded in  their  grades,  chiefly  because 
of  their  inability  to  read.  This  is  shown 
by  the  enormous  improvement  which  can 
be  accomplished  by  the  use  of  a single 
remedial  method,  lip-reading.  In  view  of 
the  high  cost  of  education  today,  it  is 
not  necessary  to  labor  the  point  that  the 
disability  of  the  deafened  child  places  an 
additional  drain  upon  the  school  systems 
of  all  communities. 

Diagnostic  and  Therapeutic  Routine. — 
Fortunately,  the  day  is  rapidly  passing 
when  the  disability  of  deafened  children 
was  merely  accepted  as  beyond  relief.  A 
great  deal  can  be  done  for  them  by  mod- 
ern methods  of  treatment,  and  it  is  worth 
doing.  It  has  been  shown  that,  except  for 
their  inability  to  speak,  their  mental  capa- 
city is  quite  as  good  as  that  of  children 
who  can  hear.  Tests  based  on  the  exercise 
of  nonverbal  intelligence  leave  no  doubt 
of  this  intellectual  equality.  Even  the  most 
totally  deaf  child  can  be  taught  speech  and 
lip-reading. 

There  is  another  hopeful  aspect  of  this 
disability.  Modern  apparatus  has  demon- 
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strated  that  children  (as  well  as  adults) 
who  were  formerly  thought  to  be  com- 
pletely deaf  frequently  have  some  residual 
hearing  upon  which  to  build.  The  prin- 
ciple of  this  apparatus,  which  is  useful 
for  teaching  as  well  as  for  diagnosis,  is 
that  it  delivers  sounds  of  very  high  inten- 
sity, without  distortion  and  without  the 
discomfort  and  pain  usually  caused  by  dis- 
tortion. 

The  redemption  of  deaf  children  de- 
pends upon  their  identification.  In  babies 
this  is  naturally  more  difficult  than  in 
older  children  or  adults.  The  most  useful 
methods  are  based  on  eliciting  a response, 
the  cochlear-palpebral  reflex,  to  such  stim- 
uli as  clapping  the  hands,  blowing  a 
whistle  or  ringing  a bell  when  the  child’s 
head  is  turned  away,  or  by  ringing  a bell 
or  producing  some  other  sound  near  his 
ear  when  he  is  asleep.  If  his  hearing  is 
normal,  or  if  he  has  any  functional  hear- 
ing at  all,  he  will  respond  to  the  sudden 
loud  noise  by  blinking  his  eyes. 

When  the  child  is  older  and  in  school, 
the  deafness  is  likely  to  be  apparent  from 
the  characteristic  behavior  which  has  been 
described.  This  behavior,  of  course,  is  not 
always  the  result  of  an  auditory  disability, 
but  it  so  frequently  arises  from  it  that 
auditory  testing  should  be  a fundamental 
part  of  the  investigation  into  its  causes. 

Every  child  in  whom  hearing  impair- 
ment is  suspected  should  receive  a thor- 
ough physical  examination  and  a detailed 
local  investigation,  of  which  audiometric 
testing  is  an  essential  part.  These  studies, 
furthermore,  should  be  carried  out  as  soon 
as  hearing  impairment  is  suspected ; many 
a loss  has  become  irreparable  because  in- 
vestigation into  it  has  been  delayed. 

The  selection  of  therapy  depends  upon 
the  conditions  found  in  the  special  case. 
Disease  of  the  tonsils,  adenoids,  middle 
ears  and  paranasal  sinuses  should  be 
treated  by  appropriate  measures,  includ- 
ing surgical  measures  when  they  are  in- 
dicated. Recurring  colds  and  allergic  con- 
ditions should  be  managed  according  to 
the  etiologic  factor  underlying  them.  Most 
nerve-deaf  children  have  an  aggravating 


conduction  deafness  superimposed  upon 
the  nerve  deafness,  and  this  factor  is 
often  greatly  improved  by  the  correction 
of  local  conditions.  X-ray  and  radium 
may  be  used  cautiously,  on  the  proper 
indications. 

Nonmedical  measures  include  auditory 
training  on  the  basis  of  whatever  degree 
of  residual  hearing  is  present;  the  use  of 
a hearing  aid,  which  is  practical  even  in 
very  young  children ; speech  training  for 
children  whose  speech  has  been  affected 
or  seems  likely  to  become  affected ; in- 
struction in  lip-reading;  and  psychologic, 
educational  and  vocational  guidance  ac- 
cording to  the  individual  need.  Simple 
expedients  are  often  extremely  effective. 
In  the  child  of  school  age,  for  instance, 
the  use  of  the  so-called  roving  seat  tech- 
nique in  the  classroom  often  multiplies 
the  learning  ability. 

The  infant  or  the  very  young  child  de- 
mands special  training,  which  should  be 
instituted  as  soon  as  the  disability  is  dis- 
covered, in  oi’der  that  the  acoustic  handi- 
cap shall  not  retard  his  mental  develop- 
ment. It  has  been  estimated  that  the 
average  deafened  child  is  retarded  two 
years  mentally  and  five  years  education- 
ally. This  is  not  usually  because  of  lack 
of  mental  ability  but  because  of  lack  of 
early  training.  The  normal  child  receives 
a good  deal  of  education,  even  though 
much  of  it  may  be  intangible,  and  acquires 
a more  or  less  satisfactory  vocabulary,  in 
the  home,  before  he  goes  to  school.  Only 
in  exceptional  cases,  when  the  parents 
have  specially  trained  themselves  to  help 
him,  does  the  deafened  child  receive  such 
training.  Yet  children  of  2l/>  or  3 years 
of  age  do  well  if  they  are  placed  in 
special  nursery  schools  for  handicapped 
children,  where  they  can  receive  indivi- 
dual training.  These  schools  retrieve  for 
the  deafened  child  some  of  the  valuable 
early  years  which  otherwise  would  be  lost. 

In  the  school,  as  the  growing  child 
grasps  the  process,  understanding  and 
correlation  are  sought  between  the  object 
visualized,  the  printed  word  which  de- 
scribes it,  the  lip  movements  which  the 
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teacher  makes  when  she  speaks  the  word, 
and  the  breathing  and  muscular  move- 
ments necessary  when  the  child  tries  to 
imitate  her.  It  takes  great  patience,  but 
eventually  syllables  learned  in  this  fashion 
can  be  built  into  words  and  words  can  be 
built  into  sentences.  Slowly  and  sys- 
tematically a limited,  and  then  a more 
elaborate,  vocabulary  is  achieved.  Eventu- 
ally the  deafened  child  often  learns  to  talk 
and  to  read  quite  as  well  as  a normal 
child.  The  process  of  learning  is  simply 
longer,  slower  and  harder.  Simultaneous- 
ly, his  mind  is  developed  and  trained  as 
rapidly  as  his  increasing  vocabulary  per- 
mits. When  once  the  means  of  communi- 
cation between  teacher  and  pupil  have 
been  established,  the  deafened  child’s  edu- 
cation proceeds  parallel  to  that  of  the  nor- 
mal child.  This  is  an  extremely  impor- 
tant consideration.  The  more  normal  the 
deafened  child  can  be  kept  in  all  respects, 
the  better  will  be  his  adjustment  to  his 
disability  and  to  the  world. 

It  is  not  only  desirable,  it  is  essential, 
that  parents  participate  in  the  training  of 
the  deafened  child.  Very  young  children 
can  be  taught,  and  taught  expertly,  by 
parents  who  take  the  trouble  to  learn  how 
to  do  it.  Excellent  training  can  be  ob- 
tained from  the  correspondence  courses 
conducted  by  the  John  Tracy  Clinic  in 
Los  Angeles.  These  courses  are  invaluable 
in  remote  areas,  where  there  are  no 
nursery  schools,  and  they  are  useful  every- 
where, for  the  relationship  which  they 
help  to  establish  between  parents  and 
child  is  as  desirable  psychologically  as  is 
the  formal  training  in  speech  which  the 
child  thus  secures. 

MANAGEMENT  OF  THE  DEAFENED  ADULT 

The  problems  of  the  deafened  and  hard- 
of-hearing  adult  differ  in  certain  respects 
from  those  of  the  deafened  child.  The 
speech  abnormalities  characteristic  of 
deafness  in  childhood  do  not  appear  in  the 
adult,  whose  speech  patterns  have  long 
since  been  formed,  though,  as  already 
pointed  out,  speech  degeneration  may  oc- 
cur when  the  function  of  the  ear  as  a 
guide  to  accurate  control  of  the  mechan- 


isms of  speech  is  lost.  The  voice  loses  its 
cadences  and  becomes  lifeless  and  monoto- 
nous. Its  quality  becomes  rigid.  Finally, 
control  of  its  levels  are  lost  and  it  be- 
comes unduly  loud  or  unduly  low.  The 
adult  therefore  needs  training  to  prevent 
speech  deterioration  and  requires  substitute 
channels  for  the  conti'ol  of  his  voice,  since 
the  ear  no  longer  serves  as  an  effective 
monitor.  Conservation  of  speech  should 
be  part  of  the  training  of  the  deafened 
adult,  particularly  when  the  hearing  loss 
is  of  the  common  progressive  type. 

In  the  adult,  just  as  in  the  child,  loss  of 
hearing  has  its  social,  psychologic  and 
economic  aspects: 

The  effect  of  hearing  loss  on  the  in- 
dividual’s recreational  activities  is  pro- 
nounced. The  average  man  is  gregarious 
and  is  happiest  when  he  is  in  a group. 
He  craves  and  needs  social  contacts.  Any 
impairment  of  hearing  tends  to  shut  him 
away  from  them.  This  is  even  truer  of 
women  than  of  men,  who  have  business 
outlets  for  self-expression  which  the  aver- 
age woman  does  not  possess.  The  outside 
contacts  which  she  needs  become  closed 
to  her  because  of  her  hearing  handicap 
and  both  her  emotional  life  and  her  psyche 
suffer  as  a result. 

There  are  a number  of  reasons  why  loss 
of  hearing  eventually  leads  to  a greater  or 
less  degree  of  depression.  The  deafened 
person  has  lost  the  mental  stimulation 
that  hearing  provides.  He  has  lost  his 
sense  of  security,  because  he  can  no 
longer  rely  on  sound  as  a signal  of  im- 
pending danger  or  as  an  indication  of 
other  events  in  everyday  life.  He  feels 
left  out  of  things.  He  no  longer  feels  that 
he  is  a part  of  the  changing  pattern  of 
the  world  about  him,  and  he  no  longer 
feels  the  necessity  to  be  part  of  it.  He 
no  longer  feels  that  he  has  sufficient 
backbone  to  cope  with  life.  He  becomes 
bewildered  and  depressed.  Depression 
causes  him  to  withdraw  from  society,  with 
resulting  loss  of  productive  efficiency.  In 
some  cases  deafness  has  led  to  suicide. 
The  late  Dr.  Walter  Hughson  was  correct 
when  he  said  that  deafness  has  a psy- 
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chologic  impact  upon  the  affected  indi- 
vidual that  is  even  more  profound  than 
the  impact  of  blindness. 

With  present-day  diagnostic  methods  it 
is  not  difficult  to  identify  the  hard-of- 
hearing  adult  and  with  present-day  ther- 
apy much  can  be  done  for  him.  Treatment 
is  conducted  on  the  same  general  prin- 
ciples as  the  treatment  of  children  except 
for  the  special  emphasis  on  hearing  aids 
and  the  special  applicability  of  a particu- 
lar surgical  technique,  the  fenestration 
operation. 

Hearing  Aids. — Generally  speaking,  bet- 
ter results  from  hearing  aids  are  obtained 
by  younger  adults  than  by  those  in  the 
older  age  group.  The  modern  hearing  aid 
is  a precision  instrument  to  which  many 
of  the  objections  once  raised  are  no  longer 
applicable.  Its  batteries  are  now  longer- 
lasting.  It  is  light  in  weight  and  relatively 
inconspicuous.  Hearing  aids,  in  fact,  are 
so  generally  used  today  that  they  never 
attract  a second  glance. 

The  primai’y  purpose  of  a hearing  aid 
is  to  raise  the  intensity  of  a sound  loud 
enough  for  it  to  be  heard,  and  to  be  heard 
without  discomfort.  Since  speech  is  the 
sound  the  deafened  person  is  most  inter- 
ested in,  the  aid  must  be  selected,  fitted 
and  adjusted  to  deliver  speech  as  natur- 
ally as  possible. 

The  amplification  which  modern  hear- 
ing aids  provide  is  adequate,  and  the 
quality  of  the  sound  which  they  deliver  is 
steadily  improving.  The  same  instrument, 
however,  is  not  universally  satisfactory. 
Because  hearing  losses  differ  in  kind  and 
degree,  deafened  persons  differ  in  the 
loudness  and  quality  of  the  sounds  which 
they  can  tolerate.  A person  who  secures 
a hearing  aid  must  therefore,  in  a sense, 
shop  around  for  it.  He  must  test  various 
models  until  he  locates  the  one  which 
does  the  most  for  his  hearing.  He  re- 
quires the  help  of  trained  personnel  dur- 
ing this  period.  Mail-order,  over-the- 
counter  methods  of  selection  can  result 
only  in  dissatisfaction.  A hearing  aid  is 
a complicated  and  delicate  instrument, 
and  all  features  of  its  selection  and  fitting 


require  expert  training  and  considerable 
experience.  This  includes  the  fitting  of 
the  ear  mold,  which  is  a vital  part  of  the 
equipment.  Also,  after  the  aid  has  been 
selected  and  fitted,  a period  of  auditory 
training  is  necessary  in  its  use,  in  the  dis- 
crimination of  the  sounds  which  make  up 
speech,  and  in  the  correlation  of  the  use 
of  the  aid  with  lip-reading. 

Otosclerosis  and  the  Fenestration  Oper- 
ation. — Although  the  fenestration  opera- 
tion is  applicable  only  in  otosclerosis,  and 
only  to  a certain  proportion  of  persons 
with  that  disease,  it  is  still  the  most 
dramatic  advance  in  the  treatment  of 
loss  of  hearing  which  has  occurred  in  the 
last  hundred  years. 

Otosclerosis  develops  on  a mechanical 
basis:  The  bony  capsule  surrounding  the 
inner  ear  is  normally  the  hardest  bone  in 
in  the  body.  In  this  disease  it  is  replaced 
by  a softer  kind  of  bone,  which  grows 
steadily  and  profusely.  The  commonest 
site  af  the  new  bone  growth  is  the  region 
surrounding  the  oval  window.  In  some 
90  per  cent  of  the  cases  in  which  this 
happens  there  is  no  disturbance  of  hear- 
ing. In  the  remaining  10  per  cent,  because 
fixation  of  the  stapes  occurs,  hearing  is 
affected.  When  the  footplate  of  the  stapes 
is  firmly  fixed  in  the  oval  window,  it  can 
no  longer  move  freely  and  the  vibrations 
carried  to  it  from  the  eardrum  through 
the  malleus  and  incus  are  no  longer  effec- 
tively transmitted  to  the  fluid  of  the  inner 
ear.  The  effect  is  much  like  that  of  some 
forms  of  arthritis,  in  which  the  move- 
ments of  the  fingers,  the  knees  or  the 
spine  become  limited.  Otosclerosis  and 
arthritis,  in  fact,  have  a number  of  points 
in  common.  The  resulting  hearing  loss  is 
a conduction  type  of  deafness,  although 
the  disease,  in  addition,  may  involve  the 
cochlea  and  cause  degeneration  of  some 
of  the  sensory  cells.  If  the  hearing  loss 
persists,  nerve  degeneration  almost  invari- 
ably follows. 

Clinical  otosclerosis  takes  the  form  of 
chronic  progressive  deafness  for  which 
there  is  no  demonstrable  cause ; the  ear- 
drum and  all  other  parts  of  the  aural 
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apparatus  are  apparently  normal.  Oto- 
sclerosis is  frequently  hereditary.  It  is 
predominantly  a disease  of  youth  and 
young  adult  life,  which  differentiates  it 
from  most  other  forms  of  acquired  deaf- 
ness. There  is  usually  a considerable 
amount  of  associated  tinnitus.  All  of  these 
points,  together  with  its  progressive  char- 
acter, make  otosclerotic  deafness  fairly 
simple  to  diagnose. 

Statistics  suggest  that  this  variety  of 
deafness  occurs  in  1 of  every  8 deafened 
women  and  in  1 of  every  15  deafened  men. 
If  they  are  correct,  this  disease  must 
affect  perhaps  a million  persons  in  the 
United  States  today.  It  was  formerly 
considered  hopeless.  Now  the  delicate 
technique  of  the  fenestration  operation 
offers  a real  chance  of  improvement  and 
even  of  cure  to  the  limited  group  of  care- 
fully selected  persons  for  whom  its  use 
is  justified.  The  identification  of  this 
admittedly  small  group  is  one  more  reason 
why  all  deafened  persons  should  be  ex- 
amined as  soon  as  their  auditory  disability 
is  discovered. 

SUMMARY 

In  recent  years  the  lot  of  the  deafened 
person  has  ceased  to  be  regarded  as  hope- 
less. Diagnosis  has  improved,  and  so  have 
methods  of  therapy  and  rehabilitation. 
This  is  true  at  all  periods  of  life,  from 
infancy  to  old  age.  The  general  facts  of 
the  situation  and  the  new  diagnostic  and 
therapeutic  possibilities  warrant  a new 
outlook.  The  general  practitioner  has  an 
important  role  to  play  in  the  accomplish- 
ment of  these  new  objectives.  He  is  our 
richest  source  of  case-finding,  and  the  lot 
of  the  deafened  population  will  be  im- 
proved and  alleviated  when  once  that 
source  is  properly  tapped. 

o 

RAUWOLFIA  AND  AMPHETAMINE 
THERAPY  IN  THE  TREATMENT  OF 
PSYCHOSOMATIC  COMPLAINTS 

P.  E.  PROUET,  M.  D. 

New  Orleans 

The  rising  tide  of  mental  and  nervous 
disorders  is  a matter  of  great  concern  to 
every  practicing  physician.  We  are  all 


too  aware  of  the  truth  of  the  observation 
of  Brill  ^ that  emotional  factors,  in  one 
form  or  another,  are  dominant  findings 
in  three-fourths  of  our  patients.  Probably 
about  10  per  cent  of  these  patients  will 
develop  definite  mental  illness,  and  5 per 
cent  may  ultimately  be  admitted  to  a 
mental  hospital,  but  in  the  remaining  90 
per  cent  simple  office  management  is 
needed.  Informal  psychotherapy,  as  prac- 
ticed (knowingly  or  unknowingly)  by 
every  successful  physician,  will  accomplish 
much  in  these  cases.  But  skillful  use  of 
the  proper  drug  therapy  will  be  of  enor- 
mous benefit  in  a high  percentage  of  pa- 
tients with  psychogenic  complaints. 

Amphetamine  sulphate  has  long  been 
used  for  its  mood-ameliorating  action,  its 
antidepressant  action,  and  its  ability  to 
restore  mental  alertness  and  to  dispel 
psychogenic  fatigue.  Unfortunately,  the 
drug  also  produces  uncomfortable  side  re- 
actions, including  wakefulness,  tremor, 
and  a sensation  of  cardiac  pounding.  As 
a result  it  has  become  almost  customary 
to  combine  barbiturates  with  sympatheti- 
comimetic  drugs  in  order  to  reduce  the 
side  reactions.  This  is  usually  effective, 
but  is  open  to  the  many  objections  that 
surround  the  habitual  use  of  barbiturates 
in  any  long  term  therapy,  particularly  in 
a group  of  patients  who  may  be  especially 
prone  to  habituation. 

Among  the  newer  mood-ameliorating 
drugs  that  have  recently  been  made  avail- 
able, Rauwolfia  serpentina  holds  out  the 
greatest  promise.  While  this  drug  has 
been  most  used  in  this  country  for  the 
treatment  of  hypertension,  it  also  has  the 
virtue  of  having  a characteristic  “tran- 
quilizing”  and  mood-ameliorating  action. 
Thus  Wilkins  and  Judson,-  who  were 
among  the  first  investigators  to  report  on 
the  use  of  the  drug  in  this  country,  de- 
scribed its  mild  sedative  action,  its  ability 
to  decrease  irritibility  and  to  improve  the 
personality,  and  characterized  these  symp- 
tomatic benefits  as  the  most  easily  identi- 
fiable effects  of  the  drug.  Ford  and 
Moyer  ^ also  described  the  sedative  action 
of  the  drug  and  its  superiority  to  pheno- 
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Arthritis,  depression  1 tab.  t.  i.  d.  11  Weight  decreased  30  Lbs.  Mood  elevated.  Arthritic  con-  None 

i hr.  a.  c.  dition  improved. 

Obesity,  depression,  irritability  1 tab.  t.  i.  d.  8 Weight  reduced  22  Lbs.  Mood  elevated,  irritability  les-  None 
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barbital  in  its  ability  to  decrease  anxiety 
and  improve  the  sense  of  well  being,  yet 
with  very  little  soporific  effect.  Extracts 
of  Rauwolfia  serpentina  produce  a mild 
sedation,  mild  bradycardia,  moderate  fall 
in  elevated  blood  pressure,  and  a pro- 
nounced sense  of  well  being.  Furthermore, 
the  hj'potensive  action  is  negligible  in 
normotensive  patients,  whereas  the  other 
desirable  reactions  are  maintained. 

Thus  it  seems  logical  to  combine  am- 
phetamine and  Rauwolfia,  and  such  a 
combination  has  recently  become  available. 
This  is  a preliminary  report  of  the  use  of 
Rauwidrine,*  each  tablet  of  which  con- 
tains 5 mg.  of  amphetamine  and  1 mg.  of 
Rauwiloid  * (Rauwolfia  alkaloids),  in  pa- 
tients with  a variety  of  functional  com- 
plaints, as  well  as  organic  complaints. 
Data  on  25  representative  patients  are 
tabulated  here,  (Table  1)  and  demonstrate 
that  results  have  been  most  gratifying. 

DISCX'SSIOX 

The  25  patients  included  in  the  present 
series  are  fairly  representative  of  those 
seen  daily  by  the  general  practitioner.  In 
most  of  these  patients,  obesity  was  a clini- 
cal problem  accompanying  the  psychologi- 
cal distress.  Hamburger  * has  stressed  the 
high  incidence  of  obesity,  which  is  largely 
psychogenic  in  nature  and  a symptom  of 
underlying  emotional  illness,  especially 
hysteria  and  depression.  Walker®  has 
pointed  out  that  in  view  of  the  various 
neuroses  reported  to  precede,  accompany, 
and  result  from  obesity,  one  might  suspect 
that  in  some  cases  the  psychological  fac- 
tors may  be  the  common  etiologic  mechan- 
isms. 

From  the  clinical  results  given  in  the 
preceding  table,  it  can  be  seen  that  Rau- 
widrine therapy  has  proved  eminently 
satisfactory  for  these  patients,  and  served 
to  interrupt  the  cause-symptom  cycle  of 
obesity  and  emotional  distress.  The  com- 
bination of  Rauwolfia  and  amphetamine 
effected  a definite  improvement  in  mood, 
with  relief  of  symptoms,  and  a reduction 
of  appetite,  with  subsequent  loss  of 

* Riker  Laboratories,  Inc.,  Los  Angeles,  Cali- 
fornia. 


weight.  In  only  2 patients  (numbers  3 
and  12)  were  any  side  effects  noted. 
These  reported  a gain  in  weight,  but  it 
should  be  noted  that  obesity  was  not  a 
presenting  symptom  in  these  cases. 
co.xcLrsioxs 

1.  A combination  of  amphetamine  and 
Rauwolfia  serpentina  has  proved  very  ef- 
fective therapy  for  mood  elevation  and 
appetite  suppression. 

2.  The  mildly  sedative  and  bradycar- 
diac  action  of  the  Rauwolfia  was  in- 
strumental in  minimizing  side  actions 
from  amphetamine. 

3.  The  use  of  this  combination  mini- 
mizes the  necessity  for  additional  bar- 
biturate therapy. 

4.  The  therapy  is  particularly  useful 
in  patients  with  vague  depressions  and 
anxieties,  and  is  worthy  of  more  extended 
trial  in  such  cases. 
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SULFONAMIDE  AND  ANTIBIOTIC 
SENSITIVITY  OF  DYSENTERY 
BACILLI  ISOLATED  IN  THE 
UNITED  STATES,  JAPAN, 

AND  KOREA : 

A COMPARATIVE  STUDY 

ISAO  TATEXO,  M.  D.  * 

Tokyo,  Japan 

Most  strains  of  dysentery  bacilli  were 
apparently  sensitive  to  sulfonamide  drugs 
when  they  were  introduced  to  the  medi- 
cal profession  around  1940.  Sulfonamide- 
resistant  ' dysentery  bacilli  were  clini- 

* Formerly  Department  of  Medicine,  Tulane 
University  School  of  Medicine.  From  the  Hospital 
of  the  Institute  for  Infectious  Diseases,  the  Uni- 
versity of  Tokyo,  Japan. 

t This  term  is  used  to  designate  resistant  strain 
to  “effective”  sulfonamides  such  as  sulfadiazine, 
sulfathiazole  etc. 
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cally  observed  in  1946,  and  started  to 
increase  in  number  in  1948  ^ and  reached 
a high  percentage  of  80  to  90  of  all  the 
strains  isolated  in  the  Tokyo  area  in  1950.- 

Zimmerman  et  al  ^ also  report  ineffec- 
tiveness of  sulfonamide  drugs  in  Korea 
in  the  treatment  of  bacillary  dysentery 
due  to  the  prevalence  of  drug-resistant 
strains. 

This  problem  has  not  been  acute  in  the 
United  States  because  several  antibiotics 
replaced  these  chemicals.  However,  it  ap- 
peared interesting  to  make  a comparative 
sensitivity  study  of  dysentery  bacilli  iso- 
lated from  three  different  parts  of  the 
world  to  see  the  attitude  of  these  organ- 
isms to  these  therapeutics  under  different 
circumstances. 

M.VTKKIAI.S  AXD  METHODS 

U.  S.  strains 

Twenty  strains  of  Shigella  flexyieri  type 
2a  were  selected  for  the  study  because 
this  type  of  strain  is  most  prevalent  in 
the  U.  S.  for  a long  time  since  the  dis- 
covery of  dysentery  bacilli  in  this  coun- 
try,-* and  also,  because  this  type  might 
have  had  the  most  chance  to  come  into 
contact  with  sulfonamide  drugs  and  anti- 
biotics by  chance  either  when  they  were 
actually  causing  clinical  dysentery  or  were 
carried  by  the  people  showing  no  signs  of 
dysentery  but  some  other  illness  in  which 
these  drugs  were  indicated.  Twelve  strains 
were  isolated  in  1952,  and  8 strains  were 
isolated  in  1953.  One  strain  each  of 
Shigella  flexneri  type  lb  and  2b  which 
were  isolated  before  1952  were  later 
added  to  the  study.* 

Japanese  strains 

Twenty-eight  strains,  isolated  mostly  in 
this  hospital  in  1954,  were  subjected  for 
the  study;  they  consisted  of  1 strain  of 
Group  A2,  1 of  flexneri  type  la,  10  of 
flexneri  type  2a,  10  of  flexneri  2b,  1 of 
flexneri  3a,  3 of  flex.  Var.  X,  1 of  Sh. 
sonnei  and  one  which  was  agglutinated  by 
group  B polyvalent  serum.** 

Korean  strains 

Eleven  strains  isolated  in  1954  were 
studied.  They  were  1 strain  each  of  flex, 
la,  2a  and  2b,  2 strains  of  flex.  3,  2 


strains  of  flex.  4a,  3 strains  of  flex.  5, 
and  1 of  flex.  6.*** 

METHODS 

The  test  tube  method  previously  de- 
scribed was  used  in  the  assay  of  sulfa- 
diazine and  antibiotic  sensitivity  deter- 
minations. The  pH  of  the  semisynthetic 
medium  for  sulfadiazine  was  adjusted  to 
7.2  and  concentrations  of  the  drug  were 
0.25,  2.5  and  25  mg.  per  cent  (10'^,  lO"*, 
and  10'^  Mol,  respectively).  The  results 
were  read  at  twenty-four  hours  instead  of 
one  week  as  previously  described.' 

Ordinary  broth,  containing  1 per  cent 
each  of  peptone  and  meat  extract  and  0.1 
per  cent  of  NaCl,  at  pH  of  7.2,  was  used 
in  the  assay  of  5 antibiotics  and  the  in- 
cubation period  was  one  day  for  all  the 
antibiotics.  Diluted  broth  (Broth  B in 
the  previous  paper)  was  not  used  in  the 
assay  of  streptomycin  in  the  present  in- 
vestigation in  order  to  make  the  experi- 
mental conditions  equal  and  also  because 
the  results  obtained  with  diluted  broth 
did  not  comply  with  clinical  observations 
of  the  use  of  antibiotics  in  bacillary  dysen- 
tery. 

Crystalline  and  standardized  antibiotics 
were  used  in  the  present  study  and  this 
resulted  in  the  generally  lower  minimum 
growth  inhibiting  concentrations  of  anti- 
biotics than  in  the  previous  investiga- 
tion.- 

KEsri/rs 

Tables  1 and  2 show  the  minimal 
growth  inhibiting  concentrations  of  sulfa- 
diazine and  antibiotics,  respectively.  Ba- 
cilli growing  at  sulfadiazine  concentration 
of  25  mg.  % were  arbitrarily  classified 
as  sulfonamide-resistant.  It  was  then  re- 
vealed that  only  1 out  of  14  strains 
isolated  in  and  before  1952  in  the  U.  S. 
was  resistant,  whereas  6 out  of  8 strains 
isolated  in  1953  were  resistant  indicating 
a statistically  significant  difference. 

About  80  per  cent  of  Japanese  strains 

t All  these  strains  were  kindly  supplied  by  Dr. 
W.  H.  Ewing  of  the  C.D.C.,  Atlanta,  Georgia. 

**  Kindlv  supplied  bv  Dr.  N.  Kasai. 

***  Kindlv  supnlied  bv  Dr.  W.  C.  Eveland  of  the 
406th  Medical  General  Laboratory,  U.S.  Armed 
Forces  in  Tokyo. 
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TAHLE  1. 

-MINIMAL  GROWTH-INHIBITING  CONCENTRATION  OF  ST  LFADIAZINE 


SULFADIAZINE 

CONCENTRATION 

-MG  PER  CENT 
0.2.T  2.5 

25 

OVER 

25 

TOTAL 

Coimiry 

Year 

U.S. 

1952 

10 

1 

2 

1 

14 

1953 

1 

1 

0 

6 

8 

Japan 

1954 

0 

5 

0 

23 

28 

Korea 

1954 

4 

1 

0 

6 

11 

TABLE  2. 

-MINIMAL  GROWTH-INHIBITING  CONI'ENTRATION  OF  ANTIBIOTICS  IN  MCG/ML. 


COUNTRY 

U.S.  STRAINS 

JAPANESE  STRAINS 

CONCENTRATION 

1.0 

2.5 

5.0 

10 

Mean 

Total 

1.0 

2.5 

5.0 

10 

100 

Mean 

Total 

Streptomycin 

13 

9 

7.0 

22 

0 

27 

1 

10  * 

28 

Chloramphenicol 

19 

3 

1.2 

22 

11 

16 

1 

2.0 

28 

Terramycin 

6 

16 

1.9 

22 

1 

24 

3 

2.7 

28 

Aureomycin 

6 

16 

1.9 

22 

0 

10 

16 

1 

4.1 

28 

Achromycin 

1 

21 

2.4 

22 

0 

15 

13 

3.7 

28 

* The  strain  growing  at  100  lucg/inl  was  arbitrarily  omitted  from  calculation  to  give  a general  conception. 


were  sulfonamide  - resistant  conforming 
with  results  of  other  workers  in  Japan, 
and  more  than  half  of  the  Korean  strains 
were  resistant. 

Dysentery  bacilli  isolated  in  both  the 
U.  S.  and  Japan  were,  in  general,  still 
sensitive  to  five  antibiotics  of  streptomy- 
cin, chloramphenicol,  oxj'tetracj'clin,  chlor- 
tetracyclin  and  tetracyclin. 

There  was  a single  strain  of  Sh.  flex. 
type  2b  which  was  highly  resistant  to 
streptomycin.  This  strain  was  equally 
sensitive  to  other  four  antibiotics  as  other 
streptomycin  - sensitive  strains.  Such  a 
highly  oxytetracyclin-resistant  strain  of 
dysentery  bacilli  reported  from  this  hos- 
pital last  year  ^ was  not  recovered  in  the 
present  study. 

The  minor  difference  in  the  sensitivity 
to  antibiotics  of  Japanese  and  U.  S. 
strains  is  not  considered  significant  be- 
cause the  former  consisted  of  several  het- 
erogenous subtypes  of  dysentery  bacilli, 
whereas  the  latter  consisted  of  homogen- 
ous Sh.  flex,  type  2 strains  and  also  be- 
cause the  difference  in  the  mean  value  of 
the  minimal  growth  inhibiting  concentra- 
tions was  considered  to  be  within  the 
range  of  technical  error. 

DISCrSSION 

It  was  interesting  to  see  a sharp  rise 
in  the  percentage  of  sulfadiazine-resistant 
dysentery  bacilli  in  the  U.  S.  where  anti- 


biotics have  been  in  general  use  since 
1945  to  1948.  It  is  unlikely  that  sulfona- 
mide drugs  were  abused  bj'  laymen  in  the 
treatment  and/or  prevention  of  dysentery 
and  other  diseases  because  regulations  are 
strict  for  the  sale  of  these  drugs  and  the 
people  in  general  can  not  get  them  with- 
out the  prescription  of  the  doctors.  This 
type  of  sharp  rise  was  observed  around 
1948  in  Japan.  This  delay  of  five  years 
may  be  due  to  a more  appropriate  use  of 
sulfonamides  in  the  U.  S.  or  to  less  fre- 
quent man  to  man  passage  of  the  bacilli. 

Four  to  eight  years  had  passed  before 
the  present  strains  were  isolated  since 
the  antibiotics  have  become  available  for 
medical  use  in  the  U.  S.,  but  none  of  the 
22  strains  tested  showed  any  increase  in 
resistance  to  the  antibiotics.  This  was  the 
same  with  the  strains  isolated  in  Japan 
where  antibiotics  have  been  used  for  these 
four  years,  except  a few  occasional  strains 
which  were  highly  antibiotic-resistant. 
This  exception  may  be  due  to  a much 
higher  incidence  of  bacillary  dysentery  in 
Japan  resulting  in  more  frequent  passage 
of  the  bacilli  through  human  intestines. 

SUMMARY 

1.  Sulfonamide-resistance  of  Sh.  flex- 
neri  type  2a  strains  which  are  most  preva- 
lent in  the  U.  S.  abruptly  rose  in  1953. 

2.  About  80  per  cent  of  Japanese  and 
50  per  cent  of  Korean  strains  isolated  in 
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1954,  were  sulfonamide-resistant. 

3.  Nearly  all  of  the  U.  S.  and  Japanese 
strains  were  sensitive  to  five  antibiotics 
(streptomycin,  chloramphenicol,  oxytetra- 
cyclin,  chlortetracyclin  and  tetracyclin) 
like  the  strains  isolated  before  the  anti- 
biotics were  introduced  for  medical  use. 
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CAUSES  OF  DEFECTIVE  SPEECH  IN 
CHILDREN:  ANALYSIS  OF  140  CASES 

JEANNETTE  K.  LAGUAITE,  Ph.D.  * 

New  Orleans 

Speech  and  language  are  the  tools 
whereby  man  manipulates  his  environ- 
ment. His  needs  and  desires  are  expressed 
through  speech.  By  means  of  communica- 
tion he  learns  and  develops.  Language  is 
the  outward  and  concrete  form  of  sym- 
bolization and  abstraction,  and  as  such, 
is  closely  related  to  intelligence. 

For  that  reason  parents  are  usually 
very  concerned  when  their  children  do  not 
begin  to  talk  as  soon  as  they  think  they 
should.  Many  seek  help  with  the  idea  that 
if  the  child  could  only  talk  he  would  be 
all  right.  Actually,  the  situation  is  just 
the  reverse.  If  the  child  were  normal,  he 
would  talk.  Hearing  loss,  mental  retarda- 
tion, or  other  handicaps  are  often  not 
recognized  until  the  parents  begin  to  in- 
quire about  a child’s  lack  of  proper  speech 
development.  Therefore,  doctors,  or  other 
persons  consulted  about  a speech  problem 
in  a young  child  should  not  delay  diagno- 
sis by  telling  the  parents  that  the  child 
will  “outgrow  it.” 

An  analysis  of  140  cases  seen  in  the 
Speech  and  Hearing  Center  at  Tulane 
Medical  School  during  a two-year  period 
(March  1952  - March  1954)  presents  some 
interesting  data  on  the  etiology  of  atypical 
speech  development. 

The  cases  have  been  divided  into  two 


* Assistant  Professor  of  Speech  Pathology,  Tu- 
lane Medical  School,  New  Orleans. 


groups:  (1)  those  who  were  not  able  to 

communicate  at  all  by  means  of  speech  or 
could  say  only  one  or  two  words,  such  as 
“mama”,  “bye-bye”,  which  was  not  com- 
mensurate with  their  chronological  age 
level,  and  (2)  those  with  some  language 
development  but  whose  speech  was  char- 
acterized by  so  many  omissions,  substitu- 
tions, and  distortions  of  sounds  as  to  be 
almost  entirely  unintelligible.  These  latter 
cases  have  been  put  in  the  data  under  the 
heading  “defective”  speech.  Children  who 
had  simply  one  or  two  defective  sounds, 
who  stuttered,  or  who  had  defective  speech 
due  to  cleft  palate,  cerebral  palsy,  or  other 
obvious  physical  defect  have  not  been  in- 
cluded in  the  study. 

The  term  “functional  articulation”  is 
applied  to  those  cases  in  which  no  path- 
ology can  be  demonstrated,  but,  according 
to  Johnson  et  al,^  “ . . . seem  to  be  trace- 
able to  no  other  cause  than  a simple  fail- 
ure to  learn  the  correct  patterns  of  normal 
speech.” 

Examination  of  these  children  included 
the  following  procedures  and,  in  many 
cases,  extended  over  several  interviews. 

1.  Case  history.  A thorough  case  his- 
tory was  taken  to  elicit  information  rela- 
tive to  the  prenatal  health  of  the  mother, 
the  birth  and  neonatal  health  of  the  child 
and  his  subsequent  development.  Such  facts 
as  age  of  sitting  alone,  walking  alone,  his- 
tory of  illnesses,  age  of  toilet  training,  etc., 
are  all  important  factors  in  evaluating  the 
general  growth  and  development  of  the 
child  physically  and  emotionally.  The  so- 
cial history  is  important  in  bringing  out 
any  emotional  maladjustment  which  may 
be  operating  in  the  case. 

2.  Audiometric  examination.  The  elab- 
orateness of  this  examination  depends 
upon  the  age  of  the  child,  his  ability  to 
understand  directions,  his  co-operativeness 
and  his  general  response  to  sounds  in  the 
environment.  It  may  involve  the  use  of 
noise-makers,  music,  speech  tests,  pure- 
tones,  all  of  which  are  of  controlled  in- 
tensities and  frequencies,  and  which  are 
presented  to  the  child  in  sound-treated 
rooms.  They  may  be  delivered  through  a 


120 


Laguaite — Causes  of  Defective  Speech  in  Children 


loud-speaker  or  through  individual  ear- 
phones. 

3.  Ear,  nose,  and  throat  examination. 
In  the  event  the  child  has  a hearing  loss, 
particularly  of  the  conductive  type,  the 
etiology  can  usually  be  established  by  a 
thorough  otolaryngological  examination. 

4.  Psychological  tests.  The  children  are 
usually  given  certain  screening  tests  to 
determine  approximate  level  of  function- 
ing. If  it  seems  necessary,  then  complete 
psychometric  tests  are  administered. 

5.  Neurological  exammation.  If  from 
the  birth  history  or  other  information 
and  from  observation  the  child  seems  to 
have  some  neurological  involvement,  then 
he  is  referred  for  a neurological  examina- 
tion and  an  electroencephalogram  if  nec- 
essary. Some  children  are  also  referred 
for  psychiatric  evaluation  if  the  case 
seems  to  warrant  further  exploration  in 
that  field. 

6.  Pediatric  examination.  Since  many 
of  our  cases  are  referred  from  pediatri- 
cians, it  is  not  routine  for  them  to  be  re- 
examined. However,  some  cases  who  did 
not  come  from  pediatricians  are  sent  for 
a pediatric  examination. 

7.  Careful  clinical  observation.  This 
last  procedure  is  perhaps  one  of  the  most 
valuable  indicators  of  the  child’s  function- 
ing. His  reaction  to  the  test  situation,  his 
reaction  to  his  parents  and  to  strangers, 
his  approach  to  the  tasks  demanded  of 
him,  his  performance  of  those  tasks,  all 
contribute  to  the  qualitative  evaluation  of 
the  child  as  a whole.  This  observation 
may  be  extended  over  a period  of  several 
visits. 

Table  1 shows  the  ages  at  which  the 
children  were  first  seen.  The  median  age 
at  which  the  children  were  brought  to  the 
Center  falls  in  the  4-41/2  age  group  for 
the  children  with  no  speech  and  in  the 
51/2-6  age  group  for  those  with  defective 
speech. 

Table  2 shows  the  etiology  of  the  cases. 
Those  included  in  the  group  marked 
“overlapping  etiology”  are  those  in  which  it 
was  impossible  to  tell  which  was  the  most 
important  factor  operating  when  there 


AGE  AT  WHICH 

TABLE  1. 

CHILDKEX  WERE 

FIRST  SEEX 

AGE 

XO  SPEECH 

DEFECTIVE 

SPEECH 

1-1 1/2 

2 

11/2-2 

2 

2-21/2 

7 

21/2-3 

7 

1 

3-31/2 

5 

1 

31/2-4 

3 

5 

4-41/2 

4 

2 

41/2-5 

3 

12 

5-51/2 

5 

12 

51/2-6 

6 

13 

6-6 1/2 

5 

11 

6 1/2 -7 

3 

6 

7-  8 

1 

4 

00 

2 

3 

9-10 

1 

3 

lO-Over 

3 

8 

— 

— 

Total 

59 

81 

was  more  than  one,  such  as  mental  re- 
tardation and  hearing  loss,  or  hearing 
loss  and  emotional  disturbance. 

In  those  cases  which  were  undiagnosed, 
it  was  usually  because  the  parents  did 
not  follow  up  and  bring  the  child  in  for 
a sufficient  number  of  examinations  • in 
order  to  get  all  the  information  necessary 
to  arrive  at  a definite  diagnosis. 

COXCLl’SIONS 

1.  Children  with  no  speech  at  all  were 
brought  to  the  Center  at  a much  earlier 
age  than  those  who  had  developed  some 
speech. 


TAP.LE  2. 

ETIOLOGY  OF  CASES 


ETIOLOGY 

XO 

SPEECH 

DEFECTIVE 

SPEECH 

Xo. 

% 

Xo. 

% 

Hearinpr  loss 

23 

38.9 

15 

18.5 

IMentally  retarded 

24 

40.6 

23 

28.3 

(With  brain  damage 

19 

32.2 

14 

17.2 

(Without  brain  dam. 

5 

8.4 

9 

11.1 

Emotionally  disturbed 

12 

20.3 

10 

12.3 

Aphasic 

1 

1.6 

1 

1.2 

Functional  articu- 
latory difficulty 

0 

0 

38 

46.9 

Undiagnosed 

7 

11.8 

1 

1.2 

Brain  damage  with- 
out retardation 

1 

1.6 

1 

1.2 

68 

114.8 

89 

109.6 

Overlapping  etiology 

9 

15.0 

8 

9.8 

59  81 
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2.  School  entrance  served  as  a stimulus 
to  many  parents  to  seek  help  for  children 
who  still  had  defective  speech  by  the  age 
of  41/2-  Fifty-nine  per  cent  were  brought 
in  between  the  ages  of  41/2  and  61/2- 

3.  Children  who  did  not  develop  speech 
because  of  severe  hearing  loss  were  recog- 
nized by  parents  at  an  earlier  age  than 
the  others.  Forty  per  cent  were  brought 
in  by  age  3V2-  (2  were  recognized  as  early 
as  12  months.) 

4.  Slightly  less  than  half,  46.9  per  cent, 
of  all  cases  of  defective  speech  were  diag- 
nosed as  functional. 

5.  In  the  order  of  frequency  of  occur- 
rence, mental  retardation,  40  per  cent, 
hearing  loss,  39  per  cent,  and  emotional 
disturbance,  20  per  cent,  were  the  three 
primary  etiologies  responsible  for  lack  of 
development  of  speech. 

6.  In  the  order  of  frequency  of  occur- 
rence, functional  articulatory  difficulty, 
47  per  cent,  mental  retardation,  28  per 
cent,  hearing  loss,  18  per  cent,  and  emo- 
tional disturbance,  12  per  cent,  were  the 
four  primary  etiologies  responsible  for 
poor  speech  development  in  children. 

DISCUSSION 

The  statistics  in  the  above  study  repre- 
sent the  number  of  cases  from  an  unse- 
lected population.  For  many  of  the  chil- 


dren, it  was  the  first  time  any  one  had 
been  consulted  about  the  speech  problem. 
In  such  an  area  as  this,  the  percentages 
shown  vary  widely  from  those  shown  by 
other  workers.  For  example,  Myklebust,^ 
at  the  Children’s  Hearing  and  Aphasia 
Clinic  at  Northwestern  University,  gives 
quite  different  percentages.  However, 
many  of  the  mentally  retarded  and  deaf 
children  are  screened  out  so  that  his  fig- 
ures show  a more  selected  sample  with 
respect  to  aphasics  and  emotionally  dis- 
turbed children.  It  is  also  possible  that  a 
larger  sample  would  show  different  trends. 

Of  the  4 causes  of  defective  or  non- 
speech development,  only  that  of  function- 
al articulation  may  be  considered  as  non- 
pathological.  In  less  than  one-half  of  the 
81  cases  of  defective  speech  and  in  none 
of  the  59  cases  of  no  speech  would  the 
child  be  expected  to  overcome  his  speech 
handicap  without  some  special  therapy.  It 
is  most  essential  that  children  be  seen  as 
early  as  possible  and  be  diagnosed  cor- 
rectly so  that  they  may  receive  the  full 
benefit  of  proper  educational  placement 
and  training. 

REFERENCES 

1.  .Johnson.  Wendell,  et  ah:  Speech  Handicapped  School 
Children.  New  York,  Harper  & Brothers.  194S. 

2.  Myklet)nst.  Helmer  R.:  Auditory  Disorders  of  Chil- 
dren, New  York,  Grime  & Stratton,  19.")4. 


122 


Editorial 


The  Journal  of  the 
Louisiana  State  Medical  Society 

Established  18H 

Published  by  The  Journal  of  the  Louisiana 
State  Medical  Society,  Inc.  under  the  jurisdiction 
of  the  following  named  Journal  Committee: 
Walter  O.  Moss,  M.  D.,  Ex-Officio 
E.  L.  Leckert,  M.  D.,  Chainnan 
C.  M.  Horton,  M.  D.,  Vice-Chairman 
Sam  Hobson,  M.  D.,  Secretary 
Edwin  H.  Lawson,  M.  D. 

J.  E.  Knighton,  M.  D. 

EDITORIAL  STAFF 

Philip  H.  Jones,  M.  D Editor 

COLLABORATORS— COUNCILORS 
H.  Ashton  Thomas,  M.  D. 

J.  E.  Clayton,  M.  D. 

Guy  R.  Jones,  M.  D. 

Paul  D.  Abramson,  M.  D. 

C.  Prentice  Gray,  Jr.,  M.  D. 

Arthur  D.  Long,  M.  D. 

J.  W.  Faulk,  M.  D. 

H.  H.  Hardy,  M.  D. 

C.  Grenes  Cole,  M.  D General  Manager 

1480  Tulane  Avenue 

SUBSCRIPTION  TERMS:  $i.00  per  year  in 
advance,  postage  paid,  for  the  United  States; 
Si.50  per  year  for  all  foreign  countries  belong- 
ing to  the  Postal  Union. 

News  material  for  publication  should  be  re- 
ceived not  later  than  the  eighteenth  of  the  month 
preceding  publication.  Orders  for  reprints  must 
be  sent  in  duplicate  when  returning  galley  proof. 

Manuscripts  shoidd  be  addressed  to  the  Editor, 
USO  Tulane  Ave.,  New  Orleans,  La. 

The  Journal  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor. 


THE  INCREASING  RESPONSIBILITIES 
OF  THE  LOUISIANA  STATE 
MEDICAL  SOCIETY 
Responsibilities  of  organized  medicine 
have  increased  in  the  past  decade  to  the 
point  that  the  individual  physician  is 
called  upon  to  contribute  more  in  time  and 
in  financial  support.  Such  is  needed  to 
promote  professional  advancement  and  to 
improve  the  position  doctors  hold  today. 
Were  such  efforts  not  continuous,  there  is 
grave  danger  of  general  deterioration  of 
our  position,  of  State  medicine  becoming 
dominant,  and  of  loss  of  our  independence. 


In  Louisiana,  the  collective  efforts  of 
the  leaders  in  organized  medicine  in  the 
past  have  been  most  successful,  and  we 
have  an  obligation  to  them  and  to  our- 
selves to  continue  and  to  carry  the  torch. 
It  is  with  pardonable  pride  and  general 
satisfaction  that  the  doctor  in  this  State 
can  enjoy  favorable  conditions  of  practice. 
Cults  and  quacks  do  not  have  the  sanction 
of  law,  and  we  have  minimal  legal  incum- 
berances.  The  doctor  is  esteemed  in  the 
community  for  what  he  is  and  for  his  con- 
tribution to  the  community  health.  It 
seems  fair  to  estimate  that  the  position  of 
the  doctor  in  Louisiana  is  one  of  the  most 
favorable  in  the  whole  nation. 

While  our  position  is  fortunate,  it  is 
maintained  with  increasing  difficulty  and 
expense.  The  individual  physician  has 
need  to  be  informed  of  the  many  ways  in 
which  the  impact  of  social  pressures  on 
medicine  is  important,  and  needs  further 
to  be  directed  as  to  how  he  can  contribute 
to  the  improvement  of  medicine’s  public 
relations  in  his  own  office. 

Recently,  a plan  for  meeting  our  in- 
creasing responsibilities  was  considered  by 
a special  committee  appointed  by  our 
president,  Dr.  Walter  Moss.  This  was  done 
at  the  direction  of  the  Executive  Commit- 
tee. After  much  discussion,  and  in  con- 
ference with  the  Committees  on  Public 
Policy  and  Legislation  and  on  Medical 
Service  and  Public  Relations,  it  was  pro- 
posed that  the  Society  raise  dues  to  $50 
a year  and  employ  a fulltime  lay  executive 
assistant  to  the  Secretary  of  the  Society, 
who  would  meet  various  organization 
needs  and  among  other  activities  would 
serve  as  a publicity  agent.  It  was  thought 
by  such  means  that  valuable  aid  would  be 
given  in  coordinating  the  activities  of  the 
local  societies,  and  also,  in  explaining  our 
position  to  the  public. 

The  many  duties  of  the  office  of  Secre- 
tary, as  we  know,  are  being  admirably 
discharged,  but  the  volume  of  work  in  this 
office  requires  daily  direction.  The  im- 
portant function  of  the  assistant  would 
be  contact  with  local  societies. 

It  is  also  proposed  that  the  Society  con- 
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sider  allocating  a portion  of  the  increase 
in  dues  to  a domicile  fund  for  the  Society. 
It  is  felt  that  by  the  time  that  such  a fund 
would  become  adequate  the  organizational 
activities  of  the  Society  will  require  con- 
siderably increased  space.  It  is  to  be  ex- 
pected that  some  members  feel  that  the 
two  Committees  referred  to  above  already 
have  funds  allotted  and  are  functioning 
effectively.  The  opinion  of  those  in  the 
conference,  with  which  opinion  many 
agree,  was  that  this  is  true  and  it  would 


be  sad  for  the  membership  if  it  had  not 
been  true.  Now  that  our  needs  have  in- 
creased the  only  adequate  way  to  meet 
responsibilities  is  to  campaign  all  the  year 
round.  This  can  only  be  done  with  addi- 
tional funds. 

It  is  hoped  that  these  proposals  and 
plans  will  receive  thorough  discussion  and 
consideration  in  the  local  societies,  and 
that  when  the  House  of  Delegates  meets 
provision  can  be  made  to  meet  our  greatly 
increased  need  for  organizational  activity. 


0 

ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


MEDICAL  EDUCATION  AND  LICENSURE 
C.  Grenes  Cole,  M.  D. 

On  my  visit  to  the  recent  meeting-  of  the 
American  Congress  on  Medical  Education  and 
Licensure  held  at  the  Palmer  House,  Chicago, 
February  5-8,  I was  pleased  to  see  that  the  meet- 
ing was  so  well  attended.  Many  subjects  were 
presented  of  vital  interest  to  medical  men  inter- 
ested in  teaching  and  to  other  physicians  whose 
responsibility  is,  to  secure  only  well  qualified  doc- 
tors, for  the  purpose  of  teaching,  and  for  the 
care  of  the  unfortunate  people  of  our  state  so 
badly  in  need  of  good  medical  services. 

At  this  meeting  the  following  subjects  of  in- 
terest to  the  medical  profession  were  discussed, — 
a uniform  Medical  Practice  Act,  television  as  ap- 
plied to  postgraduate  medical  education,  the 
status  of  the  future  internship,  legal  medicine  in 
undergraduate  education,  and  the  position  and 
the  use  of  the  foreign-trained  doctors  in  our  re- 
spective medical  programs. 

This  four-day  meeting  was  sponsored  by  the 
American  Medical  Association  Council  on  Medical 
Education  and  Hospitals,  the  Federation  of  State 
Medical  Boards  of  the  U.  S.,  and  the  Advisory 
Board  for  Medical  Specialties,  and  attended  by 
about  700  medical  educators,  practicing  physi- 
cians, State  Medical  Society  secretaries,  and  mem- 
bers of  State  Medical  Boards  and  Specialty 
Boards. 

The  four  groups  — the  Federation  of  State 
Medical  Boards  of  the  U.  S.,  the  American  Hos- 
pital Association,  the  American  Medical  Associa- 
tion, and  the  Association  of  American  Medical 
Colleges,  recommended  a program  which  would 
place  foreign-trained  physicians  and  American- 
trained  doctors  practicing  in  this  counti-y  on  the 


same  level.  However,  before  these  foreign-trained 
doctors  could  practice  in  the  United  States  they 
would  have  to  be  thoroughly  screened  as  to  the 
adequate  use  of  English  and  whether  or  not  their 
educational  attainment  compared  favorably  with 
that  of  the  students  of  American  schools  at  the 
time  of  graduation. 

These  foreign-trained  doctors,  before  they  would 
be  permitted  to  practice  in  the  United  States 
would  be  required  to  take  an  examination  in 
Basic  Medical  Sciences  and  Major  Clinical  Sci- 
ences, and  to  meet  the  requirements  of  the  respec- 
tive State  Boards  of  Medical  Examiners. 

The  Federation  of  State  Medical  Boards  of  the 
United  States,  approved,  in  principle,  a draft  of 
a uniform  Medical  Practice  Act,  but  such  a draft 
or  act  would  only  serve  as  a guide,  and  it  would 
not  be  obligatory  on  any  State  to  adopt  or  use 
this  uniform  act. 

At  its  closing  session,  the  Federation  passed 
the  following  resolution  declaring  that  “the  Fed- 
eration of  State  Boards  insists  on  the  present 
standards  of  educational  competence  and  con- 
demns the  policy  of  appointing  interns  to  hospi- 
tal positions  who  are  not  graduates  of  accredited 
medical  schools”. 

Television  for  teaching  purposes  was  discussed 
at  length  and  thought  to  have  great  potentialities 
in  teaching  physicians  in  search  of  postgraduate 
medical  education  with  a great  saving  of  time  by 
the  teachers  and  was  recommended  for  sei'ious 
consideration  by  medical  schools. 

The  panel  on  legal  medicine,  participated  in  by 
well  qualified  discussants,  recommended  that 
medical  students  be  given  adequate  instruction 
and  training  that  they  might  be  familiar  with 
the  many  medical  legal  problems  which  can  and 
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do  present  themselves  when  the  doctor,  after 
graduation,  begins  in  active  practice,  and  the 
student  should  be  further  informed  as  to  how  he 
can  avoid  becoming  involved  in  unnecessary  legal 
problems  and  malpractice  suits. 

It  would  seem  advisable  that  our  two  medical 
schools  should  institute  such  a lecture  course  for 
the  good  of  their  students  and  for  the  welfare  of 
the  medical  profession  as  a whole.  This,  we  feel 
sure,  would  be  a service  which  would  be  appreci- 
ated by  the  profession  and  would  lessen  the  num- 
ber of  malpractice  suits  in  our  state  and  would, 
no  doubt,  tend  to  reduce  our  premiums  on  mal- 
practice insurance. 


PRESIDENTS  AND  SECRETARIES  OF 
COMPONENT  PARISH  MEDICAL 
SOCIETIES 
February,  1955 

ACADI.V  PARISH  MEDICAL  SOCIETY 
President;  Dr.  F.  .1.  Vincent.  Crowle.v.  La. 

Sec-Treas:  Dr.  Thomas  II.  Givens.  Iota,  La. 

ALLE.X  PARISH  MEDICAL  SOCIETY 
President : Dr.  II.  W.  Richmond,  Oakdale,  La. 

Sec-Treas;  Dr.  .lames  tV.  Mayes,  ,Ir.,  Kinder,  La. 

ASCENSION  PARISH  MEDICAL  SOCIETY 
President ; Dr.  R.  G.  Folse,  Donaldsonville,  La, 
Sec-Treas;  Dr.  F.  Baker,  Box  3,  Gonzales,  La. 

ASSUMPTION  PARISH  MEDICAL  SOCIETY 
Sec-Treas;  Dr.  .Iiilius  lY.  Daigle,  Paincourtville,  La. 

AVOYELLES  PARISH  MEDICAL  SOCIETY 
President ; Dr.  Elliott  C.  Roy,  Mansnra,  La. 

Sec-Treas;  Dr.  Elmo  J.  Laborde,  Marksville,  La. 

BEAUREGARD  PARISH  MEDICAL  SOCIETY 
President;  Dr.  E.  R.  Brown,  DeRidder.  La. 

Sec-Treas;  Dr.  'Walter  .1.  Majewski,  DeRidder,  La. 
BIENVILLE  PARISH  MEDICAL  SOCIETY— Inactive 
BOSSIER  I'ARISH  MEDICAL  SOCIETY 
President;  Dr.  C.  II.  McCulIer,  Bossier  City,  La. 
Sec-Treas;  Dr.  .lohn  B.  Hail,  Benton.  La. 

SHREVEPORT  (CADDO)  MEDICAL  SOCIETY 
I’resident;  Dr.  L.  L.  Davidge,  17J5  Fairfield  Ave,, 
.Shreveport,  La. 

Secretary;  Dr.  Broox  C.  Garrett,  .Ir.,  !)I0  Margaret  Place, 
Shreveport,  La. 

Treasurer;  Dr.  J.  C.  Sanders,  10(1  E.  Kings  Highway, 
Shreveport,  La. 

CALCASIEU  PARISH  MEDICAL  SOCIETY 
President;  Dr.  Pegram  L.  McCreary,  1122  Ryan  St., 

Lake  Charles,  La. 

Sec-Treas;  Dr.  Gerald  N.  Weiss.  P.  O.  Box  568,  Lake 
Charles,  La. 

CLAIBORNE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  .1.  E.  Batchelor.  Haynesville,  La. 
Sec-Treas;  Dr.  .1.  F.  Gladney,  .Ir.,  Homer,  La. 

DESOTO  PARISH  MEDICAL  SOCIETY 
President;  Dr.  L.  S.  Hnckaba.v.  Coushatta,  La. 

Sec-Treas;  Dr.  Cecil  .1.  Turner,  Box  33,  Mansfield,  La. 

EAST  BATON  ROUGE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  .1.  Sabatier.  134  N.  lOtli  St., 

Baton  Rouge,  La. 

Sec-Treas;  Dr.  Gordon  Peek,  P.  O.  Box  2187, 

Baton  Ronge,  La, 

EAST  & WEST  FELICIANA  BI-PARISH 
MEDICAL  SOCIETY 

President;  Dr.  Wm.  L.  Kirkpatrick,  .Tackson,  La. 
Secretary  ; Deceased 


EVANGELINE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  Frank  I’.  Savoy.  Jr.,  Mamou,  La. 
Sec-Treas;  Dr.  Robt.  B.  Thompson,  Ville  Platte.  La. 

FRANKLIN  PARISH  .MEDICAL  SOCIETY 
President  ; Dr.  Henry  Jones,  Wisner,  La. 

Sec-Treas;  Dr.  William  Strahan,  Winnsboro,  La. 

IBERIA  PARISH  MEDICAL  SOCIETY 
President  ; l>r.  D.  E.  Bourgeois,  New  Iberia,  La. 
Sec-Treas;  Dr.  R.  F.  Schneider.  Loreanville.  La. 

IBERVILLE  PARISH  .MEDICAL  SOCIETY 
President  ; Dr.  S.  C.  Levy,  Placiuemine,  La. 

Sec-Treas;  Dr.  E.  C.  Melton,  I’laquemlne,  La. 

J A C K S O N - L I N C O L N - U N I O N PARISH 
MEDICAL  SOCIETY 

I’resident;  Dr.  II.  S.  Roane.  Jr.,  Ruston,  La. 

Sec-Treas;  Dr.  David  M.  Hall.  Ruston,  La. 

JEFFERSON  DAVIS  PARISH  MEDICAL  SOCIETY 
President;  Dr.  R.  F.  Marceau,  Elton,  La. 

Sec-Treas;  Dr.  R.  F.  Miller,  Jennings,  La. 

LAFAYETTE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  Sidney  Hernandez,  Duson.  La. 

Sec-Treas;  Dr.  D.  J.  Palmintier,  832  St.  John  St., 
Lafayette.  La. 

LAFOURCHE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  George  S.  IVhitman,  Thibodaux,  La. 
Sec-Treas;  Dr.  O.  D.  Thomas,  Thibodaux,  La. 

MOREHOUSE  PARISH  MEDICAL  SOCIETY 
President;  Dr.  John  II.  Hundley.  Box  506.  Bastrop.  La. 
•Sec-Treas;  Dr.  Jolin  M.  Coats  IV,  Mer  Rouge,  La. 

NATCHITOCHES  PARISH  MEDICAL  SOCIETY 
President;  Dr.  J.  A.  Thomas,  Natchitoches,  La. 
Sec-Treas;  A.  F.  Breazeale,  .Ir.,  Natchitoclies,  La. 

ORLEANS  PARISH  MEDICAL  SOCIETY 
President;  Dr.  Edgar  Hull,  1542  Tulane  Ave., 

New  Orleans,  La. 

Secretary  ; Dr.  IVm.  C.  Rivenl)ark,  1430  Tulane  Ave., 

Room  105,  New  Orleans,  La. 

Exec-Secy  ; Mr.  A.  Kuhimann,  1430  Tulane  Ave., 

Room  105,  New  Orleans,  La. 

OUACHITA  PARISH  MEDICAL  SOCIETY 
President;  Dr.  C.  B.  Finn,  1029  North  Sixth  St., 

Monroe,  La. 

Sec-Treas;  Dr.  Najeeb  Klam,  St.  Francis  Sanitarium, 
Monroe,  La. 

I’LAQUE.MINES  PARISH  MEDICAL  SOCIETY— Inactive 
POINTE  COUPEE  PARISH  MEDICAL  .SOCIETY 
President;  Dr.  E.  G.  Durel,  New  Roads.  La. 

Sec-Treas;  Dr.  R.  NL  Helm,  New  Roads.  La. 

RAPIDES  PARISH  MEDICAL  SOCIETY 
President;  Dr.  Harry  Gahagan,  1.545  Jackson  St., 
Alexandria,  La. 

Secretary ; Dr.  A.  .1.  Ochsner,  2015  Simmons  St., 
Alexandria,  La. 

Treasurer;  Dr.  T.  IV.  Davis,  8.30  DeSoto  Street, 
Alexandria,  La. 

RICHLAND  PARISH  MEDICAL  .SOCIETY— Inactive 
RED  RIVER  MEDICAL  SOCIETY— Inactive 
SABINE  I’ARISH  MEDIC.VL  SOCIETY 
President ; Dr.  Norman  U.  Booker,  Many,  La. 

Sec-Treas;  Dr.  J.  Lane  Sauls,  Zwolle,  La. 

ST.  LANDRY  PARISH  MEDICAL  SOCIETY 
I’resident;  Dr.  N.  C.  I.afleur,  Opelousas.  La. 

Sec-Treas;  Dr.  Emile  K.  Ventre,  Jr.,  Opelousas,  La. 

ST.  MARTIN  P.VRISH  MEDICAL  SOCIETY 
President ; Resigned  as  lie  was  leaving  Parisli 
Vice-Pres;  Dr.  Earl  Morrogh,  Cecilia,  La. 

Sec-Treas;  Dr.  Bernard  deMahy,  St.  .Martinville,  La. 

ST.  MARY  PARISH  MEDICAL  SOCIETY 
Sec-Treas;  I)r.  Hilton  K.  Brown,  Franklin,  La. 

ST.  TAMMANY  I’ARISH  MEDICAL  SOCIETY 
I’resident;  Dr.  J.  II.  Kety,  Madisonville,  La. 

Sec-'Treas;  Dr.  I’aul  Cashio,  Lacombe,  La. 
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TANGIPAHOA  PAKISII  MEDICAL  SOCIETY 
President:  Dr.  Charles  K.  Genovese,  Independence,  La. 
Sec  Treas:  Dr.  II.  M.  Scarbrough,  I’onehatoula,  La. 

TERREBONNE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  S.  Clark  Collins,  Ilouina,  La. 

Sec-Treas:  Dr.  Buford  J.  Autin,  -HI  Lafayette  St., 
Houma,  La. 

E & IV.  CARROLL.  MADISON  & TENSAS— Inactive 
VERMILION  PARISH  MEDICAL  SOCIETY 
I’resideut : Dr.  Shell.v  Mouledous,  Abbeville,  La. 
Vice-Pres : Dr.  Robert  ,T.  Young,  Abbeville,  La. 
Sec-Treas:  Dr.  .1.  R.  Nunez,  Abbeville,  La. 

VERNON  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Edwin  II.  Byrd,  Leesville.  La. 
Sec-Treas:  Dr.  W.  II.  Broyles,  Leesville,  La. 

WASHINGTON  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Bruce  II.  Clements,  Bogalusa,  La. 
Sec-Treas:  Dr.  C.  W.  Crain,  Bogalusa,  La. 

WEBSTER  PARISH  MEDICAL  SOCIETY 
President:  Dr.  S.  F.  Martin.  Minden,  La. 

Sec-Treas:  Dr.  T.  A.  Richardson,  Minden,  La. 

SECOND  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  Frederick  M’ild,  .Ir..  Destrehan.  La. 
Sec-Treas:  Dr.  Sidney  Bullard,  3833  ,Ieff.  Highway, 


New  Orleans  21.  La. 

THIRD  DISTRICT  MEDICAL  SOCIETY 
I’resident:  Dr.  Thomas  Latiolais,  .Tr.,  Lafayette,  La. 
Sec-Treas:  Dr.  Robert  L.  Levy,  832  St.  .lohn  St., 
Lafayette,  La. 

FOURTH  DISTRICT  MEDICAL  SOCIETY 
President  : Dr.  \V.  K.  Eichelberger,  Ringgold,  La. 
Sec-Treas:  Dr.  L.  K.  Mason,  803  .Iordan  Street, 
Shreveport,  La. 

FIFTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  Henry  Guerriero,  31!)  M'ood  St., 

Monroe,  La. 

Sec-Treas:  Dr.  Burchell  Liles,  Monroe,  La. 

SIXTH  DISTRICT  MEDICAL  SOCIETY 
I’resident:  Dr.  II.  Guy  Riche,  .Ir.,  Guaranty  Income  Life 
Bldg.,  Baton  Rouge,  La. 

Sec-Treas:  Dr.  Myron  A.  Walker,  .309  Triad  Bldg., 
Baton  Rouge,  I>a. 

SEVENTH  DISTRICT  MEDICAL  SOCIETY 
I’resident:  Dr.  Louis  E.  Shirley,  Sr.,  .lennings.  La. 
Sec-Treas:  Dr.  Louis  E.  Shirley.  Jr.,  .Tennings,  La. 

EIGHTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  M.  .1.  Hair,  Lecompte,  La. 

Sec-Treas:  Dr.  ,1.  W.  Deming,  Alexandria,  La. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

NATIONAL  HEALTH  CONFERENCE 

A small  town  doctor  told  a g-atherinp:  of  nation- 
al rural  health  leaders  that  all  the  drugs  at  a 
medical  man’s  command  are  helpless  in  treating 
had  health  conditions  that  exist  in  some  parts 
of  rural  America. 

Dr.  F.  S.  Crockett  of  Lafayette,  Indiana, 
sounded  the  keynote  of  the  Tenth  National  Con- 
ference on  Rural  Health  at  Milwaukee  by  under- 
scoring the  importance  of  individual  cooperation 
in  combatting  local  health  problems. 

Well-equipped  hospitals  and  experienced  doctors 
are  essential.  Dr.  Crockett  said.  But  the  most 
important  solution  to  the  whole  rural  health  prob- 
lem is  “knowing  and  doing  the  simple  things  that 
keep  us  well'.’’ 

Unless  each  of  us  does  the  obvious  thing — like 
screening  doors  and  windows,  eating  well  bal- 
anced meals,  protecting  ourselves  against  the 
weather  or  immunizing  against  communicable  dis- 


eases— no  number  of  doctors  and  hospitals  can 
keep  us  well. 

Dr.  Crockett,  who  is  chairman  of  the  American 
Medical  Association’s  Council  on  Rural  Health, 
said  that  one  of  the  basic  aims  of  the  National 
Rural  Health  Conference  is  to  enlist  the  help  of 
every  rural  resident. 

“By  improving  and  pi’eserving  the  health  of 
the  individual,”  he  said,  “we  can  make  our  com- 
munities more  healthful  and  desirable  places  to 
live.” 

The  Milwaukee  meeting  opened  on  the  after- 
noon of  February  24,  and  continued  through 
Saturday,  February  28. 


REGIONAL  MEETING  OF  THE  AMERICAN 
COLLEGE  OF  GASTROENTEROLOGY 
A regional  meeting  of  the  Southern  Region  of 
the  American  College  of  Gastroenterology  will  be 
held  in  Memphis,  Tenn.,  on  Sunday  afternoon. 
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24  April  1955.  The  Scientific  Session  will  be  held 
in  The  Skyway  at  the  Hotel  Peabody',  commenc- 
ing at  2:00  P.  M.,  following  the  semi-annual 
meeting  of  the  Board  of  Trustees  of  the  College. 

Participating  in  the  program  of  the  Scientific 
Session  will  be  E.  G.  Campbell,  M.  D.,  IMemphis, 
Tenn.;  Jerome  S.  Levy',  M.  D.,  Little  Rock,  Ark.; 
Edward  A.  iMarshall,  M.  D.,  Cleveland,  Ohio; 
John  M.  McMahon,  M.  D.,  Bessemer,  Ala.;  James 
T.  Nix,  M.  D.,  New  Orleans;  E.  L.  Posey,  Jr., 
!\I.  D.,  Jackson,  Miss.;  N.  E.  Rcssett,  M.  D.,  Mem- 
phis, Tenn.;  Henry  G.  Rudner,  Sr.,  M.  D.,  Mem- 
phis, Tenn.;  L.  C.  Sanders,  M.  D.,  Memphis, 
Tenn.;  S.  L.  Stephenson,  Jr.,  M.  D.,  Jackson, 
i\Iiss. ; I.  Frank  Tullis,  1\L  D.,  Memphis,  Tenn. 

iMembers  of  the  medical  profession  are  cordial- 
ly invited  to  attend.  A copy  of  the  program  may 
be  obtained  from  the  Secretary',  American  College 
of  Gastroenterology,  33  West  60th  Street,  New 
York  23,  N.  Y. 

TRUDEAU  SCHOOL  OF  TUBERCULOSIS 
Forty-first  Annual  Sessiori 

Despite  the  closing  of  the  clinical  facilities  of 
the  Trudeau  Sanatorium,  the  forty-first  session 
of  the  Trudeau  School  of  Tuberculosis  will  begin 
Wednesday,  June  1st,  and  continue  to  June  29th. 

The  staff,  facilities  and  skills  of  the  Trudeau 
organization  laboratories,  of  the  various  sanatoria 
in  the  Saranac  Lake  area,  and  of  the  practising 
tuberculosis  specialists  of  Saranac  Lake  will  be 
called  upon  as  in  the  past  to  present  the  program. 

The  course  will  cover  all  aspects  of  pulmonary 
tuberculosis  and  also  certain  phases  of  other 
chronic  chest  diseases,  including  those  of  occupa- 
tional origin. 

The  schedule  for  the  1955  course  is  in  prepara- 
tion but  copies  of  the  program  for  1954  are 
available. 

Registrations  will  be  limited  and  it  is  suggested 
that  those  planning  to  attend  make  early  applica- 
tion for  enrollment. 

The  tuition  is  $100,  payable  to  the  Trudeau 
School  on  or  before  the  opening  date,  June  1, 
1955.  A few  scholarships  are  available  for  those 
individuals  who  can  qualify. 

The  Trudeau  School  of  Tuberculosis  has  been 
approved  for  training  of  veterans  under  Public 
Laws  and  any  applicant  desiring  to  obtain  vet- 
eran’s benefits  should  clear  his  registration  with 
the  Veterans  Administration  before  the  session 
begins. 

Applications  and  more  detailed  information 
mav  be  obtained  from:  Secretary,  Trudeau 

School  of  Tuberculosis,  Box  200,  Trudeau,  New 
York. 


INTERNATIONAL  ACADEMY  OF 
PROCTOLOGY  TO  MEET  IN  NEW  YORK 
MARCH  23-26 

New  research  in  proctologv  and  related  fields, 
as  well  as  the  implications  of  these  developments 


for  the  general  practice  of  medicine,  will  be  re- 
ported at  the  7th  annual  meeting  of  the  Inter- 
national Academy  of  Proctology,  to  be  held  from 
March  23  through  26  in  New  York  City. 

Panel  discussions  on  cancer  of  the  lower  intes- 
tine and  on  ulcerative  colitis  will  highlight  the 
Academy’s  scientific  sessions  at  the  Hotel  Plaza 
in  New  York  City  on  March  23,  25,  and  26,  and 
at  the  Jersey'  City  Medical  Center  on  March  24. 

Operating  clinics  and  a symposium  on  intestinal 
surgery  and  related  conditions  will  be  given  by 
members  of  the  Jersey  City  Medical  Center.  A 
special  group  of  film  demonstrations  will  be  pre- 
sented in  a Visual  Education  session. 

In  accordance  with  its  established  practice,  the 
Academy  extends  an  invitation  to  all  physicians 
to  attend  its  sessions,  and  the  American  Academy 
of  General  Practice  will  grant  credits  to  its  mem- 
bers attending  the  meeting. 

TWENTY-EIGHTH  ANNUAL 
SPRING  CONGRESS 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital announces  its  twenty-eighth  annual  Spring 
Congress,  to  be  held  in  Roanoke,  Virginia,  April 
4-9.  All  lectures  will  be  held  at  the  Patrick  Hen- 
ry' Hotel.  Operations  and  clinical  demonstrations 
will  be  given  at  the  hospital.  Matriculation  fee 
will  be  $75.00,  and  further  infoiTnation  may  be 
obtained  from  Dr.  E.  G.  Gill,  Box  1789,  Roanoke, 
Virginia. 

TESTS  SHOW  TOBACCO’S  EFFECTS 
ON  HEART 

New  laboratory'  tests  have  shown  that  cigar- 
ettes have  a definite,  immediate  effect  on  the 
action  of  the  heart  in  both  nonnal  persons  and 
those  with  heart  disease,  four  physicians  said 
recently'. 

They  recommended  in  the  current  (Feb.  12) 
Journal  of  the  American  Medical  Association 
that  heart  disease  patients  should  quit  smoking 
entirely. 

Significant  increases  in  heart  rate  and  blood 
pressure  followed  smoking  of  regular  cigarettes 
by  65  persons  tested,  including  both  normal  per- 
sons and  those  with  coronary  disease,  according 
to  Drs.  Henry  I.  Russek  and  Virgil  J.  Dorset, 
Staten  Island,  and  Dr.  Burton  L.  Zohman.  Brook- 
lyn, all  of  the  U.  S.  Public  Health  Service. 

Another  series  of  tests  on  400  nonual  persons 
resulted  in  abnormal  changes  among  10  per  cent, 
rising  from  5 per  cent  in  the  20-30  year  age 
group  to  15  per  cent  in  the  30-40  year  group. 
Dr.  Isidore  E.  Buff,  Charleston,  W.  Va.,  who 
made  these  tests,  recommended  that  disease-free 
persons  whose  heart  tests  show  abnormal  results 
following  smoking  should  quit.  He  could  not  say 
whether  heart  disease  eventually  would  develop  in 
these  persons.  But  he  said  he  felt  that  evidence 
so  far  makes  it  “highly  desirable  that  these 
patients  stop  using  tobacco  in  any  form.” 
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AUXILIARY  MEMP.EUS  START  I!)'),')  WITH 
VIGOROUS  INTEREST  IN  ritOJEOTS 

A recent  letter  from  Mrs.  George  Turner,  presi- 
dent of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  contained  the  thought: 

“Another  year  has  borne  its  record  to  the  skies! 

Another  year,  untried,  unproved,  before  us  lies. 

We  hail  with  smiles  its  dawning  ray. 

How  shall  we  meet  its  final  day?” 

In  Louisiana  members  of  the  Executive  Board 
have  completed  plans  to  attend  the  mid-year  ses- 
sion to  be  held  at  the  Hotel  Bentley,  in  Alexandria, 
on  Thursday,  January  27,  at  10  A.  M.  with  lunch- 
eon at  noon  and  unfinished  business  during  an 
afternoon  meeting.  Mrs.  M.  C.  Wiginton,  state 
president,  speaks  glowingly  of  reports  which  have 
come  in  from  committee  chairmen  and  parish 
presidents,  and  in  addition  to  visiting  fourteen 
groups  in  meeting  since  October,  has  found  time 
and  enthusiasm  to  organize  three  new  auxiliaries. 
When  “Emma”  visits  your  group,  try  to  get  a 
look  at  the  calendar  which  hangs  from  her  “little 
black  book”.  Both  the  fulfilled  engagements  and 
the  “futures”  which  constitute  Emma’s  year  as 
state  president  will  have  an  enervating  effect  as 
to  what  can  be  accomplished  when  the  motivation 
is  strong  enough. 

OUACHITA  I’ARISH 

News  sent  in  by  Mrs.  Irving  J.  Wolff  from  the 
Ouachita  Parish  Auxiliary  tells  of  meetings  stress- 
ing many  phases  of  the  auxiliary  program.  Civil 
defense  has  been  especially  stressed  with  em- 
phasis laid  on  the  use  and  benefits  of  the  work 
and  the  importance  of  a well  informed  public. 
Legislation  concerning  the  recent  regulations  gov- 
erning the  nursing  profession  and  the  importance 
they  play  in  a recuperative  program  formed  an- 
other focal  point  for  consideration. 

This  group  acted  as  hostesses  during  the  eighth 
annual  conference  of  the  Louisiana  Health  Coun- 
cil held  in  Monroe  in  November,  and  held  an 
annual  Christmas  luncheon  in  December.  Mrs. 
De  Witt  T.  Milam  reported  on  the  activities  of  the 
A.  M.  A.  Auxiliary  convention  held  in  San  Fran- 
cisco, and  informed  the  membership  of  the  points 
of  her  Health,  Safety  and  Mental  Health  chair- 
manship. Mrs.  Ralph  Talbot,  local  nurse  recruit- 
ment chairman,  reviewed  the  “Careers  in  Nurs- 
ing” aims,  and  the  part  the  auxiliary  plays  in  this 
work.  The  Future  Nurses  clubs  were  interpreted 
to  the  membership  through  the  film  JUGS  giving 
a complete  picture  of  their  importance  and  valu- 
able services  to  the  public. 

T A NG 1 1 • A 1 1 ( ) A I*  A R I SH 

Tangipahoa  Parish  welcomed  home  state  presi- 
dent member  Emma  Wiginton  with  a Christmas 
party  which  was  a tribute  to  her  personal  success 
and  the  honors  she  brought  to  the  local  group. 
Reports  on  all  phases  of  auxiliary  activity  were 
made  with  particular  stress  on  an  increase  in 


Today’s  Health  subscriptions  secured.  Civil  De- 
fense Registrations  completed,  and  a new  Future 
Nurses  club  organized  at  Hammond  High  School. 

With  a small  and  scattered  membership  this 
group  is  typical  of  the  many  auxiliaries  through- 
out Louisiana  whose  collective  work  has  spelled 
such  progress  for  projects  intergrated  with  the 
success  of  the  medical  profession. 

A beautiful  silver  tray  with  a touching  inscrip- 
tion of  friendship  was  presented  to  Mrs.  Wiginton 
and  accepted  by  her  with  affecting  gratitude. 

ORLEANS  PARISH 

Orleans  Parish  welcomed  its  state  president  to 
its  January  meeting  held  January  12,  at  the  Or- 
leans Club  with  a luncheon  open  to  all  members 
preceding  the  session.  Mrs.  Eugene  Countiss  was 
chairman  of  the  luncheon,  which  has  now  been 
accepted  as  an  annual  event  honoring  the  state 
president,  with  Mrs.  James  Bailey  serving  as  co- 
chairman.  Mrs.  George  Feldner  presided  with 
ease  and  charm  as  toastmistress.  The  invocation 
was  given  by  Mrs.  Edwin  R.  Guidry  and  flower 
arrangements  of  camellias  were  prepared  under 
the  supervision  of  Mrs.  Esmond  Fatter.  Out  of 
town  guests  besides  the  honoree,  Mrs.  Wiginton, 
were  Mrs.  Henry  W.  Jolly,  Jr.,  and  Mrs.  Charles 
I.  Black  of  Baton  Rouge. 

Dr.  Edgar  Hull,  newly  elected  president  of  the 
Orleans  Parish  Medical  Society,  addressed  the 
group  in  the  auditorium  at  the  meeting  which  fol- 
lowed. His  talk  was  an  analysis  of  how  t'le  medi- 
cal profession  appeared  to  and  was  interpreted 
by  laymen,  and  how  the  auxiliary  could  function 
to  shape  that  interpretation.  Dr.  Hull  used  quo- 
tations from  the  Bible  interspersed  with  collo- 
quialisms from  modern  journalism  to  stress  his 
points. 

Also  on  the  program,  prepared  and  MC’ed  by 
Mrs.  John  Gooch,  was  Mrs.  Ralph  McDonogh,  an 
auxiliary  member  who  has  made  a hobby  of  china 
collections  and  who  with  illustrations  of  her  own 
precious  pieces  gave  an  informative  and  interest- 
ing demonstration. 

Mrs.  Wiginton’s  talk  reviewed  briefly  the  state 
projects.  She  managed  to  add  a personal  twist 
to  the  explanation  of  each  so  that  the  older  mem- 
bers were  given  a new  viewpoint  and  the  newer 
members  a thorough  insight  into  how  the  national 
and  state  programs  are  worked  through  the  in- 
dividual auxiliary  member.  Mrs.  Wiginton’s  theme 
for  her  year  as  president,  “Widening  Horizons  to 
Work,  Peace,  and  Love”  is  exemplified  in  her  at- 
titude toward  the  program  as  a whole  and  in  her 
interest  in  personally  meeting  and  talking  with 
each  member. 

Mazie  Adkins  Guidry 
(Mrs.  Edwin  R.) 

Chairman  of  Press  and  Publicity 
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Book  Reviews 


BOOK  REVIEWS 


Hypothyroidism:  An  Essay  on  Modern  Medicine; 

by  Paul  Starr,  M.D.,  Sprin^ield,  Illinois,  Charles 

C Thomas,  1954,  Pp.  127,  Price  $3.75. 

This  is  a 127  page  book  in  the  American  Lecture 
Series  by  the  ChaiiTnan  of  the  Department  of 
Medicine  in  the  University  of  Southern  California. 
It  presents  the  approach,  the  point  of  view  and 
the  methods  of  a particular  thyroid  clinic  in  deal- 
ing with  hypothyroidism.  It  is  by  no  means  a 
systematic  exposition  of  the  clinical  features  of 
myxedema.  Perhaps  the  main  thesis  of  the  author 
is  that  there  are  not  infrequently  mild  degrees  of 
hypothyroidism  which  are  capable  of  being  recog- 
nized by  modern  methods  and  that  treatment  of 
these  milder  syndromes  is  of  benefit  to  the  patient. 
This  represents  a somewhat  different  opinion 
from  that  of  Dr.  J.  H.  Means,  who  has  rather 
emphasized  the  rarity  of  milder,  intermediate  de- 
grees of  hypofunction  short  of  classical  myxe- 
dema. Dr.  Starr’s  book  will  be  useful  if  it  helps 
to  keep  minds  open  and  critical  on  this  question. 
Great  stress  is  placed  on  protein  bound  iodine 
determinations  in  the  evaluation  of  hypothyroid- 
ism and  the  PBI  level  is  much  used  by  this  group 
in  estimating  therapy  requirements  as  well.  Here 
one  cannot  but  wonder  if  the  laboratory  tail  is 
not  wagging  the  clinical  dog. 

The  book  should  be  of  interest  to  internists  as 
a provocative  presentation  of  a minority  view  on 
an  unsettled  question.  It  may  provide  comfort  to 
those  who  have  been  accustomed  to  administer 
thyroid  substance  on  empirical  grounds  and  give 
pause  to  those  who  have  been  ready  to  question 
the  use  of  thyroid  substance  in  the  absence  of 
myxedema. 

E.  B.  Ferguson,  M.  D. 


Undersfandiny  the  Japanese  Mind;  by  James  Clark 

IMoloney,  M.D.,  New  York,  N.Y.,  Philosophical 

Library,  1954,  Pp.  252,  $3.50. 

The  title  of  the  book  is  somewhat  misleading, 
for  the  author  does  not  elucidate  a great  deal 
about  the  Japanese  mentality.  He  does  depict  in 
a well  documented  manner  such  aspects  of  Japan- 
ese thinking  that  are  clearly  in  conflict  with  the 
basic  tenets  of  Freudian  psychoanalysis,  which 
was  the  product  of  Viennese  late  19th  centui'y 
culture. 

His  main  point  is  to  use  Westeim  psychoanalytic 
techniques  and  principles  as  devices  to  gain  in- 
sight into  Japanese  thought  in  terms  of  the  twists 
and  metamorphoses  inflicted  by  that  culture.  It 
becomes  evident,  as  Moloney  well  points  out,  that 
the  Japanese  culture  is  today  a mimicry  of  the 
West  festooned  upon  its  centuries-old  nationalism. 
Japan  is  a unity  with  its  subjects  and  products 
fused  into  it. 

Thus  the  process  of  “disindividualism”  occurs 
from  birth  on,  ultimately  culminating  in  the 
“coeval”  state  of  utter  nationalism.  This  con- 


clusion is  supported  by  historical  and  philosophical 
sources.  The  Japanese  have  taken  the  psycho- 
analytic concepts  that  give  impetus  to  individual- 
ity and  altered  them  (Moloney  calls  this  syn- 
cretism) to  their  opposite  of  producing  union 
with  the  coeval  state  of  being  a true  Japanese. 

For  the  psychiatric  reader  the  book  has  some 
appeal's,  as  when  Dr.  Moloney  describes  the  psy- 
chotics  and  their  care  in  Japan.  One  might  pause 
more  than  seldom  to  take  issue  with  some  of  his 
theoretical  concepts  of  psychodynamics,  such  as 
skin-ego.  It  might,  however,  seem  to  the  general 
medical  reader  that  the  author  has  spent  a great 
deal  of  space  without  clarifying  the  Japanese 
mind  beyond  its  immediate  reactions  to  Freudian 
psychoanalysis. 


Irvin  A.  Kraft,  M.  D. 

An  Atlas  of  Congeyiital  Anomalies  of  the  Heart 
and  Great  Vessels;  by  Jesse  E.  Edwards  and 
others,  Springfield,  Illinois,  Charles  C Thomas, 
1954,  Pp.  202,  Price  $13.50. 

The  organization  and  presentation  of  this  ma- 
terial is  precisely  as  the  name  implies — as  an 
atlas.  The  pathologic  material  and  roentgeno- 
grams reproduce  very  well.  Most  of  the  defects 
are  illustrated  by  a diagram  indicating  disturbed 
hemodynamics.  However,  the  clinical  data  pre- 
sented is  inadequate  to  allow  this  atlas  to  be  used 
widely  for  solution  of  clinical  problems.  The 
variations  in  histoiy,  physical  examination,  elec- 
trocardiograms, roentgenograms,  and  special  stud- 
ies such  as  angiocardiograms  and  cardiac  cathe- 
terization are  inadequately  treated  if  this  volume 
is  to  be  used  to  help  solve  clinical  problems  of 
congenital  cardiac  disease.  As  an  atlas  it  is  well 
done  but  as  a source  of  help  to  the  clinician  it 
leaves  much  to  be  answered  by  other  books. 

Clarence  T.  Ray,  M.  D. 


PUBLICATIONS  RECEIVED 

Lea  & Febiger,  Phila.:  Animal  Agents  and 
Vectors  of  Human  Disease,  by  Ernest  C.  Faust, 
M.  D. 

J.  B.  Lippincott  Co.,  Phila. : Regional  Enteritis, 
by  Frederick  F.  Boyce,  M.  D. 

W.  B.  Saunders  Co.,  Phila.;  Reactions  with 
Drug  Therapy,  by  Harry  L.  Alexander,  M.  D.; 
Peripheral  Vascular  Diseases,  by  Edgar  V.  Allen, 
M.  D.,  Nelson  W.  Barker,  M.  D.,  and  Edgar  A. 
Hines,  Jr.,  M.  D.  (2nd  Edit.). 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Normal  Labor,  by  Leroy  A.  Calkins,  M.  D.;  Reg- 
ional Allergy  of  the  United  States,  Canada, 
Mexico  & Cuba,  by  Max  Samter,  M.  D.,  and  Oren 
C.  Durham,  Chief  Botanist. 

University  of  Florida  Press,  Gainesville:  Flor- 
ida’s Hospitals  and  Nurses,  by  John  M.  Maclach- 
lan,  Ph.  D. 
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BANTHINE®  IN  PEPTIC  ULCER 


BANTHINE 

T 


disappearance  of  type  il  antrat  contractions 


II I III  III  II  IN  I II  III!  I III  II  I — 

PAIN 


11  minutes 


Effect  of  100  mg.  of  Banthme  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain. 

Hightower^  N.  C.>  Jr.y  and  Gambill,  E.  E.:  Gastroenterology  23  ; 244  {Feb.)  19S3. 


Hypermotility  and  Hyperacidity 

W ith  its  proved  anticholinergic  effectiveness, 
Banthine  has  been  found  extremely  useful  in  the 
medical  management  of  active  peptic  ulcer,  whether 
duodenal,  gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  be  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
e.xcess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co.,  Research  in  the 
Service  of  Medicine. 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  '‘‘‘effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach." 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effectiveness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin,  J.  M.;  Texter,  E.  C.,  Jr.;  Carter,  D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  153:JJ59  (Nov. 
28)  1953. 
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ADVERTISEMENT  DEPARTMENT 


The 


National  Foundation  for  Infantile  Paralysis 


especially  arranged  to  acquaint  physicians  quickly 
with  current  poliomyelitis  research  which  will  be  of 
particular  professional  and  public  interest  in  1955. 

Up-to-the-minute  report  on  the  status  of  polio- 
myelitis vaccine,  and  other  information  such  as 
schedule  of  administration  and  incidence  of  side 
reactions,  will  be  presented  by  leaders  in  the  develop- 
ment and  evaluation  of  the  vaccine. 

Information  also  will  be  presented  on  techniques 
of  preparation  of  poliomyelitis  vaccine  and  on  its 
probable  availability  during  1955. 

Attendance  will  be  limited  to  physicians.  Your  ticket 
of  admission  and  a preview  of  the  program  will 
reach  you  by  mail;  watch  for  them. 

Progress  Report  to  Physicians  on  Immunization  Against 
Poliomyelitis  is  being  produced  through  the  cooperation  of 


invites  you  to  attend  a closed  circuit, 
live  television  program 


on 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELECTRON  PHOTOMICROGRAPH 


36,000  X 


Streptococcus  pyogenes  is  a Grain-positive  organism  commonly  involved 
in  a great  variety  of  jiathologic  conditions,  including 
scarlet  fever  . tonsillitis  . pharyngitis  . otitis  media  • sinusitis 
bronchopulmonary  disease  . pyoderma  . empyema  • septicemia  . meningitis 
mastoiditis  . vaginitis  . rheumatic  fever  • acute  glomerulonephritis 


It  is  another  of  the  more  than  30  organisms  susceptible  to 

PAIMMVCI 

100  mg.  and  250  mg.  capsules 


I Upiohit  1 
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ADVERTISEMENT  DEPARTMENT 


'ANTEPAR’* 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

' SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

R»)Ltles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

'TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

I’ads  of  directions  sheets  for  patients  avail- 
able on  request. 

Av*  burroughs  WELLCOME  & C0.(U.S.A.)  INC. 
‘ r/'l  Tuckahoe,  New  York 


Simple,  Rapid,  Accurate 

Metabolic  Rale  Calculator 


Now  a low-cost  screening  procedure 
in  thousands  of  physicians'  offices 

Two  years  use  by  thousands  of  physicians  has 
shown  that  the  M-F  Calculator  provides  an 
accuracy  on  the  order  of  that  found  either  in 
serum  cholesterol  level  or  the  technic  of  in- 
direct calorimetry.  The  technic  employs  only 
the  factors  and  information  readily  available  in 
ordinary  office  examinations,  to  which  the 
patient  is  accustomed  and  which  he  normally 
expects.  The  patient  is  therefore  at  ease  and  his 
pulse  rate  and  pressure  may  reflect  his  true  state. 

Use  the  Calculator  (1)  as  a screening  pro- 
cedure; (2)  as  a re-check  on  results  of  metab- 
olism machine;  (3)  for  frequent  tests  to  note 
trends;  (4)  to  note  rate  rise  over  normal  after 
stimuli  of  eating,  exercise,  or  medication;  (5) 
for  excitable  patients  who  dread  the  face  mask. 
Furnished  with  each  Calculator  is  a 32-page 
booklet  with  valuable  information  on  how  it  may 
be  used  as  a routine  diagnostic  instrument. 

References:  Chinskv,  M.:  Evaluation  of  methods 
for  determining  basal  metabolic  rate  in  office 
practice,  Vol.  155,  No.  12,  pp.  1055- 

1057,  July  17,  1954. 

Read,  Marion  J.  and  Barnett,  Charles  lU.:  New 
formulas  for  predicting  basal  metabolic  rate  from 
pulse  rate  and  pulse  pressure.  The  Archives  of 
Internal  Medicine,  Vol.  57,  pp.  521-532  (1936). 

Send  for  your  M-F  Calculator  today.  Satis- 
faction guaranteed.  Price,  S 10.00. 

A.  S.  ALOE  COMPANY 

OF  LOUISIANA 
1425  Tulane  Ave.,  New  Orleans  12,  La. 

ST.  LOUIS  • LOS  ANGELES  • SAN  FRANCISCO 
SEATTLE  • MINNEAPOLIS  • KANSAS  CITY 
DALLAS  • ATL-ANTA  • WASH!  NGTON,  D.  C. 
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Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because  

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men  and  Women 

There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


i 

i 

i 
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THE  EARLE  JOHNSON 
SANATORIUM 

"In  the  Mountains  of  Meridian" 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

0 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


I 


Results  With 


‘ANTE  PAR’ 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ... 

Brown,  H.W.: 

J.  Pediat.  45:419,  1954. 

* SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

* TABLETS  OF  'ANTEPAR'  Citrate  brand 

, Piperazine  Citrate 

250  mg.  or  500  nig. , Scored 
Bottles  of  100.  ' 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


ACHROMYCIN  has  proved  effective  against:  | 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 

Pertussis  ] 

Otitis  Media  ; 

Scarlet  Fever  f 

Osteomyelitis 
Epidermal  Abscesses 
Acute  Brucellosis 
Pancreatic  Fibrosis 
Typhus  Fever 

Sinusitis  I 

Gonorrhea  : 

Bacillary  Dysentery  , 

Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 

Soft  Tissue  Infections  I 

Staphylococcal  Septicemia  | 

Pneumonoccal  Septicemia  ; 

Urogenital  Tract  Infections 

Acute  Extraintestinal  Amebic  Infections  , 

Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 

A TRULY  BROAD-SPECTRUM  ANTIBIOTIC 

Clinical  research  has  proved  ACHROMYCIN  to  be  efFective  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa. 


In  addition  to  its  true  broad-spectrum  activity,  ACHROMYCIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 


Achromycin,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  DIVISION  American  C^aruunid company  Pearl  River,  New  York 


*REG.  U.S.  PAT.  OFF. 
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a rapid,  reliable  urine-sugar  test  every 
time  because  every  batch  of  Clinitest 
Sealed-in-Foil  Reagent  Tablets  is  tested 
for  stability  under  conditions  as  exacting 
as  a tropical  rainy  season— 86°  to  90° 
temperatures  and  95%  humidity. 

Clinitest  Reagent  Tablets,  Sealed  in  Foil, 
boxes  of  24  and  500. 


the  last  tablet  as 


sealed-in-foil 

CLINITEST 

BRAND 

REAGENT  TABLETS 


AMES  DIAGNOSTICS 
Adjuncts  in  Clinical  Management 


AMES  COMPANY.  INC  - ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 


€2754 


ELECTRON  PHOTOMICROGRAPH 


64,000  X 

Hemophilus  influenzae  (“inlluenza  bacillus”)  is  a Gram-negative  organism  which  grows 
only  in  the  presence  of  hemoglobin.  Contrary  to  its  name,  it  is  not  the 
causative  agent  in  inlluenza,  but  rather  is  commonly  involved  in 

meningitis  • chronic  bronchitis  • bronchiolitis 
tracheobronchitis  . supraglottic  laryngitis  . bronchopneumonia 

It  is  a)U)tlier  of  the  more  than  30  organis?ns  susceptible  to 

PANMYCIN. 

100  mg.  and  250  mg.  capsides 


*TRADEMARK,  REG.  U.S.  PAT.  OFF. 
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pelaigoil 

cmpMi  i*i  aJll 

"Tier  M^Op^ 


• for  normal  infants 

• for  infants  with 
digestive  difficulties 

• for  premature  and 
marasmic  infants 


Pelargon  is  prepared  from  spray  dried 
whole  milk  modified  by  the  addition  of 
sucrose,  starch,  dextrins,  maltose,  and  dex- 
trose, and  fortified  by  vitamins  and  minerals  in 
amounts  exceeding  recommended  allowances.  This 
combination  of  sugars  leads  to  spaced  absorption — a 
physiologic  means  of  reducing  fermentation  and  prevent- 
ing sugar  from  flooding  the  blood  stream.  Pelargon’s  high 
content  of  biologically  complete  milk  protein  fulfills  protein 
needs  for  growth  and  maintenance.  Pelargon  is  acidified  with 
lactic  acid  to  facilitate  gastric  digestion. 

Forming  liquid  gastric  curds  with  zero  tension,  Pelargon  has 
earned  an  honored  place  in  infant  feeding,  not  only  for  normal 
infants,  but  for  infants  with  digestive  difficulties,  and  for  premature 
and  marasmic  infants.  No  supplementation  necessary. 


THE  NESTLE  COMPANY,  INC.  • Professional  Products  Division  • White  Plains,  New  York 
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blMeblood 

Only  a long  and  distinguished  ancestry  of 
champions  can  produce  a feline  blueblood. 

Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers. 


au 


Alexander  Graham  Bell 


Successor  to  j^iCtrk  Heari 


Hearing  Aid  Division 
123  Worcester  St..  Boston,  Mass. 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  "New  World."  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear"  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients’  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 


the  blueblood  of  hearing  aids 


new: 


all-transistor 
Model  72 
by  Audivox 
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"'an  effective  antirheumatic  agent"* 

nonhormonal  anti-arthritic 

BUTAZOLfDIN*» 

(brand  of  phenylbutazone) 

relieves  pain  ♦ improves  function  • resolves  inflammation 


The  standing  of  Butazolidin  among  today’s  anti-arthritics  is  at- 
tested by  more  than  250  published  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  results  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Arthritis  Rheumatoid  Arthritis  Psoriatic  Arthritis 
Rheumatoid  Spondylitis  Painful  Shoulder  Syndrome 
Butazolidin®  (brand  of  phenylbutazone)  red  coated  tablets  of  100  mg. 

*Bunim,  J.  J.:  Research  Activities  in  Rheumatic  Diseases.  Pub.  Health  Rep.  69:437,  1954. 


m 


GEIGY  PHARMAGEUTIGALS 

Division  of  Geigy  Chemical  Corporation,  220  Church  Street,  New  York  13.  N Y. 


46SSS 


ELECTRON  PHOTOMICROGRAPH 


fjde^oSuC'let  ae^o^ne^  42,000  x 

Aerobacter  aerogenes  (Bacillus  lactis  aerogenes)  is  a 
methyl  red-negative,  gas-forming  organism  which, 
although  found  in  the  normal  intestine,  is  commonly  involved  in 

urinary  tract  infections  and  peritonitis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PAN  MVCIN.. 

100  mg.  and  250  mg.  capsules 


♦ TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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With  usual  doses  of  Terfonyl  the  danger  of 
kidney  blockage  is  virtually  eliminated  Each 
of  the  three  components  is  dissolved  in  body 
fluids  and  excreted  by  the  kidneys  as  though 
it  ivere  present  alone.  The  solubility  of  Ter- 
fonyl is  an  important  safety  factor. 

Terfonyl  contains  equal  parts  of  sulfadiazine, 
sulfamerazine  and  sulfamethazine,  chosen  for 
their  high  effectiveness  and  low  toxicity. 

Terfonyl  Tablets  0.5  Gm.  Bottles  of  100  and  1000 

Terfonyl  Suspension,  0.5  Gm.  per  5 cc. 

Appetizing  raspberry  flavor  • Pint  bottles 


Squibb  a name  you  can  trust 


'TERFONYt'  »S  A SOUIBB  1RA0EMARK 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


Viceroy 


WORLD’S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


TO  RlTiR-FUTER- FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


. V'-.? 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


Viceroy 

filter  'Uip 

CIGARETTES 

KING-SIZE 


ONLY  VICEROY  GIVES  YOU 


Z0,000  FilterTiaps 


IN  EVERY  FILTER  TIP 
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in  its  completeness 


PILLS 


Digitalis 

(Davies,  Rose) 

i 0.1  Gram 

(iWii.  srains) 
i CAUTION:  F«iBr«l 
■ law  probibiU  dUpcns- 
inff  witbotjt  prfr*crip- 
; ticm  

M»m,  ROSi  t C9.  IM, 
B«tM  Hass..  0S.R 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


POLIOMYELITIS 
IMMUNE  GLOBULIN 

(human) 

y 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 

AMER/CAX  Ciianamid  coMPA\'r  Pearl  River,  New  York 


CARDIOLOGY  DAY 

A one  day  “Refresher  type”  course 
stressing  the  various  aspects  of  heart 
disease  will  be  held  at  the  Louisiana 
State  University  School  of  Medicine 
on  Saturday,  May  14,  1955,  com- 
mencing at  9:30  a.  m. 

Those  interested  please  inquire 
Department  of  Medicine, 

L.  S.  U.  School  of  Medicine, 

New  Orleans  12,  Louisiana. 

Registration  Fee  $10.00 


ELECTRON  PHOTOMICROGRAPH 


Q)e/i/c€C€CU^  /i^ieumcniae  44.000  x 

Diplococcus  pneumoniae  (Streptococcus  pneumoniae)  is  a Gram-jjositive 
organism  commonly  involved  in 

lobar— and  bronchopneumonia  • chronic  bronchitis  • mastoiditis  • sinusitis 
otitis  media  • and  meningitis. 

It  is  another  of  the  more  than  30  organisms  s-nsceptible  to 

PANMYCIN 

100  mg.  and  230  mg.  capsules 


•trademark,  reo.  u.  s.  pat.  off. 


I^john 
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A NEW- BETTER -SERVICE  FOR  YOU 
A NEW  SOUTHWESTERN  BRANCH  FOR  US  . . . 


Served  by  your  local  representatives,  you  can  now  take  advantage  of  all  the 
world-wide  resources  of  V.  Mueller  & Company  — instrument  makers  to  the  profes- 
sion since  1895.  Really  fine  instruments — standard  and  special — and  modern  sur- 
gical equipment  are  available  here  for  every  field  of  modern  surgical  practice.  We 


offer  you  intelligent  service,  the  world 

Instruments  For  All  Surgery 
Herb-Mueller  Explosion-Proof  Ether- 
Vapor-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Office  & Hospital  Equipment 


's  finest  quality  products  at  moderate  prices. 

Cutter  Laboratory  Products 
Sutures — Dressings — All  Kinds 
Rubber  Goods — Sundries 
AN  EXCELLENT  REPAIR  SERVICE 
For  Diagnostic  and  Surgical 
Instruments 

Office  Sterilizers,  Autoclaves 


INSTRUMENT  MAKERS  TO  THE  PROFESSION  SINCE  1895 


CARMODY  ASPIRATOR  . . . 

For  all  office,  bedside,  and  many  surgi- 
cal procedures  . . . Dependable,  simple, 
quiet  . . . Develops  to  25"  (Hg.)  vac- 
uum, spray  pressure  to  15  lbs.  . . . 
Compact,  portable,  with  vacuum  gauge, 
control  valve,  filter  in  spray  stream, 
safety  trap,  full  quart  vacuum  bottle, 
automatic  thermal  overload  protection. 
Suction  tip,  cut-off,  tubings  included. 
Each,  $145. 


^l/^cMcieMe^  & Gy. 

MEDICAL  ARTS  BUILDING  DALLAS  1,  TEXAS 

Telephone;  Prospect  4881 

MAIN  PLANT:  330  S.  HONORE  ST.,  CHICAGO  12,  ILLINOIS 


PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 

SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D, 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D, 

0.  Wharton  Brown,  Jr.,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 


Eye,  Ear,  Nose  S:  Throat 
Gerald  Joseph,  M.  D. 
James  K,  Wood,  M.  D. 

Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 


134  North  19th  St. 
Telephone  4-1517 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AI\D  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 

Gynecology  and  Obstetrics  Surgery 

Dr.  Thomas  Benton  Sellers  Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward  Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnoIia  3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  - 0796 


DR.  RICHARD  W,  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  ALFRED  T.  BUTTERWORTH 
Psychiatry 

4335  ST.  CHARLES  AVENUE 
JAckson  0793 
Hours  by  Appointment 
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1 PROFESSIONAL  CARDS 

DR.  HARRY  ZOLLER 

GEORGE  GAETHE,  M.  D. 

TEMPORAL  BONE  SURGERY 

and 

DERMATOLOGY 

FENESTRATION  FOR  OTOSCLEROSIS 

SURGICAL  PLANING  FOR  ACNE  SCARS 

1109  Pere  Marquette  Building 

and 

OTHER  SKIN  DEFECTS 

RA.  2535  By  Appointment 

30O  Medical  Arts  Bldg.  TY.  3355 

DR.  NATHAN  H.  POLMER 

BLAISE  SALATICH,  D.D.S.,  M.D. 

Physical  Medicine — Rehabilitation 

PRACTICE  LIMITED  TO  ORTHOPEDIC 

2209  Carondelet  St. 

SURGERY 

2-5  P.  M. 

1212  Maison  Blanche  Building 

Off.:  JA  3318  Res.:  JA  3180 

CAnal  7697  By  Appointment 

THE  OWENS  CLINIC 

for 

DR.  B.  G.  EFRON 

PLASTIC  AND  RECONSTRUCTIVE 

SURGERY 

DR.  STANLEY  COHEN 

2223  Carondelet  Street 

New  Orleans  13,  Louisiana 

ASTHMA,  HAY  FEVER,  AND  OTHER 

Telephone:  CAnal  0106 

ALLERGIC  DISEASES 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 

1441  Delachaise  Street  New  Orleans 

Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

DR.  LUCIAN  W.  ALEXANDER 

for 

DISEASES  OF  THE  SKIN 

FENESTRATION  FOR  OTOSCLEROSIS 

SCAR  REMOVAL  BY  ABRASION 

OTOLARYNGOLOGY 

Maison  Blanche  Building 

1230  Maison  Blanche  Building 

New  Orleans  16,  La. 

RA.  4829 

MA.  5317  By  Appoinlment 

KENNETH  A.  RITTER,  M.  D. 

WM.  H.  SYLL,  SR.,  M.D. 

Psychiatry  and  Neurology 

GENERAL  SURGERY 

8211  Apricot  Street 

Hours  by  Appointment 

New  Orleans 

WA.  2324  By  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


CANCER  RESEARCH* 

For  the  fiscal  year,  1954-55,  the  American  Cancer  Society  has  allo- 
cated more  than  $5,500,000  for  its  national  research  program. 

In  the  last  ten  years,  the  ACS  has  devoted  about  $34,947,000  to 
cancer  research. 

The  ACS  is  helping  support  research  by  one  thousand  top-flight 
scientists  working  in  approximately  132  hospitals,  universities,  labora- 
tories, etc. 

Working  with  these  key  investigators  in  research  are  some  3,000 
younger  men  and  women  serving  as  technicians  or  training  for  larger 
responsibilities. 

During  the  fiscal  year  1954-55,  ACS  sponsored  grants-in-aid  will 
total  295,  with  an  additional  49  institutional  and  special  purpose  grants. 

In  the  past  ten  years,  the  number  of  grants-in-aid  sponsored  by  the 
ACS  totaled  2,025 ; institutional  research  and  special  purpose  grants, 
297 ; research  fellowships  and  scholar  grants,  513. 

In  1954-55,  ACS  research  funds  are  financing  79  fellowships  and 
scholar  grants  to  help  train  young  investigators  for  research  careers. 

ACS  grants  are  now  operating  in  36  states  and  the  District  of 
Columbia. 


* From  1955  CANCER  FACTS  AND  FIGURES  — American  Cancer  Society 
Bulletin. 
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DEXTRI-MALTOSE 

MANUFACTURED  SPECIFICALLY 


FOR  INFANT  FORMULAS 

Dextri-Maltose  is  specifically  designed  for  infant  formulas— 
and  only  infant  formulas.  Unlike  many  milk  modifiers, 
Dextri-Maltose  is  palatable  but  not  sweet.  It  does  not  cloy  the 
appetite.  Infants  fed  Dextri-Maltose  formulas  do  not.  develop  a 
"sweet  tooth”  which  may  cause  later  resistance  to  essential  foods. 

The  dextrins  and  maltose  in  Dextri-Maltose,  plus  the 
lactose  of  milk,  give  the  infant  a mixture  of  three  different 
carbohydrates.  These  are  broken  down  at  different  rates  in  the 
intestinal  tract.  Absorption  is  gradual.  Sudden  fluctuations 
in  blood  sugar  levels  are  prevented. 

Dextri-Maltose®  is  always  kept  safe  and  dependable 
through  meticulous  quality  control.  No  other  carbohydrate  used 
in  infant  feeding  has  such  a background  of  acceptance 
and  dependability. 

the  importance  of  adequate  added  carbohydrate 

Added  carbohydrate  provides  calories  needed  to  spare  protein  for 
tissue  building,  to  permit  proper  fat  metabolism  and  promote  good  water 
balance.  Authorities  on  infant  feeding  recommend  the  addition 
of  about  5%  carbohydrate  to  milk  and  water  mixtures.  This  proportion 
of  carbohydrate  is  obtained  by  adding  1 tablespoon  of 
Dextri-Maltose  to  each  5 or  6 ounces  of  fluid. 


MEAD  JOHNSON  & COMPANY 
EVANSVILLE,  INDIANA,  U.S.A. 


The  Surgical  Treatment  of  Mitral  Insufficiency, 
by  Houck  E.  Bolton,  M.  D.,  William  L.  Jami- 
son, M.  D.,  and  Donald  Berkowitz,  M.  D., 
Philadelphia,  Pennsylvania  129 

Allergy  in  General  Practice,  by  J.  P.  Sanders, 

M.  D.,  Shreveport  142 

Rheumatism  Resembling  Rheumatoid  Arthritis, 

by  Thomas  E.  Weiss,  M.  D.,  New  Orleans  ...  147 
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wide  clinical  range; 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  aii 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 
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POLIO  VACCINATION  PROGRAM 

On  or  about  April  12th  Dr.  Thomas  Francis,  Director,  Poliomyelitis 
Vaccine  Evaluation  Center,  is  expected  to  release  the  evaluation  report 
on  the  Salk  Polio  Vaccine  field  trials  of  1954. 

If  the  National  Institutes  of  Health  agree  that  the  vaccine  is  safe 
and  effective  and  license  it,  the  National  Foundation  for  Infantile 
Paralysis  will  provide  the  State  Department  of  Health  with  enough 
vaccine  to  vaccinate  the  first  and  second  grade  children  of  each  public, 
private  and  parochial  school  in  Louisiana. 

In  addition  Caddo,  Bossier  and  Rapides  Parishes  will  receive  enough 
vaccine  to  vaccinate  the  second  grade  children  of  last  year  who  were  not 
vaccinated  and  the  fourth  grade  children  of  this  year.  These  parishes 
were  the  Louisiana  field  trial  areas  of  1954  and  these  children  served 
as  controls  in  last  year’s  program. 

Vaccine  wfil  be  administered  only  to  those  children  whose  parents, 
in  writing,  request  that  the  child  be  vaccinated. 

The  program  this  year  is  not  to  be  another  test.  If  the  vaccine  is 
licensed  it  will  be  the  first  use  of  a new  preventive  vaccine. 

The  State  Department  of  Health,  because  of  the  short  time  remain- 
ing before  the  start  of  the  current  polio  season,  is  going  ahead  with 
plans  to  vaccinate  the  children  on  the  assumption  that  the  vaccine  will 
be  licensed.  This  will  permit  earlier  use  of  the  vaccine  if  it  is  licensed. 

Louisiana  has  approximately  180,000  children  who  are  eligible  for 
vaccination  in  the  official  program.  Each  of  the  children  for  whom 
vaccination  is  requested  will  receive  3 injections  of  1 cc  each  of  vaccine. 
The  second  injection  will  be  given  one  week  after  the  first  and  the 
third,  one  month  after  the  second. 
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Lotiisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


With  ‘‘Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  ‘^sense  of  well-being” 
imparted  is  highly  gratifying 
to  the  patient. 

•'Premarin”(a  — Conjugated  Estrogens  (equine) 


5513 
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know  your  diuretic 


will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 

uninterrupted  therapy  i'he  hey  factor  in  diuretic  control  of 
congestive  failure.  You  con  prescribe  NEOHYDRIN 
every  day,  seven  days  o week,  as  needed. 


TABLET 


NEOHYDRIN 

BRAND  OF  CH  LORM  ERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI- 

2-METHOXY.PROPYLUREA  IN  EACH  TABLET) 


no  "rest" periods . . . no  refractoriness 
acts  only  in  kidney... 

no  unwanted  enzyme  inhibition 
in  other  parts  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM® 

BRAND  OF  MERALLURIDE  INJECTION 


eac/e'?iiA^  In  cYui'f<ellc  -ye6ea'?k^ 

'^e  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 
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TIMBERLAWN  SANITARIUM 

For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  n-  , James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  3 ° J.  M.  Lewis,  M.D.,  Resident  Psychiatrist 

Miss  Lora  Belle  Roach,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Mrs.  Elsie  Marie  Johnson,  R.N.,  O.T.R.,  Director  of  Occupational  Therapy 


Prescription  Headquarters  Since  1905 


RADIUM  and  RADIUM  D+E 

MEDICAL  BOOKS 

(Including  Radium  Applicators) 

Of  All  Publishers 

FOR  ALL  MEDICAL  PURPOSES 

Any  book  on  Medicine,  Surgery,  and 

Est.  1919 

Nursing 

Quincy  X-Ray  and  Radium 

J.  A.  MAJORS  COMPANY 

Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

1301  Tulane  Ave. 

HAROLD  SWANBERG,  B.  S.,  M.  D., 

NEW  ORLEANS  12,  LA. 

Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 

Catalogs  cheerfully  sent  upon  request 

to  combat  resistant  bacteria 


Chloromycetin. 

The  rising  incidence  of  bacterial  resistance  to  various 
antibiotics  constitutes  a serious  therapeutic  problem.  Many 
infections,  once  readily  controlled,  are  now  proving 
diflBcult  to  combat.  Administration  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  is  often  useful  in 
these  cases  because  this  notable,  broad-spectrum  antibiotic 
is  frequently  effective  where  other  antibiotics  fail. 

“. . . An  advantage  of  CHLOROMYCETIN  appears  to  be  its  relatively 
low  tendency  to  induce  sensitization  in  the  host  or 
resistance  among  potential  pathogens  under  clinical  conditions.”* 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and, 
because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

*Pratt,  R.,  & Dufrenoy,  J.:  Texas  Rep.  Biol.  & Med.  J2;145,  1954, 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


The  Burdick  EK-2  Direct-Recording  Electrocardiograph  brings  you 
the  following  important  features: 

STABILITY  when  switching  rapidly  from  one  lead  to  another. 

PRECISION  RECORDING  sensitive  to  rapid  changes  in  poten- 
tial. 


CONTINUOUS  TIME  MARKER  independent  of  chart;  assures 
accuracy  of  time  factor. 


SIMPLIFIED  LEAD  MARKING;  automatic  for  first  four 
leads. 

Call  or  write  today  for  literature  or  demonstration  on  the  Burdick 
EK-2. 


R)EA€(DC11C 
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SURGICAL  COMPANY  'nc. 
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<235  TEXAS  AVENUE 

SHREVEPORT,  LOUISIANA^^* 
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PREOPERATIVE  SEDATION... 

one  of  the  flf.  uses  for 


short-acting  NEMBUTAL' 


(Pentobarbital,  Abbott) 

Just  0.1  Gm.  (IH  grs.)  of  short- 
acting Nembutal  the  niglit  before 
and  0.1  to  0.2  Gin.  (1^2  to  3 grs.)  two 
hours  before  operation  will  allay  ap- 
prehension, induce  sleep  and  decrease 
the  amount  of  general  anesthetic 
needed.  And  with  these  advantages: 


Short-acting  Nembutal  can 
produce  any  desired  degree  of  cere- 
bral depression — from  mild  seda- 
tion to  deep  hypnosis. 

The  dosage  required  is  small — 
only  about  one-half  that  of  many 
other  barbiturates. 

Hence,  there’s  less  drug  to  be  in- 
activated, shorter  duration  of  effect, 
wide  margin  of  safety  and  little 
tendency  toward  morning-after 
hangover. 


In  equal  oral  doses,  no  other  bar- 
biturate combines  quicker,  briefer, 
more  profound  effect.  ^ cytt 
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You  know  the  ^^don’ts^^  of  sodium  restriction 
— the  list  is  long.  Here  are  some  "do’s”  that 
will  add  zest  to  your  patient’s  diet.  And  with 
new  flavors  to  replace  salt,  he’ll  have  a diet  he 
can  stick  to. 

Here's  what  can  be  used— 

Spices  and  herbs,  lemon  and  lime,  variously  flavored 
vinegars  are  all  acceptable.  And  fresh-ground  pepper  has 
a pungency  that  never  came  out  of  a shaker! 

Here's  how— 

Hamburger  takes  well  to  a pinch  of  thyme,  another  of 
marjoram,  and  a sprinkle  of  pepper.  Chicken’s  delicious 
with  a squeeze  of  lemon,  a touch  of  rosemary,  and  sweet 
butter  to  baste.  And  broiled  steak  speaks  for  itself. 

Vegetables  are  even  easier.  Your  patient  may  like  them 
livened  with  vinegar — white  wine  vinegar  with  mild 
flavored  vegetables,  red  with  more  robust  flavors.  Broccoli 
and  asparagus  are  especially  good  with  lemon  juice. 

If  butter  is  a "must,”  make  it  sweet  butter  with  nutmeg 
or  rosemary  on  string  beans.  Savory  brings  out  the  best 
in  limas,  while  tarragon  teams  with  carrots,  basil  with 
tomatoes.  And  onions  boiled  with  whole  clove  and  thyme 
would  delight  the  taste  of  an  epicure! 

This  is  only  the  beginning,  but  it  gives  your 
patient  something  to  start  with.  Before  long 
he’ll  want  to  experiment  for  himself  And  while 
he’s  learning  new  flavor  tricks,  your  treatment 
has  a chance  to  show  its  full  effectiveness. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

1 mg.  sodium/100  gm. 

17  mg.  sodium, 8 oz.  glass 

(Averoge  of  Americon  beers) 


’ fou 


THYME 


SWEET  Bl/TTBR 


VINEGAR 


If  you'd  like  reprints  of  1 2 different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Ave.,  New  York  17,  N.Y. 


Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 ' 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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—in  the  severe  shock.. 


secondary  to  myocardial  infarction 


Acute 

myocardial  infarction 
L.  coronary  a.  occlusion 


..may 

be 


WINTHROP 


BITARTRATE 


A series  of  14  cases  of  severe  shock 
accompanying  myocardial  infarction  was 
treated  by  various  methods.  All  of  the  6 patients 
who  received  Levophed  recovered  despite  the  presence 
of  congestive  heart  failure.’ 


life-saving 


Write  for  detailed  literature. 


The  practically  instant  pressor  effect  of  Levophed— 
within  10  to  30  seconds— may  usually  be 
maintained  at  desired  levels  almost  indefinitely. 


me. 

NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


1.  Gazes,  P.  C.,  Goldberg,  L.  I.,  and  Darby,  T.  D.;  Circulation,  8:  883,  Dec.,  1953. 
Levophed  bitartrate,  brand  of  levarterenol  bitartrate 
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The  members  of  the  Louisiana  Pathology  Society  invite  the  attention  of  their  fellow 
Louisiana  physicians  to  the  informative  bulletins  that  will  appear  monthly  on  this  page. 


COORDINATED  DISCORD  IN  HEMOGLOBINOMETRY 

"What  do  you  want  to  call  100%  this  week?" 


100% 

Normal 

13.5  gm 

14.0  gm 

14.5  gm 

15.0  gm 

15.6  gm 

16.0  gm 

16.5  gm 

17.0  gm 

17.5  gm 

2 gm 

14.8% 

14.3% 

13.8% 

13.3% 

12.8% 

12.5% 

12.2% 

11.8% 

11.4% 

3 gm 

22.2% 

21.4% 

20.7% 

20.0% 

19.2% 

18.7% 

18.2% 

17.6% 

17.1% 

4 gm 

29.6% 

28.6% 

27.6% 

26.6% 

2.5.6% 

25.0% 

24.2% 

2.3.5% 

22.8% 

5 gm 

37.0% 

3.5.7% 

34.5% 

.3,3.3% 

32.1% 

31.2% 

30.3% 

29.4% 

28.6% 

6 gm 

44.4% 

42.8% 

41.4% 

40.0% 

38.5% 

•37.5% 

36.4% 

.3.5.3% 

34.3% 

7 gm 

51.8% 

.50.0% 

48.3% 

46.7% 

44.8% 

43.8% 

42.4% 

41.2% 

40.0% 

8 gm 

59.3% 

,57.2% 

55.2% 

.53.3% 

51.3% 

50.0% 

48.4% 

47.2% 

45.6% 

9 gm 

66.6% 

64.3% 

62.1% 

60.0% 

.57.7% 

56.3% 

54.5% 

52.9% 

51.4% 

10  gm 

74.2% 

71.4% 

69.0% 

66.7% 

64.2% 

62.4% 

()0.6% 

58.8% 

57.2% 

11  gm 

81.4% 

78.5% 

75.8% 

73.3% 

70.5% 

68.8% 

66.7% 

64.7% 

02.8% 

11  gm 

81.4% 

78.5% 

75.8% 

73.3% 

70.5% 

68.8% 

66.7% 

64.7% 

02.8% 

12  gm 

88.9% 

85.7% 

82.8% 

80.0% 

76.8% 

75.0% 

72.7% 

70.6% 

08.0% 

13  gm 

96.2% 

92.6% 

89.7% 

86.7% 

83.3% 

81.2% 

78.8% 

76.4% 

74.3% 

14  gm 

103.7% 

100.0% 

96.5% 

93.3% 

89.7% 

87.4% 

84.8% 

82.3% 

80.0% 

15  gm 

111.1% 

107.2% 

103.3% 

100.0% 

96.2% 

93.7% 

90.8% 

88.2% 

85.8% 

16  gm 

118.6% 

114.2% 

110.8% 

106.6% 

102.6% 

100.0% 

97.0% 

94.2% 

91.4% 

17  gm 

125.8% 

122.4% 

117.2% 

113.2% 

109.0% 

106.2% 

103.1% 

100.0% 

97.2% 

18  gm 

133.2% 

128.6% 

124.2% 

120.0% 

115.2% 

112.6% 

109.2% 

105.8% 

102.8% 

19  gm 

140.7% 

135.6% 

131.1% 

126.6% 

121.8% 

118.7% 

115.1% 

111.7% 

108.6% 

20  gm 

148.1% 

142.8% 

1.37.9%, 

13.3.3% 

128.2% 

125.0% 

121.2% 

117.7% 

114.2% 

“Another  reason  for  inaccuracies  in  hemoglobin  estimation  is  that  the  first  crude  instruments 
which  were  developed  used  arbitrary  standards  and  reported  the  results  in  terms  of  per  cent  of  a 
so-called  “normal  value”.  There  has  never  been  an  agreement  as  to  what  value  is  most  repre- 
sentative of  normal.  As  new  instruments  and  methods  were  developed,  each  manufacturer  used 
his  own  standard,  the  result  being  that  aliquots  of  blood  on  one  instrument  might  read  100%  and 
on  another  85%,  and  neither  would  tell  how  much  hemoglobin  there  was.  There  can  be  no  one 
value  for  hemoglobin  which  is  normal  for  all  individuals,  since  the  concentration  of  hemoglobin 
varies  with  age,  se.x  and  altitude.  The  reporting  of  hemoglobin  in  per  cent  belongs  to  the  horse 
and  buggy  days  and  should  be  relegated  to  the  museum  of  interesting  but  useless  antiques  along 
with  the  saddle  bag  and  divining  rod. 

“There  is  one  way  to  report  hemoglobin  and  that  is  in  terms  of  absolute  value  or  grams  per 
100  ml.  No  clinician  should  be  wdlling  to  accept  the  report  of  hemoglobin  in  terms  of  per  cent.” 
(From  the  TEXTBOOK  of  CLINICAL  PATHOLOGY  by  Miller,  written  by  L.  W.  Diggs,  M.D.) 
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THE  SURGICAL  TREATMENT  OF 
MITRAL  INSUFFICIENCY  * 
HOUCK  E.  BOLTON,  M.  D.  f 
WILLIAM  L.  JAMISON,  M.  D.  f 
DONALD  BERKO  WITZ,  M.  D.  % 
Philadelphia,  Pa. 

INTRODUCTION 

Since  the  advent  of  cardiac  surgery,  the 
attention  of  the  physician  and  surgeon  has 
been  focused  upon  mitral  regurgitation. 
This  lesion,  formerly  considered  benign 
and  compatible  with  normal  life  and  func- 
tional freedom,  has  revealed  itself  as  a 
considerable  factor  in  the  prognosis  of 
patients  with  rheumatic  heart  disease. 

Mitral  regurgitation  may  exist  as  the 
only  aftermath  of  rheumatic  activity,  or 
it  may  accompany,  in  varying  physiologic 
degrees,  the  presence  of  mitral  stenosis. 
In  either  case  it  adds  to  the  cardiovascular 
burden  and  may  be  responsible  for  all  or 
the  majority  of  the  manifestations  of 
heart  disease. 

This  lesion  is  peculiar  in  that  it  places 
a major  physiological  burden  upon  the  left 
ventricle.  Its  secondary  effects  are  upon 
the  pulmonary  vascular  tree,  and  subse- 
quently, the  right  ventricle.  In  brief,  it 
has  the  same  major  effect  as  mitral  sten- 


*  Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans,  La. 

t Surgeons  to  the  Bailey  Thoracic  Clinic,  and 
Department  of  Thoracic  Surgery  of  the  Hahne- 
mann Medical  College  and  Hospital,  Philadelphia, 
Pennsylvania. 

t Department  of  Medicine,  Temple  University 
Hospital,  Philadelphia,  Pennsylvania.  (Formerly 
Chief  Resident  in  Medicine,  Hahnemann  Hospital, 
Philadelphia,  Pennsylvania). 


osis  with  an  additional  effect  upon  the  left 
ventricle. 

Significant  mitral  regurgitation  is  in- 
compatible with  normal  functional  integ- 
rity whether  it  exists  alone  or  in  combina- 
tion with  mitral  stenosis  and,  therefore, 
fully  justifies  the  various  surgical  tech- 
niques applied  to  its  correction. 

A point  which  is  becoming  increasingly 
more  evident  is  the  frequent  inaccuracy 
of  the  auscultatory  recognition  of  mitral 
insufficiency,  since  we  are  able  to  compare 
the  auscultatory  findings  preoperatively 
with  the  findings  at  surgery.  A quantita- 
tive evaluation  of  regurgitation  presents 
somewhat  of  a problem.  We  have  at- 
tempted to  do  this  by  submerging  the  in- 
dex finger  in  water  and  ejecting  varying 
quantities  of  fluid  through  varying  sized 
orifices  toward  the  index  finger  and  in 
such  a fashion  evaluate  the  amount  of  the 
regurgitant  jet  of  blood  with  the  index 
finger  within  the  left  atrium.  We  have 
attempted  to  evaluate  the  degree  of  re- 
gurgitation and  after  a considerable  ex- 
perience we  have  felt  that  a regurgitation 
of  10  cc.  or  less  is  of  insignificant  dynamic 
physiologic  importance.  When  a greater 
amount  of  regurgitation  exists,  one  must 
consider  the  surgical  correction  of  this 
lesion. 

In  contrast  to  the  condition  of  the  left 
ventricle  in  mitral  stenosis  which  remains 
relatively  normal  in  size,  the  ventricle  in 
mitral  insufficiency  becomes  greatly  di- 
lated and  hypertrophied  by  virtue  of  the 
compensatory  effect  to  produce  an  ade- 
quate aortic  output  when  a large  portion 
of  the  contents  of  the  left  ventricle  is  re- 
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gurgitated  into  the  left  atrium.  This  is 
obviously  less  prominent  when  a minor 
insufficiency  exists. 

I'lIYSIOLOGICAL  CLASSIFICATION 

Mitral  insufficiency  may  be  classified 
physiologically  by  simply  dividing  it  into 
grades  1,  2,  3,  and  4,  depending  upon  the 
magnitude  of  the  regurgitation  per  ven- 
tricular systole.  Such  quantitative  evalua- 
tion is  rather  difficult  by  cardiac  cathe- 
terization because  of  the  frequency  with 
which  atrial  fibrillation  is  present  (atrial 
fibrillation  was  present  in  71.3  per  cent 
of  our  cases  operated  for  mitral  insuffi- 
ciency) while  digital  “palpation”  of  the 
regurgitant  jet  of  blood  with  the  index 
finger  is  not  entirely  accurate,  it  seems  to 
be  the  most  reliable  method  we  have  for 
evaluation  at  the  present  time. 

We  feel  that  a grade  1 or  1 plus  insuffi- 
ciency is  a small  regurgitant  jet  which  we 
have  estimated  to  be  no  more  than  5 cc. 
per  heart  beat. 

A 2 plus  regurgitation  is  somewhat 
larger  and  is  a greater  amount  of  blood 
than  w'hat  we  estimate  to  be  no  more  than 
10  cc.  per  heart  beat. 

A 3 plus  regurgitation  is  estimated  to 
be  betw'een  10  and  30  cc.  per  heart  beat, 
and  the  4 plus  regurgitation  to  be  all  of 
those  cases  exceeding  30  cc.  of  regurgita- 
tion per  ventricular  systole. 

PATHOLOGIC  CLASSIFICATION 

Mitral  insufficiency  may  be  classified, 
according  to  the  type  of  lesion  it  presents, 
into  congenital,  traumatic,  functional. 
(Table  1.) 

TABLE  1 


CLASSIFICATION  OF  MITRAL  INSUFFICIENCY 


Type  of  Valve 

Number  of 
Cases 

Percentafre 

Functional  Insufficiency 

58 

13.5 

Organic  or 

Mechanical  Insufficiency 

158 

36.9 

Traumatic  Insufficiency 

Insufficiency  created 

158 

36.9 

Insufficiency  increased 

47 

11.0 

Congenital  Insufficiency 

7 

1.7 

TOTAL 

428 

100.0 

Congenital  Mitral  Insufficiency.  There 
are  undoubtedly  many  different  congenital 
anomalies  of  the  mitral  valve  which  might 


produce  insufficiency;  however,  we  have 
only  encountered  two  types.  There  were 
3 patients  with  one  or  more  perforations 
of  either  one  or  both  of  the  leaflets  of  the 
valve.  There  were  5 cases  encountered 
which  had  an  anomaly  which  was  associ- 
ated with  an  interatrial  septal  defect  of 
the  ostium  primum  type.  A congenital 
cleft  in  the  septal  leaflet  was  proved  sub- 
sequently in  2 of  these  patients. 

Traumatic  Insufficiency.  While  rare  in- 
stances have  been  reported  in  which  mitral 
insufficiency  has  resulted  from  a bullet 
wound  1 or  a stab  wound,  however,  the 
common  type  encountered  is  that  which 
follows  surgical  treatment  for  mitral  sten- 
osis (Fig.  1).  While  the  significance  of 


Figure  1.  Traumatic  insufficiency. 

(a)  Extension  of  commissural  separation  be- 
yond normal  anatomical  limits  of  support  causes 
limited  insufficiency. 

(b)  Deviation  of  valvular  separation  slightly 
from  noiTTial  commissural  line. 

(c)  Extreme  extension  of  commissural  separa- 
tion into  heart  wall  may  cause  division  of  the 
atrioventricular  annulus. 

(d)  Separation  of  one  leaflet  from  its  heart 
wall  attachment. 

(e)  “Flail”  valve  due  to  separation  of  a leaflet 
from  its  supporting  chordae  at  one  extremity. 

(f)  Division  of  the  continuity  of  a leaflet 
causes  great  insufficiency. 

such  regurgitation  is  usually  not  great,  it 
is  not  infrequent.  It  was  found  to  have 
occurred  in  varying  degrees  in  24.8  per 
cent  of  635  consecutive  patients  operated 
upon  for  pure  mitral  stenosis,  and  the  re- 
gurgitation w’as  increased  in  26.7  per  cent 
of  176  cases  operated  upon  for  mitral 
stenosis  which  had  associated  insignificant 
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regurgitation  preoperatively  with  a result- 
ant increase  in  the  insufficiency  previous- 
ly existing.  These  figures  are  somewhat 
misleading,  however,  and  the  importance 
of  the  creation  of  such  a regurgitation  is 
reflected  directly  in  the  operative  mortali- 
ty in  that  the  operative  mortality  was  8.8 
per  cent  in  those  cases  where  regurgita- 
tion was  either  created  or  increased,  while 
it  was  7.9  per  cent  among  those  patients 
who  had  no  change  in  the  competence  of 
the  mitral  valve  after  mitral  commis- 
surotomy, the  difference  in  the  mortality 
being  0.8  per  cent.  There  seemed  to  be 
no  difference  in  the  postoperative  mor- 
bidity in  these  two  groups. 

Functional  Insufficiency.  A lack  of  the 
normal  tone  of  the  myocardium  may  re- 
sult in  a dilatation  or  overstretching  of 
mitral  annulus  fibrosus.  Such  a dilatation 
of  the  annulus  simply  retracts  the  leaflets 
of  the  mitral  valve  and  their  edges  do  not 
come  into  apposition  at  the  time  of  clo- 
sure. It  is  frequently  felt  that  this  type 
of  regurgitation  is  transient  and  rever- 
sible and  not  of  appreciable  significance. 
However,  this  may  occur  in  an  irrever- 
sible form  in  the  presence  of  marked  left 
ventricular  enlargement  resulting  from 
aortic  valvular  disease  and  perhaps  in 
some  instances  of  essential  hypertension. 
Apparently,  a destruction  of  the  annulus 
fibrosis  may  result  from  rheumatic  dis- 
ease and  this  is  perhaps  the  more  common 
persistent  or  permanent  type  of  dilatation 
of  the  annulus.  In  many  of  such  cases, 
the  character  of  the  mitral  leaflets  is  al- 
most within  normal  limits  (Fig.  2). 

It  appears  that  when  one  annular  dila- 
tation has  progressed  to  a certain  point. 


Figure  2.  Functional  insufficiency  due  to  an- 
nular overstretch.  The  leak  is  always  posteriorly 
located. 


(a)  Normal’  valve  orifice. 

(b)  Moderate  functional  insufficiency. 

(c)  Extreme  functional  insufficiency. 


a vicious  cycle  may  result.  Since  the  com- 
pensatory mechanism  for  mitral  regurgi- 
tation is  ventricular  dilatation  and  hyper- 
trophy, further  stretching  of  the  atrial 
ventricular  ring  will  result.  It  follows 
that  more  valvular  insufficiency  will,  in 
turn,  require  further  compensatory  ven- 
tricular dilatation  and  a progression  of 
the  lesion  ensues. 

In  most  such  cases,  the  anterior  portion 
of  the  valve  orifice  remains  competent, 
while  the  posterior  commissure  is  the  site 
where  the  major  portion  of  the  regurgita- 
tion occurs.  It  would  seem  that  the  best 
explanation  for  this  phenomenon  is  due  to 
the  greater  amount  of  valvular  tissue  in 
the  anterior  portion  of  the  valve,  and  to 
the  fact  that  the  zone  of  contact  in  the 
anterior  portion  of  the  orifice  has  a larger 
amount  of  valve  substance  in  apposition, 
and  at  the  most  posterior  aspect  of  the 
commissure  the  valve  edges  normally  are 
just  bai’ely  in  contact  (Fig.  3 a,  b,  c,  d). 


Figure  3.  Anatomical  explanation  for  posterior 
localization  of  incompetence  in  annular  dilatation. 

(a)  Long  section  of  normal  valve  in  venti’icu- 
lar  systole  near  anterior  commissure. 

(b)  Same  near  posterior  commissure. 

(c)  Edge  approximation  maintained  anterioidy 
in  annular  dilatation  due  to  presence  of  reserve 
valvular  tissue. 

(d)  Failure  of  edge  approximation  in  posterior 
portion  of  valve  in  annular  dilatation. 

If  a symmetrical  dilatation  of  the  annulus 
occurs,  of  course,  the  portion  of  the  valve 
which  would  first  lose  contact  when  it  is 
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closed  would  be  the  posterior  portion,  and 
the  more  anterior  portion  of  the  commis- 
sure would  still  be  in  contact  until  extreme 
dilatation  results. 

This  type  of  insufficiency  occurred  in 
49  of  our  patients  and  there  was  no  asso- 
ciated stenosis  or  distortion  of  the  valve 
leaflets.  Of  course,  there  are  many  in- 
stances when  there  may  be  associated  leaf- 
let distortion,  and  this  further  complicates 
the  lesion. 

Mitral  Insufficieyicy  Due  to  Rheumatic 
Distortion  of  the  Valve  Leaflets,  or  Or- 
ganic Insufficiency.  With  this  type  of 
lesion,  the  valve  leaflets  are  thickened  and 
distorted  due  to  rheumatic  disease  and 
there  is  almost  always  an  associated  mitral 
stenosis.  In  many  instances,  we  find  se- 
vere degree  of  both  mitral  stenosis  and 
insufficiency  to  coexist.  Such  a situation 
results  in  a “teardrop”  shaped  orifice 
with  the  “bulbous”  portion  of  the  teardrop 
representing  the  posterior  commissure 
( Fig.  4 a and  b) . 


Figure  4.  Development  of  teardrop  valve. 

(a)  Functionally  insufficient  valve. 

(b)  Superimposition  of  stenosis  upon  the  an- 
terior (competent)  portion  of  the  valve. 


Another  form  of  insufficiency  which 
should  be  considered  in  this  classification 
is  that  in  which  there  is  marked  irregu- 
larity of  the  valve  edges  due  to  thickening, 
and  quite  frequently  calcification.  This 
is  usually  found  in  association  with  a very 
hard  valve  either  due  to  the  very  severe 
fibrosis  or  extensive  calcification  of  the 
leaflets  resulting  in  an  arcuate  type  of 
valve. 

Rheumatic  disease  very  frequently  will 
involve  the  chordae  tendineae  and  papil- 
lary muscles  and  by  the  process  of  either 
fusion,  distortion,  or  shortening,  will  re- 
sult in  retraction  of  the  valve  edge  dowm- 
ward  or  into  an  abnormal  position,  usually 


lateral,  and  the  valve  edges  cannot  come 
into  apposition  during  ventricular  systole. 
Dodrill,^  and  Kay  ^ have  suggested  digital- 
ly freeing  up  the  adherent  or  fused  chor- 
dae tendineae  by  a transvalvular  approach. 
The  authors  and  associates  ^ have  at- 
tempted to  advance  the  displaced  leaflet 
toward  the  atrium  by  using  a transven- 
tricular  pericardial  strip  to  provide  a 
suture  to  draw  the  free  edge  of  the  leaflet 
downward  toward  the  ventricular  apex. 
Recently,  one  of  the  authors  (W.  L.  J.) 
has  modified  the  teshnique  whereby  a 
transventricular  probe  is  passed  through 
one  edge  of  the  mitral  leaflet  to  suspend 
it  when  there  is  differential  shortening  of 
the  chordae  and  when  a portion  of  the 
mitral  leaflet  must  be  suspended  (Fig.  5). 


Figure  5.  Suspension  of  mitral  leaflet  in  mitral 
insufficiency  due  to  unequal  shortening  of  chordae. 

(a)  By  transventricular  passage,  threaded  probe 
pierces  the  higher  leaflet  and  follows  the  finger 
to  emerge  from  left  auricular  appendage. 

(b)  Suture  is  grasped,  probe  is  withdrawn,  and 
the  atrial  end  of  the  suture  is  attached  to  the 
tapering  end  of  a knotted  pericardial  graft. 

(c)  Pericardial  strip  drawn  into  heart. 

(d)  End  of  new  support  secured  to  epicardium. 

Traction  upon  this  strip  of  pericardium 
which  is  attached  to  the  edge  of  the  valve 
leaflet  will  result  in  what  might  be  con- 
sidered an  “artificial”  chorda  tendinea. 

CORRECTION  OF  .^CTC.\L  OR  REL.CTIVE  L.A.CK 
OF  VALVE  SUBSTAXCri 

Results  with  three  different  surgical 
procedures  to  correct  mitral  insufficiency 
are  shown  in  Table  2. 
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TABLE  2 

OPEUATIVE  MORTALITY  FOR  THE  THREE 
TECHINQI5ES  FOR  CORRECTION  OF 


MITRAL 

INSFFFICIENCY 

Type  of  Operation 

Numl)er  of 
Cases  Operated 

Mortality 

Transventricular 

Sling 

“Hammock” 

52 

CO 

00 

Transventricular 
Suture  of  Valve 
Leaflet 

72 

27.8% 

Transventricular 
Suture  with  “Stitcher’ 

’ 19 

21  % 

A transventricular  segment  of  an  in- 
verted vein  hung  loosely  beneath  the  in- 
competent mitral  valve  was  first  described 
by  Murray,^  the  effect  of  which  was  to 
have  the  graft  swing  into  the  mitral  val- 
vular orifice  during  ventricular  systole  in 
order  to  occlude  the  incompetent  valve 
orifice.  This  technique  was  subsequently 
modified  by  Bailey  by  using  a pedicled 
graft  of  pericardium  across  and  below  the 
incompetent  mitral  orifice  and,  in  a simi- 
lar fashion  as  the  Murray  type  of  graft, 
this  pericardial  tube  functioned  to  swing 
into  the  incompetent  valve  orifice,  and 
during  ventricular  diastole  the  graft  would 
fall  away  from  the  mitral  orifice  to  allow 
filling  of  the  ventricle.  Our  experience 
with  this  “hammock”  below  the  mitral 
valve  was  disappointing,  the  mortality 
rate  being  38  per  cent  in  52  cases.  (Table 
2)  The  reason  for  the  failure  of  this  pro- 
cedure was  due  to  the  trauma  during  the 
operative  procedure  resulting  in  instances 
of  ventricular  fibrillation  and  cardiac  ar- 
rest. On  some  occasions,  the  graft  be- 
came swollen  and  the  increased  bulk  re- 
duced the  ventricular  capacity  seriously. 
Some  patients  developed  an  unexplained 
tendency  toward  bleeding  and  in  some  un- 
explained fashion  the  normal  bleeding  and 
coagulation  mechanism  was  disturbed. 

The  ultimate  outcome  of  these  grafts 
resulted  in  the  shrinking  and,  of  course, 
shortening  of  the  graft,  and  finally  the 
procedure  was  abandoned. 

In  view  of  our  previous  experience  with 
the  ultimate  fate  of  transventricular  peri- 
cardial hammocks,  it  was  presumed  that 


eventually  shrinkage  and  fibrosis  of  the 
graft  and  the  late  extension  of  the  fibros- 
ing process  into  the  adjacent  valve  leaflets 
would  result  in  sealing  of  the  posterior 
peripheral  segment  of  the  valve  orifice 
by  fusion  of  the  adjacent  valve  leaflets  as 
well  as  the  tissue  suture. 

It  has  been  found  that  pericardial  grafts 
become  degenerated  into  shrunken  fibrotic 
chords  when  a “sheet”  pericardial  graft  is 
used  in  the  experimental  animals.' 

We  have  had  occasion  to  examine  at  a 
second  operation  a transventricular  graft 
of  pericardium  in  a patient  who  subse- 
quently developed  mitral  valvular  obstruc- 
tion because  the  graft  had  become  sealed 
to  the  valve  orifice,  restraining  regurgita- 
tion but  also  producing  mitral  stenosis.  It 
was  possible  to  perform  an  instrumental 
“commissurotomy,”  cutting  the  graft  away 
from  the  septal  leaflet  thus  restoring  good 
valve  function  as  well  as  relieving  the 
stenosis  and  without  restoring  the  incom- 
petence. The  graft  remained  attached  to 
the  mural  leaflet  adding  a considerable 
amount  of  new  living  tissue  to  its  re- 
tracted free  edge.  From  this  experience 
came  the  concept  of  deliberately  perform- 
ing selective  plastic  grafting  to  the  edge 
of  the  mural  leaflet. 

In  addition,  four  patients  have  come  to 
autopsy  four  months  to  two  and  one-half 
years  after  the  placement  of  pericardial 
sutures  within  the  heart.  In  all  instances, 
the  graft  was  completely  replaced  by  fi- 
brous connective  tissue.  The  thicker  grafts 
have  shown  shrinkage  and  contraction.  A 
thinner  graft  had  become  elongated  and 
stretched  out. 

In  summary,  we  may  say  that  pericar- 
dial sutures  or  grafts  placed  within  the 
free  cardiac  chambers  do  not  die  or  dis- 
solve ; they  become  completely  replaced  by 
fibrous  connective  tissue  and  tend  to 
shrink  both  in  length  and  in  diameter. 
The  latter  tends  to  become  about  one-half 
of  the  original  size,  although  it  must  be 
remembered  that  initially  (twelve  hours 
to  ten  days)  these  grafts  may  swell  to 
two  to  four  times  their  normal  diameter 
and,  hence,  may  encroach  seriously  upon 


134 


Bolton,  Jamison,  Berkowitz — Mitral  Insufficiency 


the  capacity  of  the  chamber  in  which  they 
are  placed. 

The  application  of  these  observations  in 
further  use  of  such  grafts  is  obvious.  They 
cannot  be  depended  upon  for  prolonged 
flexible  movement.  They  can  be  used  as 
suture  material  or  as  grafts  to  add  fibrous 
tissue  to  the  structure  to  which  they  are 
applied.  While  they  shrink  significantly, 
the  larger  grafts  remain  of  appreciable 
size,  at  least  for  a period  of  two  years 
and  presumably  indefinitely. 

CREATED  MITRAL  STENOSIS 

Another  very  pertinent  point  is  con- 
cerned with  the  possible  surgical  produc- 
tion of  an  incapacitating  degree  of  mitral 
stenosis.  While  the  likelihood  of  such  an 
occurrence  would  seem  to  be  extremely 
remote  in  patients  with  widely  open  valve 
orifices,  incompetent  chiefly  or  entirely 
because  of  annular  dilatation,  it  did  de- 
velop in  several  patients  with  valve  open- 
ings which  were  of  borderline  size  even 
after  the  performance  of  an  anterior  com- 
missurotomy. 

This  experience  led  to  a modification  of 
the  concept  of  actual  suturing  together 
the  posterior  portions  of  the  leaflets  in  all 
cases  where  there  was  even  the  slightest 
doubt  as  to  the  adequacy  of  the  eventual 
size  of  the  opening.  Instead,  a heavy  su- 
ture of  pericardium  was  placed  between 
the  posterior  commissure  and  the  margin 
of  the  mural  leaflet  usually  at  about  its 
midportion.  This  amounted  to  an  attempt 
to  obliterate  the  exaggerated  concavity 
due  to  fibrosis  and  retraction  in  this  por- 
tion of  the  margin  of  this  leaflet  by  add- 
ing new  grafted  tissue  to  its  free  edge. 
This  permitted  unhampered  movement  of 
the  septal  leaflet  while  the  valve  opening 
during  diastole  remained  nearly  as  large 
as  before.  In  effect,  the  result  aimed  at 
was  similar  to  that  momentarily  accom- 
plished by  placing  the  finger  tip  within 
the  posterior  incompetent  portion  of  the 
valve  orifice  (Fig.  6).  Unfortunately, 
the  transventricular  approach  significant- 
ly limited  the  size  of  the  suture  which 
could  be  used  conveniently.  Hence,  the  re- 
gurgitation was  merely  reduced  in  many 


Figure  6.  Complete  momentary  correction  of 
mitral  insufficiency  by  blocking  posterior  incom- 
petent portion  of  valve.  Large  orifice  prevents 
significant  obstruction. 

of  these  cases  and  not  completely  abol- 
ished. The  clinical  result  obtained  in  these 
individuals  was  about  proportional  to  the 
technical  achievement  in  reducing  the 
noted  regurgitant  jet. 

Recently,  one  of  the  authors  (W.  L.  J.) 
introduced  an  instrument  for  intracardiac 
suturing  which  has  been  modified  by  other 
members  of  our  Clinic.  This  mitral  stitch-  I 
er  is  now  a satisfactory  device  for  sutur- 
ing within  the  heart  by  a transauricular 
approach  (Fig.  7 and  Fig.  8).  Since  this 
method  of  valvular  repair  has  become  pos- 
sible,  very  striking  improvements  in  the 
operative  course  and  mortality,  and  in 
the  achieved  clinical  results  have  become  ' 
apparent  in  these  cases.  Since  the  addi-  ^ 
tion  of  a third  “tail”  to  a central  peri-  j 
cardial  mass,  a more  accurate  application 
of  the  graft  to  obliterate  the  concavity  of 
the  mural  leaflet  has  become  feasible. 

PRESENT  SURGICAL  TECHNIQUE 

The  patient  is  studied  and  prepared  in 
the  same  manner  as  in  other  cases  for 
mitral  surgery.  Since  71.3  per  cent  of 
these  patients  have  chronic  atrial  fibrilla- 
tion, nearly  all  will  be  on  full  digitaliza- 
tion prior  to  surgery.  After  full  compen-  ; 
sation  has  been  established  and  improve-  ] 
ment  has  reached  a maximum,  the  patient  , > 
is  brought  to  the  operating  room  and  is  | 
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Figure  7.  Modified  mitral  suturing  instrument 
(open). 


Figure  8.  Modified  mitral  suturing  instrument 
(closed) . 

anesthetized  in  the  usual  manner.  This  is 
the  combination  program  of  the  intraven- 
ous pentothal  and  procaine  and  endotra- 
cheal oxygen,  which  has  been  described  by 
Keown  and  associates.® 


The  patient  is  placed  in  the  true  lateral 
position  with  the  left  side  up.  The  usual 
curved  posterolateral  incision  is  made  be- 
ginning in  the  midclavicular  line  below 
the  breast,  and  extending  up  posteriorly 
to  the  level  of  the  spine  of  the  scapula. 

The  fourth  intercostal  space  is  opened 
from  the  internal  mammary  vessels  to  the 
transverse  processes  of  the  vertebrae.  The 
lung  is  compressed  posteriorly.  If  there 
are  pleural  adhesions,  the  upper  lobe  is 
mobilized  completely,  but  the  lower  is  left 
adherent. 

The  pericardial  sac  is  incised  posteriorly 
and  parallel  to  the  left  phrenic  nerve  from 
apex  to  base.  The  surface  of  the  usually 
dilated  left  atrium  is  palpated  to  detect 
the  pathognomonic  systolic  thrill  of  mitral 
Insufficiency.  Occasionally,  however,  it  is 
absent  even  when  a significant  degree  of 
regurgitation  exists. 

The  distal  portion  of  the  usually  greatly 
dilated  left  auricular  appendage  is  encir- 
cled with  a purse-string  suture.  This  is  in- 
corporated within  a Rumel-Blemont  tour- 
niquet. The  appendage  is  clamped  off  and 
the  terminal  end  is  incised  for  a distance 
of  2 cms.  Its  cavity  is  flushed  with  saline. 
The  tip  of  the  index  finger  of  the  glove 
is  removed  and  the  operator’s  bare  finger 
tip  is  inserted  between  the  lips  of  the 
opening.  As  the  occluding  clamp  is  re- 
moved, the  finger  is  passed  well  into  the 
left  atrium,  hemostasis  being  provided  by 
tension  on  the  purse  string. 

The  valve  is  immediately  sought,  and  its 
structure  is  explored.  The  existence  and 
relative  amount  of  the  insufficiency  are 
estimated  from  the  size  and  character  of 
the  regurgitant  jet.  The  size  of  the  valve 
orifice,  the  presence  and  type  of  any  co- 
existent mitral  stenosis,  the  localization 
of  the  jet  with  relation  to  the  valve  com- 
missures, and  the  flexibility  of  the  leaflets 
must  be  carefully  estimated.  The  presence 
of  any  calcification  and  its  amount  and 
character  are  determined. 

After  a thorough  exploration  of  the 
valve,  the  operator  will  have  an  idea  of 
the  type  and  extent  of  the  insufficiency, 
the  necessity  and  probable  success  of  cor- 
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rective  surgical  measures,  and  the  advisa- 
bility or  necessity  of  an  attempt  at  pre- 
liminary commissurotomy.  If  the  latter  is 
required,  it  is  performed  at  once  in  order 
to  enlarge  the  valve  opening  and  to  im- 
prove its  functioning.  Sometimes,  a prop- 
erly performed  commissurotomy  alone  is 
all  that  is  necessary  to  restore  a consider- 
able degree  of  valve  competence.  In  these 
individuals,  no  further  corrective  surgery 
is  indicated. 

However,  in  most  instances  the  insuffi- 
ciency will  persist  after  the  performance 
of  the  commissurotomy.  Then,  the  opera- 
tor may  gently  insert  his  finger  tip  into 
the  incompetent  portion  of  the  opening 
to  determine  whether  there  is  a relative 
or  actual  lack  of  valvular  tissue  posterior- 
ly or  elsewhere.  In  many  cases,  the  cross 
sectional  ai’ea  of  the  finger  tip  will  add 
sufficiently  to  the  “substance”  of  the  valve 
to  restore  competence  without  seriously 
blocking  the  size  of  the  aperture  during 
diastole.  This  phenomenon  is  dependent 
upon  the  existence  of  a functioning  septal 
leaflet. 

In  certain  cases,  one  leaflet  (usually  the 
mural)  will  be  determined  to  be  suspended 
at  a higher  level  than  the  other.  This  un- 
equal tendinous  suspension  of  the  two 
leaflets  indicates  the  advisability  of  place- 
ment of  an  “artificial”  papillary  suspen- 
sion as  previously  described  (Fig.  5.)  De- 
pression of  the  higher  leaflet  with  the  fin- 
ger tip  will  usually  re.store  full  compensa- 
tion (Fig.  9). 

In  most  cases,  the  leak  will  be  found  to 


Figure  9.  Depression  of  a higher  leaflet  with 
the  index  finger,  bringing  the  edges  of  the  valve 
into  apposition. 


be  located  posteriorly  and  one  of  the  forms 
of  direct  suture  repair  of  the  incompetent 
posterior  commissural  region  (commissur- 
orrhaphy)  will  be  deemed  advisable  if  it 
is  over  two  plus  in  magnitude.  Having 
estimated,  with  the  finger,  the  amount  of 
the  lack  of  valvular  substance,  the  finger 
is  removed  from  the  heart  and  the  appen- 
dage is  clamped. 

A full  length  broad  strip  of  the  peri- 
cardial sac  is  removed  from  the  region 
anterior  to  the  left  phrenic  nerve.  Great 
care  is  taken  to  control  any  bleeding  from 
the  remaining  cut  edges  or  from  the  dis- 
sected mediastinal  tissues. 

When  the  valve  is  unusually  flexible, 
when  the  orifice  is  large,  and  when  there 
appears  to  be  an  adequate  quantity  of 
valvular  tissue  for  suture  approximation 
without  tension,  a 3 cm.  wide  strip  of 
pericardium  is  obtained  to  be  used  as  a 
simple  approximating  suture  between  the 
valve  edges  making  up  the  posterior  peri- 
pheral segment  of  the  orifice.  Both  ends 
are  cut  in  tapering  fashion  and  an  “eye” 
is  created  in  one  end  (Fig.  10). 

When  it  is  felt  that,  because  of  an  actu- 
al or  relative  lack  of  valvular  substance, 
there  is  a necessity  for  the  application  of 
additional  living  substance  to  the  posterior 
incompetent  portion  of  the  valve,  provision 
is  made  for  it  in  either  of  the  following 
two  ways.  If  the  pericardial  strip  is 
deemed  to  be  sufficiently  long,  it  is 
trimmed  so  that  it  is  3 cms.  wide  through- 
out its  length  except  in  the  very  middle 
portion,  where  all  excessive  pericardial 
tissue  is  maintained  attached.  This  is 
rolled  or  folded  about  the  central  axis  of 
the  strip  in  such  a way  as  to  create  a mass 
of  pericardial  tissue  2 to  3 cms.  long,  and 
perhaps  as  thick  as  a man’s  finger.  This 
is  to  be  placed  on  the  ventricular  aspect 
of  the  valve  in  its  incompetent  portion. 
Since  it  will  swell  initially  and  shrink 
eventually,  considerable  care  should  be  de- 
voted to  creating  the  correct  size  of  the 
mass  or  “plug”.  The  shape  is  definitely 
established  by  the  application  of  securing 
sutures  of  fine  arterial  silk.  Both  extrem- 
ities of  the  pericardial  strip  are  bevelled. 
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Figure  10  A “noose”,  using  a strip  of  pericar- 
dium for  suture,  in  position  at  the  posteromedial 
commissure,  the  free  end  sutured  to  the  atrial 
appendage. 

On  the  other  hand,  if  the  length  of  the 
available  pericardial  ribbon  seems  short 
in  comparison  with  the  size  of  the  left 
atrium,  it  may  be  simply  trimmed  to  a 
3 cm.  width  with  tapering  extremities  and 
an  “eye”  in  one  end.  Then,  an  additional 
strip  may  be  “impaled”  upon  the  tapered 
one  by  passing  the  latter  through  each  of 
a longitudinal  row  of  openings  made  in 
the  former  one.  This  produced  an  “accor- 
dian-pleated”  mass  which  can  slide  freely 
upon  the  tapering  strip. 

Now,  having  prepared  a suitable  “peri- 
cardial suture”,  the  bare  right  index  fin- 
ger is  returned  to  the  left  atrial  chamber. 
The  left-sided  “mitral  stitcher”  is  thread- 
ed with  a heavy  nylon  suture  (#2)  and 
is  inserted  into  the  heart  by  passage  along 
the  index  finger  and  under  the  anterior 
lip  of  the  incised  auricular  appendage. 
The  open  instrument  is  applied  to  the  free 
margin  of  the  valve  orifice  in  such  a way 
that  the  suture-bearing  “beak”  is  engaged 


beneath  the  mural  leaflet.  When  simple 
suture  obliteration  of  the  posterior  incom- 
petent segment  of  the  valve  is  all  that  is 
intended,  the  beak  is  placed  at  a point 
two-thirds  of  the  distance  from  the  an- 
terior commissure  to  the  posterior  (junc- 
tion of  the  posterior  and  middle  thirds). 
When  it  is  intended  to  apply  additional 
substance  to  the  valve,  the  site  of  mural 
leaflet  penetration  is  selected  as  that  point 
where  the  leaflet  retraction  begins  to  be- 
come apparent.  This  will  usually  be  about 
at  the  midpoint  in  the  length  of  this 
leaflet. 

Having  placed  the  beak  properly  under 
the  leaflet,  the  ends  of  the  nylon  suture 
are  held  under  slight  tension  and  the 
spear-like  sliding  blade  is  advanced  by 
pressure  of  the  thumb  of  the  operator’s 
left  hand.  It  pierces  the  valve  substance 
creating  a 3 mm.  long  slit  and  engages 
the  nylon  suture  held  in  the  beak  within 
the  slotted  groove  on  its  outer  edge. 

By  backward  traction  upon  the  sliding 
blade,  a loop  of  nylon  suture  is  drawn  up 
into  its  sheath  and  finally  well  out  of  the 
heart  (at  least  8 to  10  cm.  out  of  the  in- 
strument). The  sliding  blade  is  detached 
from  the  suture  loop,  and  the  instrument 
is  disengaged  from  the  valve  and  removed 
from  the  heart.  One  loop  of  nylon  suture 
and  two  free  ends  now  emerge  from  the 
opening  in  the  left  auricular  appendage. 
The  former  emerges  from  the  atrial  aspect 
of  the  mural  leaflet  of  the  valve  while  the 
latter  traverse  the  valve  orifice  to  pene- 
trate the  ventricular  aspect  of  the  mural 
leaflet.  Each  of  these  three  suture  ends 
is  fixed  unthout  tension  to  the  drapes  by 
fine  hemostats. 

Now,  if  the  posterior  peripheral  valve 
segment  is  merely  to  be  sutured  closed,  the 
threaded  right-sided  “stitcher”  is  inserted 
into  the  heart  and  a similar  nylon  suture 
is  placed  at  the  selected  point  (somewhat 
more  posteriorly  than  at  the  junction  of 
the  posterior  and  middle  thirds)  in  the 
substance  of  the  septal  leaflet.  The  loop 
and  ends  are  brought  out  of  the  appendage 
in  similar  fashion.  Such  cases  will  be 
those  with  very  large  valve  orifices,  and 
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some  of  them  may  also  require  the  place- 
ment of  a second  more  posteriorly  located 
approximating  suture. 

When  the  over-all  valve  size  is  less  ade- 
quate and  when  one  only  desires  to  add  ex- 
tra living  tissue  to  the  retracted  mural  leaf- 
let, the  left-sided  stitcher  is  rethreaded  and 
re-applied.  This  time  it  is  inserted  into  the 
left  atrium  along  the  intracardiac  finger 
which  is  held  in  a pronated  position,  tak- 
ing care  not  to  entangle  with  the  previ- 
ously placed  nylon  sutures.  The  “beak”  is 
engaged  under  the  posterior  commissural 
tissue  in  such  a way  as  to  be  assured  that 
the  graft  tissue  mass  will  be  well  applied 
to  the  contracted  concave  free  margin  of 
the  mural  leaflet.  The  sliding  blade  is 
driven  forward  penetrating  the  commis- 
sural tissue  and  engaging  the  suture  loop 
which  is  then  drawn  out  of  the  heart.  The 
remainder  of  the  instrument  is  disengaged 
from  the  valve  and  withdrawn.  Again,  the 
loop  and  two  ends  of  nylon  emerge  from 
the  appendage  and  are  tacked  down  with- 
out tension  to  the  available  wound  drapes 
to  avoid  entanglement  and  subsequent  con- 
fusion. (Fig.  11a,  b,  c,  d,  e,  f) 

Now,  the  tapering  extremities  of  the 
pericardial  strip  are  attached  to  two  nylon 
ends  which  pierce  opposite  valve  leaflets 
(or  the  mural  leaflet  and  the  commissural 
tissue) . 

Traction  is  now  cautiously  made  upon 
the  appropriate  sides  of  the  two  nylon 
loops  until  the  free  ends  attached  to  the 
pericardial  strip  become  drawn  into  the 
heart. 

The  traction  must  never  be  forceful  and 
undue  tension  must  never  be  permitted 
lest  the  valve  leaflets  become  “sawed 
through.”  Judicious  release  of  the  purse- 
string tension  and  appropriate  manipula- 
tions of  the  intracardiac  finger  aid  great- 
ly in  the  application  of  the  graft. 

If  the  heart  action  becomes  weak  at  any 
time,  it  is  probably  related  to  temporary 
aggravation  of  the  insufficiency  by  dis- 
tortion of  the  valve  by  the  traction.  It 
can  be  alleviated  by  release  of  the  traction 
and  by  placement  of  the  finger  tip  into 
the  incompetent  portion  of  the  valve  ori- 


Figure  11.  (a)  Suturing  instrument  engaged 
upon  mural  leaflet  at  anterior  extent  of  the  leak. 


picked  up  by  sliding  blade. 
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fice  to  improve  its  function  until  full 
vigor  is  restored. 

Finally,  the  pericardial  ends  will  reach 
the  puncture  sites  in  the  valve  from  the 
ventricular  aspect.  They  may  meet  with 
considerable  resistance  to  further  passage 
because  of  the  smallness  of  the  perfora- 
tions. However,  if  the  entire  graft  is  in- 
serted into  the  left  atrial  chamber,  to 
reduce  external  friction  drag,  and  if  the 
nylon  suture  is  pulled  successively  in  dif- 
ferent directions  (cephalad,  caudad,  an- 
terior, and  posterior)  with  a release  of 
tension  between  each  change  of  direction, 
the  tapered  nylon  ends  will  soon  emerge 
from  the  heart  and  the  graft  will  be  in 
place  (Fig.  12  a,  b,  c,  d). 

If  the  type  and  size  of  the  graft  have 
been  properly  selected  and  placement  has 
been  accurate,  the  regurgitation  should  be 
nearly  completely  abolished  at  once,  es- 
pecially if  gentle  traction  is  made  upon 
the  nylon  ends.  This  may  be  made  perma- 
nent by  passing  the  intact  tapered  end  of 
the  suture  through  the  previously  made 
“eye”  of  the  other  extremity  in  the  case 


Fig’ure  11.  (c)  Sliding  blade  retracted  bringing 
lcx)p  up  through  the  valve  leaflet. 


Figure  11.  (dande)  Both  blades  removed  from 
heart. 
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Figure  11.  (f)  Free  ends  of  suture  material 
protruding  from  atrial  appendage.  Site  of  place- 
ment of  the  suture  into  the  anterior  leaflet  is  in- 
dicated. 


Figure  12.  (a)  Pericardial  suture  attached  to 
free  end  of  the  protruding  suture  and  “impaled” 
mass  of  pericardium  in  position  at  the  central  por- 
tion of  the  pericardial  suture. 


Figure  12.  (b)  Traction  upon  the  suture  pulls 
the  pericardial  strip  and  impaled  mass  into  the 
atrium. 


of  the  simple  approximating  suture  or 
the  suture  with  an  impaled  mass.  The 
fine  suture  loop  which  had  been  placed  in 
the  substance  of  this  “impaled”  mass  to 
prevent  its  possible  loss  into  the  blood 
stream  in  the  event  that  a nylon  suture 
should  have  become  separated  from  a peri- 
cardial end,  is  now  cut  and  removed.  In 
the  case  of  the  central  rolled  pericardial 
mass,  no  noose  technique  is  possible  and 
both  pericardial  ends  must  continue  to 
emerge  from  the  appendage.  With  the 
latter  type  of  graft,  a third  pericardial 
suture  may  have  been  added  and  brought 
out  through  the  substance  of  the  mural 
leaflet  midway  between  the  other  two  per- 
forations. This  secures  a more  accurate 
and  effective  application  to  the  edge  of 
the  mural  leaflet  (Fig.  13  a,  b). 

The  mitral  insufficiency  having  been 
largely  or  completely  corrected,  as  indi- 
cated by  the  lessening  or  abolition  of  the 
regurgitant  jet,  and  an  adequate  residual 
valve  orifice  having  been  obtained,  the 
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Figure  12.  (c)  One  end  of  pericardial  suture 
passed  through  an  “eyelet”. 

procedure  is  terminated.  The  finger  is 
withdrawn  from  the  heart  and  the  appen- 
dageal  stump  is  ligated  and  oversewn.  The 
oversewing  sutures  are  carefully  guided 
through  the  substance  of  the  emerging 
pericardial  end  or  ends.  No  great  tension 
is  applied  to  them. 

Chest  wall  closure  is  routine,  using 
simple  waterseal  drainage  through  a 
fenestrated  #26  urethral  catheter  inserted 
through  a stab  wound  in  the  left  eighth 
intercostal  space,  posterior  axillary  line. 

CONCLUSIONS 

Significant  mitral  insufficiency  either 
alone  or  in  combination  with  other  valvu- 
lar lesions  invokes  a definite  burden  on 
the  heart  and  as  such  justifies  surgical 
attempts  to  correct  the  defect. 

Earlier  techniques  utilizing  a trans- 
ventricular  sling  or  hammock  in  order 


Figure  12.  (d)  Traction  upon  the  free  end  of 
the  pericardium  tightens  the  loop. 


to  occlude  the  incompetent  valve  orifice 
were  attended  by  a high  mortality  (38 
per  cent).  Later  procedures  such  as  the 
transventricular  suture  of  the  mitral  valve 
leaflet,  and  the  presently  used  intracar- 
diac suturing  by  way  of  a transauricular 
approach  have  decreased  the  mortality  to 
21  per  cent.  Additional  modifications  will 
undoubtedly  further  improve  the  results 
and  will  make  them  comparable  to  those 
achieved  with  other  forms  of  mitral  valve 
surgery. 

SUMM.VRY 

1.  Mitral  insufficiency  in  well  devel- 
oped form  is  one  of  the  two  most  devas- 
tating acquii’ed  valve  lesions. 

2.  A functional  and  a pathological  clas- 
sification of  this  condition  has  been  given. 

3.  An  anatomical  and  pathological  ex- 
planation of  the  two  most  common  types 
of  serious  insufficiency  is  given.  Its  char- 
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Figure  13.  (a)  The  pericardial  strip  is  cut  so 
that  a central  rolled  pericardial  mass  may  be  used 
to  traverse  a defect  at  the  posterior  commissure. 
Diagram  shows  the  incompetent  posterior  commis- 
sure occluded  with  the  valve  closed  and  open. 


Figure  13.  (b)  A third  suture  may  be  neces- 
sary to  hold  the  pericardial  mass  into  its  proper 
position  in  the  posterior  commissural  defect. 


in  General  Practice 

acteristic  posterior  localization  is  pointed 
out  and  explained. 

4.  The  various  types  of  commissuror- 
rhaphy  and  their  basic  underlying  prin- 
ciples are  detailed. 

5.  The  disadvantages  and  dangers  of 
the  transventricular  methods  of  valvular 
suturing  are  clarified. 

6.  The  use  of  the  “mitral  stitcher”  for 
valvular  suturing  by  the  transatrial  ap- 
proach is  indicated  and  the  technique  is 
described. 
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O 

ALLERGY  IN  GENERAL  PRACTICE  * 

J.  P.  SANDERS,  M.  D. 

Shreveport 

In  the  author’s  opinion,  the  practice  of 
allergy  as  a specialty  is  probably  the  least 
exact  of  all  the  specialty  groupings.  There 
are  more  variable  factors,  less  exact 
kno’wledge  generally  kno'svn,  and  far  too 
many  conditions  that  can  never  be  prop- 
erly evaluated.  While  the  study  of  allergy 
is  advancing  rapidly,  capable  men  all  over 
the  -world  are  making  constant  compari- 
sons, constant  surveys,  and  doing  constant 
research.  But  still  so  many  variables  oc- 
cur that  allergy  for  the  general  practi- 
tioner, as  -well  as  for  the  specialist,  seems 
many  times  to  be  an  inexact  science.  If 
the  author  seems  uncertain  in  many  of 
the  statements  made  in  this  paper,  it  is 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  19.54,  in  New  Orleans. 


Sanders — Allergy  in  General  Practice 


143 


because  that  uncertainty  actually  exists 
in  the  practice  of  allergy,  or  seems  to 
exist,  in  the  mind  of  the  author  himself. 

The  general  practitioner  is  the  first 
line  of  defense  in  treating  allergic  con- 
ditions. Since  allergy  is  on  the  increase, 
or  at  least  seems  to  be,  in  the  past  few 
years,  it  behooves  the  family  physician 
more  than  ever  to  be  up  to  date  in  his 
recognition  of  the  disease  in  its  care  and 
treatment. 

In  a great  many  cases,  the  family  physi- 
cian brings  the  baby  into  the  world,  takes 
care  of  it  through  its  infancy  and  child- 
hood, and  carries  it  on  into  adult  life. 
Frequently,  he  is  consulted  by  the  mother 
for  the  baby’s  colic,  the  diaper  rash,  and 
other  allergic  manifestations  which  may 
become  apparent  in  the  infant.  As  these 
manifestations  change,  the  patient  de- 
velops into  an  asthmatic  or  hayfever  pa- 
tient. It  is  the  family  doctor  usually  who 
has  to  take  care  of  this  allergy.  The  over- 
all care  includes  the  diet,  frequently  a 
balanced  allergic  room,  and  other  factors 
that  influence  the  youngster’s  life. 

Finally,  if  the  manifestations  become 
too  severe,  the  attacks  too  frequent,  and 
the  over-all  care  too  demanding  for  the 
general  practitioner,  it  is  he  who  picks 
out  the  specialist  to  make  an  allergic  sur- 
vey and  plan  the  continued  treatment.  If 
the  patient  has  to  take  extracts  or  other 
shots,  the  family  doctor  is  usually  the  one 
who  has  to  give  them.  In  any  case,  he 
assists  the  specialist  in  looking  after  the 
over-all  care  and  general  treatment  of  the 
allergic  individual. 

A well  trained  general  practitioner  must 
have  a good  working  knowledge  of  al- 
lergy. Diagnosis  is  all-important.  Pa- 
tients who  come  in  with  an  allergic  back- 
ground should  have  thorough  histories. 
Since  approximately  80  per  cent  of  the 
population  have  a minor  allergy  and  10 
per  cent  a major  allergy,  it  is  very  im- 
portant to  get  this  information  in  the 
patient’s  history.  Even  though  his  allergy 
may  vary  from  that  of  his  father  or 
mother,  it  is  always  important  to  know 
what  their  allergies  are,  whether  or  not 
they  are  severe,  how  frequently  they  oc- 


cur, and  what  treatment  seems  to  relieve 
them.  In  taking  a history,  it  is  important 
to  find  out  when  the  patient’s  allergy 
appeared,  estimate  its  severity,  frequency 
of  recurrence,  and  the  type  of  manifesta- 
tion the  present  allergy  takes.  For  ex- 
ample, it  is  very  important  to  know 
whether  the  patient  is  an  asthmatic  or 
has  hayfever;  whether  he  is  in  anaphylac- 
tic shock ; or  whether  he  has  angioneurotic 
edema  or  nettle  rash.  Contact  dermatitis, 
eczema  and  other  manifestations  should 
be  clearly  defined  in  the  general  prac- 
titioner’s mind.  We  must,  by  all  means, 
be  able  to  differentiate  between  an  allergy 
and  other  diseases  of  a similar  nature. 
Frequently,  this  is  not  easy.  It  can  be 
done  only  after  a thorough  history  is 
taken,  a complete  physical  examination  of 
the  patient  has  been  accomplished,  and 
other  pertinent  information  obtained. 
Here  again,  the  family  history  and  the 
patient’s  background  are  important.  For 
example,  an  asthmatic  may  be  either 
bronchial  or  cardiac.  If  he  gives  a his- 
tory of  the  attack  coming  on  after  exer- 
tion, we  suspect  the  heart.  Whereas,  if 
the  attacks  have  occurred  since  adoles- 
cence, we  suspect  the  bronchi. 

Ordinarily,  the  over-all  care  of  the  pa- 
tient is  the  job  of  the  family  doctor.  He 
has  to  see  that  the  patient  lives  in  a non- 
allergic  atmosphere.  The  home  should  be 
free  of  dust  or  other  allergens  to  which 
the  patient  might  be  sensitive.  If  the 
patient  has  symptoms  while  he  is  at  his 
office  or  his  place  of  business,  then  it  is 
usually  the  general  practitioner  who  has 
to  survey  that  place  of  work  and  deter- 
mine what  factors  are  causing  the  pa- 
tient’s symptoms.  He  actually  may  have 
to  decide  what  sort  of  a vacation  the  pa- 
tient may  take,  where  he  must  travel, 
what  foods  to  avoid,  what  pollens  to  stay 
away  from,  and  other  things  that  may 
affect  the  over-all  allergic  care.  It  is  in- 
advisable to  send  a patient  away  from 
his  home  environment  thinking  that  his 
allergic  condition  will  improve  in  other 
surroundings.  In  many  cases,  the  I’everse 
is  true.  His  allergic  condition  may  actu- 
ally become  w’orse.  All  of  us  have  seen 
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this  happen  in  many  cases  after  the  pa- 
tient has  gone  to  a considerable  amount 
of  trouble  and  expense  in  moving  to  what 
he  called  a “higher  and  drier  climate.” 
One  of  my  patients  found  that  he  was 
completely  relieved  when  he  visited  Gal- 
veston, only  to  have  the  symptoms  return 
when  he  came  back  home. 

Unless  the  general  practitioner  has  had 
special  training,  it  is  probably  unwise  for 
him  to  prescribe  extracts  or  other  materi- 
als for  desensitizing  the  patient  to  any 
allergen.  These  extracts  may  be  danger- 
ous, frequently  have  to  be  given  in  very 
small  quantities  for  a period  of  time,  and 
gradually  increased  as  the  patient  be- 
comes desensitized.  The  general  practi- 
tioner will  frequently  be  called  upon  to 
administer  the  extracts  after  the  allergist 
has  prescribed  them. 

A considerable  amount  of  work  has  been 
done  recently  in  using  antihistamines 
along  with  desensitizing  extracts  to  pre- 
vent untoward  effects  and  make  it  possi- 
ble for  the  patient  to  receive  much  larger 
doses  of  the  allergen  and  thereby  hasten 
the  desensitizing  process.  For  instance, 
the  manufacturers  of  Chlortrimeton 
strongly  recommend  the  addition  of  small 
amounts  of  this  drug  in  the  same  syringe 
v.’ith  the  allergens.  They  have  definitely 
demonstrated  that  larger  quantities  of  the 
allergen  can  be  given  by  this  method  than 
otherwise.  Histadyl  (thenylpyramine)  ,* 
has  been  found  to  lower  the  percentage 
of  transfusion  reactions  w’hen  used  pro- 
phylactically  before  the  blood  is  adminis- 
tered. 

In  the  author’s  opinion,  the  educational 
training  the  patient  receives  is  probably 
the  most  important  of  the  whole  allergic 
regime.  Cooperation  of  the  patient  is 
obviously  important.  Unless  he  believes 
in  it,  will  attempt  to  carry  out  the  doctor’s 
orders,  and  otherwise  submit  to  the 
changed  regime,  the  improvement  or  cure 
is  very  problematic.  I think  that  the  pa- 
tient has  to  be  told  that  the  disease  is 
chronic,  that  any  treatment  will  have  to 
be  carried  out  over  a long  period  of  time, 

* Put  up  by  Eli  Lilly  & Company. 


and  that  it  is  expensive  in  time,  money, 
and  effort,  but  the  end  results  are  worth- 
while. Psychosomatic  medicine  certainly 
becomes  important  when  the  physician 
sells  his  patient  the  idea  to  continue.  In 
my  experience,  the  uncooperative  patients 
have  been  those  who  have  gotten  the  least 
help.  They  have  either  found  that  the 
treatment  was  too  long-drawn-out,  that  it 
cost  too  much,  or  that  it  was  just  simply 
too  much  trouble  to  try  to  continue. 
Therefore,  they  would  relapse,  possibly  get 
worse,  and  many  of  them  drift  on  to  some 
other  physician.  If  the  “quacks”  had  any- 
thing to  offer  these  poor  individuals,  they 
would  certainly  be  over-run  with  patients. 

One  of  the  reasons  for  the  difficulty  in 
handling  an  allergic  patient  is  that  he 
may  have  two  or  more  manifestations  of 
the  same  disease.  Again,  he  is  frequently 
sensitive  to  many  allergens,  a few  of 
which  are  causing  his  trouble,  the  others 
being  unimportant.  All  of  these  tend  to 
confuse  the  physician  and  make  it  all  the 
more  difficult  to  put  the  patient  on  a 
regime  that  will  keep  him  symptom-free. 
For  example,  I recall  a patient  a few 
years  ago  who  came  to  me  (or  went  else- 
v.’here)  for  a complete  testing  every  two 
years.  At  the  end  of  the  testing,  he  paid 
his  bill  promptly,  thanked  us  for  the  ef- 
forts, and  went  his  way.  We  neither  saw 
nor  heard  from  him  for  another  two 
years.  During  all  this  time,  he  was 
symptom-free,  and  his  argument  was  that 
the  testing  alone  had  cured  his  symptoms, 
and  that  two  years  relief  was  entirely 
satisfactory  for  the  amount  of  money  he 
paid  out.  At  the  end  of  that  time,  an- 
other set  of  tests  would  again  completely 
free  him  of  all  his  symptoms.  This  regime 
had  gone  on  for  about  fourteen  yeai's, 
with  a set  of  scratch  tests  each  two  years 
during  that  period  of  time. 

Frequently,  in  the  care  of  the  patient, 
we  have  two  problems.  First,  the  emer- 
gency relief  of  the  symptoms  presently 
manifested ; second,  corrective  measures 
for  the  prevention  of  the  disease.  Many 
times  we  will  use  measures  for  emergency 
care  that  are  of  little  value  in  the  preven- 
tion of  symptoms.  For  example,  adrenalin 
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may  relieve  a severe  asthmatic  attack,  but 
be  worthless  in  preventing  another  attack. 

TESTING 

Testing  is  important  to  both  the  gen- 
eral practitioner  and  the  specialist.  It  is 
inconceivable  that  we  can  ever  find  out 
what  a person  is  allergic  to  unless  some 
sort  of  test  is  tried.  There  are  all  sorts 
of  methods  of  testing.  These  include:  the 
intra-occular,  the  scratch,  the  intra- 
dermal,  the  patch,  the  inhalation,  the  in- 
gestion, and  the  passive  transfers.  Each 
has  its  advantages  and  its  disadvantages. 
For  example,  the  intra-occular  tests  for 
one  or  two  allergens  are  fine.  It  is  easy 
to  put  a drop  of  the  allergen  in  the  corner 
of  the  eye  and  to  watch  for  five  or  ten 
minutes  for  any  positive  reaction.  Red- 
ness of  the  conjunctiva,  enlargement  of  the 
blood  vessels,  and  edema,  each  indicates 
a positive  reaction,  and  the  severity  is 
clearly  demonstrated.  But  it  is  imprac- 
ticable to  do  many  intra-occular  tests. 

Scratch  Test — This  is  easy  to  do  and 
has  the  advantage  that  most  any  portion 
of  the  body  may  be  utilized.  The  scratch 
should  not  be  over  one-fourth  inch  long, 
should  not  penetrate  the  dermis,  and 
should  not  bring  forth  blood.  The  allergen 
must  be  deposited  in  the  scratch.  There 
is  always  the  danger  of  infection.  There 
is  some  danger  of  administering  an  over- 
dose of  the  allergen  to  the  patient. 

Intra-dermal  Test  is  similar  to  the 
scratch  test,  and  has  practically  all  the 
advantages  and  disadvantages  of  the 
scratch  test ; .02  cc.  of  a specially  pre- 
pared allergen  is  usually  sufficient  for  one 
test  and  should  be  injected  just  under- 
neath the  epidermis,  and  compared  with 
a control.  Larger  amounts  of  the  testing 
allergen  should  not  be  administered  lest 
a false  positive  be  produced.  Lesser 
amounts  might  give  false  negatives. 

Patch  Test  is  one  of  the  most  common 
carried  out.  It  can  be  done  with  a small 
amount  of  material  placed  on  a piece  of 
sterile  gauze,  moistened  sufficiently  to 
adhere  to  the  skin  and  the  patch  attached 
to  the  skin  for  a period  of  twenty-four  to 
forty-eight  hours.  It  has  the  advantage 
of  being  amenable  to  most  any  surface 


and  can  be  repeated  without  danger  or 
difficulty  to  the  patient. 

These  three — the  scratch,  the  intra- 
dermal,  and  the  patch  tests  must  be  ap- 
plied to  the  skin  where  no  allergy  is  pres- 
ent. 

In  all  cases  of  allergic  sufferers,  we 
run  the  risk  of  throwing  the  patient  into 
an  attack  and  should  have  adrenalin  ready 
at  all  times  in  case  of  the  emergency. 

Testing  by  inhalation  is  limited,  of 
course,  to  volatile  materials.  The  patient 
has  to  depend  upon  his  own  sensitivity  to 
determine  the  reactions. 

Sivalloiving  is  another  method  of  test- 
ing. It  is  frequently  unreliable  due  to  the 
fact  that  foods  are  usually  consumed  in 
combinations.  The  patient  rarely  takes 
one  food  alone.  The  reaction  depends  so 
much  upon  the  amount  of  the  food  taken, 
the  length  of  time  after  the  ingestion  of 
the  material,  and  other  factors  such  as 
temperature,  humidity  and  environment. 

All  in  all,  no  one  doing  allergy  can  get 
along  without  some  sort  of  testing.  Usual- 
ly it  should  be  done  by  the  specialist  and 
the  results  transmitted  to  the  general 
practitioner.  In  either  case,  a large  va- 
riety of  testing  material  will  have  to  be 
available.  Most  allergists  have  come  to 
the  conclusion  that  a few  tests  are  insuf- 
ficient, are  misleading,  and  give  the  phy- 
sician and  the  patient  a false  sense  of 
security  with  regard  to  his  re-activity. 
Some  physicians  still  make  up  their  own 
allergens  and  extracts,  while  others  ac- 
quire these  from  one  of  the  reputable 
allergen  manufacturers.  Constant  vigi- 
lance to  see  that  the  allergens  are  of 
proper  strength,  are  not  out  of  date,  are 
not  contaminated,  and  are  otherwise  ac- 
ceptable for  use,  is  necessary  in  order  to 
do  good  work. 

Block  testing,  which  is  frowned  upon 
by  some,  has  one  definite  advantage.  It 
eliminates  some  of  the  pain  for  the  pa- 
tient. If  one  block  of  seven  substances  is 
negative,  then  it  is  not  necessary  to  test 
that  patient  for  those  seven  substances. 
Each  physician  doing  allergy  has  to  deter- 
mine for  himself  what  test  he  will  want 
to  use. 
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Passive  transfers  is  another  method  for 
testing.  It  consists  of  withdrawing  blood 
from  a small  child  (or  a larger  patient, 
unable  to  be  tested)  and  injecting  the 
serum  into  a non-allergic  individual.  The 
testing  is  carried  out  around  the  site  of 
the  serum  injection,  at  a one-  or  two- 
week  later  interval.  This  has  the  dis- 
advantages of  requiring  a “passive  trans- 
fer”, the  injection  of  this  second  individ- 
ual, and  the  delay  in  the  allergic  survey. 
It  has  the  advantage,  of  course,  of  mak- 
ing testing  available  to  small  children  and 
other  individuals  whose  rash  or  other  al- 
lergic conditions  make  testing  impossible 
or  inadvisable. 

PUACTICAL  MANAGEME.N’T  OF  THE  ALLERGIC 
PATIENT 

This  is  important  from  the  patient’s 
viewpoint,  whether  done  by  the  specialist 
or  by  the  general  practitioner.  It  would 
depend,  of  course,  upon  whether  or  not 
Ihe  symptoms  are  constant  or  seasonal. 
If  we  find  that  symptoms  occur  only  in 
the  spring,  we  think  of  the  pollenation  of 
flowers,  grasses,  trees,  etc.,  as  being  the 
offenders.  Where  hayfever  appears  in  the 
autumn,  we  usually  think  of  ragweed  or 
one  of  the  fall  grasses.  A constant  mani- 
festation usually  calls  our  attention  to 
foods  or  to  surroundings.  A patient  who 
is  sensitive  to  wheat  is  going  to  have  his 
allergy  when  he  eats  flour  or  any  other 
food  containing  wheat  products.  A per- 
son who  is  sensitive  to  house  dust  will 
usually  have  his  allergy  wherever  he  runs 
into  dust,  whether  at  home,  in  his  office, 
in  his  automobile,  or  any  other  place. 

The  time  of  recurrence  is  important. 
A lawyer  patient  of  mine  found  that  he 
was  perfectly  free  of  symptoms  as  long 
as  he  was  in  his  office  on  the  fifteenth 
floor,  but  when  he  drove  out  to  his  home 
in  the  evening,  he  immediately  choked  up 
with  hayfever.  At  first,  it  was  mild,  and 
later  severe,  particularly  when  he  was  in 
his  own  yard,  around  his  own  shrubbery. 

It  is  important  to  know  whether  the 
patient’s  condition  incapacitates  him  suf- 
ficiently to  hamper  his  job  or  is  only  of 
nuisance  value  when  he  is  off  his  job. 
For  example,  a four-year-old  patient  of 


mine  gets  hayfever  every  night  when  she 
gets  into  bed  with  her  father.  We  found 
that  this  was  avoided  if  she  slept  in  her 
own  bed,  in  her  own  room.  The  fact  that 
she  was  allergic  to  his  pajamas,  his  bath 
powder,  or  his  bed  covers  is  of  no  eco- 
nomic value.  Its  nuisance  value  is  im- 
portant. But  in  other  cases,  we  find  that 
allergy  frequently  affects  his  money-mak- 
ing capacity,  incapacitates  him  from  car- 
rying on  a job  properly,  and  otherwise 
interferes  with  his  everyday  family  life. 

Women  who  are  sensitive  to  cosmetics 
may  find  it  difficult  to  attend  Sunday 
School  and  Church,  or  other  social  gather- 
ings. The  place  of  vacations  may  be  de- 
termined by  the  vegetation  there.  A man 
who  is  fond  of  animals  will  certainly  not 
do  cattle-raising  as  an  avocation  if  he  is 
sensitive  to  cow  hair.  The  place  in  which 
to  live  may  be  determined  many  times  by 
the  pollen  bearing  plants  around  the 
house.  A patient  may  be  perfectly  willing 
to  cut  down  the  shrubbery  around  his 
own  place,  but  could  not  expect  his  neigh- 
bor to  destroy  shrubbery  that  he  spent  a 
lifetime  accumulating.  Even  a change  of 
jobs  is  sometimes  necessary  to  get  in  a 
balanced  allergic  environment.  I had  a 
patient  once  who  had  asthma  constantly 
while  she  was  in  Shreveport,  but  had  no 
attacks  while  with  her  sister  and  brother 
in  Atlanta,  Georgia  for  two  years.  It  was 
not  difficult  to  convince  her  where  she 
should  live. 

THE  ANTIHISTAMINES 

The  value  of  the  antihistamine  varies 
with  the  type  of  allergy  the  individual 
has,  the  length  of  time  he  has  had  the  dis- 
ease, and  many  other  factors.  It  seems 
that  every  time  we  see  a drug  representa- 
tive, his  company  has  produced  another 
antihistamine.  The  very  fact  that  there 
are  so  many  of  them  probably  proves  that 
they  have  some  value  in  some  cases,  but 
are  worthless  in  others.  A sales  represen- 
tative told  me  recently  that  his  company 
had  just  produced  the  eightieth  antihista- 
mine; that  while  there  were  seventy-nine 
already  on  the  market,  there  was  still 
need  for  another,  all  of  which  probably 
proves  my  previous  assertion  that  each  is 
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of  some  value  in  some  cases,  but  of  little 
value  in  others. 

The  eczemas  are  probably  the  hardest 
of  the  allergies  to  treat.  When  an  opti- 
mistic salesman  brags  a little  too  much  on 
his  own  product,  I immediately  ask  him 
what  it  will  do  for  an  eczema.  Usually 
he  reluctantly  admits  the  drug  is  worth- 
less in  eczemas.  Asthma  and  hayfever 
usually  respond  most  readily  to  the  anti- 
histamines. 

In  looking  back  over  the  antihistamines 
that  have  stayed  with  us  and  are  still 
used  by  many  physicians,  we  find  that 
the  list  includes  adrenalin,  ephedrine,  pro- 
padrine,  benedryl,  pyribenzamine,  hista- 
dyl,  and  a few  others.  Combinations  of 
these  are  sometimes  of  more  value  than 
either  one.  For  example:  ephedrine  with 
amytal  has  been  a favorite  for  many, 
many  years,  and  is  better  than  either 
alone.  Adrenalin  in  a 1/1000  solution, 
adrenalin  in  oil,  and  adrenalin  in  glu- 
cose, 1/1,000,000  solution  (IV)  are  very  ef- 
fective in  asthma,  hayfever  and  some  of 
the  dermatoses.  Infusions  of  ephedrine, 
histadyl  and  other  antihistamines  may  be 
very  effective. 

THE  WONDEK  DRUGS 

ACTH,  cortisone  and  hydrocortisone 
were  the  wonder  drugs  developed  original- 
ly for  the  treatment  of  rheumatoid  arth- 
ritis. From  this  disease,  their  use  has 
spread  out  through  the  whole  gamut  of 
human  ailments,  including  the  allergies. 
I think  that  most  of  us  find  that  the  same 
cautious  use  of  either  ACTH  or  cortisone 
in  the  case  of  asthma  or  some  of  the  other 
allergies  is  justified.  Certainly,  when  a 
child  comes  into  our  offices  with  a severe 
case  of  asthma  or  rash  and  has  responded 
to  no  other  treatment,  we  find  that  ACTH 
and  cortisone  will  relieve  the  patient 
quickly  and  give  us  a greater  opportunity 
to  further  study  his  allergic  manifesta- 
tions. Sometimes  we  find  that  the  allergy 
has  a secondary  invader,  and  the  addition 
of  antibiotics  is  desirable.  The  dangerous 
side  effects  of  these  drugs,  of  course, 
have  to  be  watched.  The  Cushing  syn- 
drome with  its  “moon-face”  edema  of  the 
tissues,  and  the  tendency  toward  diabetes 


itself  is  always  a dangerous  factor.  All 
in  all,  while  the  wonder  drugs  are  a big 
addition  to  our  armentarium,  they  are  not 
the  final  answer  to  the  problems  of  al- 
lergy. 

CONCLUSION 

In  conclusion,  the  general  practitioner 
and  the  specialist  in  allergy  must  first 
work  as  a team  if  the  patient  is  to  get 
the  best  medical  care.  Second,  the  general 
practitioner  must  keep  in  constant  train- 
ing, and  study  constantly  if  he  is  to  main- 
tain an  intelligent  attitude  towards  aller- 
gic diseases.  Changing  methods  and 
changing  times  have  to  be  reckoned  with, 
and  he  must  not  be  “the  last  to  lay  the 
old  aside.”  In  other  words,  the  general 
practitioner  must  keep  up  his  basic  train- 
ing if  he  is  to  be  of  the  greatest  value  to 
his  allergic  patients. 

o 

RHEUMATISM  RESEMBLING 
RHEUMATOID  ARTHRITIS  * 
THOMAS  E.  WEISS,  M.  D.  f 
New  Orleans 

The  early  manifestations  of  rheumatoid 
arthritis  are  so  similar  to  those  of  a num- 
ber of  other  musculoskeletal  conditions 
that  it  may  often  be  mistakenly  diagnosed 
for  one  of  these  other  less  serious  condi- 
tions. Since  many  of  these  latter  diseases 
are  more  amenable  to  treatment  than  is 
rheumatoid  arthritis,  the  physician  must 
be  certain  that  he  has  considered  all  other 
possible  diseases  which  may  mimic  rheu- 
matoid arthritis  before  he  definitely  makes 
such  a diagnosis. 

The  cardinal  symptom  most  frequently 
associated  with  rheumatoid  arthritis  is 
acute  articular  swelling,  which  is  neither 
traumatic  nor  infectious.  Other  conditions 
which  can  in  part  mimic  this  condition 
include  the  shoulder-hand  syndrome,  hy- 
pertrophic pulmonary  osteoarthropathy, 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 

t From  the  Arthritic  Clinic,  Department  of 
Medicine,  Tul'ane  University  School  of  Medicine, 
and  the  Department  of  Medicine,  Ochsner  Clinic, 
New  Orleans. 
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gout,  and  combined  osteo  and  traumatic 
arthritis.  Serum  sickness,  paralysis  agi- 
tans  and  “hypercortisonism”  in  patients 
with  rheumatoid  arthritis  also  have  fea- 
tures which  should  be  considered  in  this 
discussion. 

SUOULDEK  HAND  SYNDROME 

The  shoulder  hand  syndrome  is  a dis- 
tinct clinical  entity, ^ which  is  easy  to  rec- 
ognize when  fully  developed.  However,  its 
varying  manifestations,  especially  during 
the  early  stage,  often  make  the  differen- 
tial diagnosis  difficult. 

Etiology:  The  onset  may  be  character- 
ized by  symptoms  refei’able  to  the  shoul- 
der, hand,  or  both,  which  may  appear 
without  apparent  cause.  It  has  been  fre- 
quently reported  after  myocardial  infarc- 
tion, and  may  appear  one  week  to  six 
months  after  an  attack  of  coronaiy  occlu- 
sion. It  has  also  been  reported  after  hemi- 
plegia, splinting  of  a fractured  arm,  ma- 
nipulation of  a shoulder,  and  abdominal 
operations.^  I have  seen  several  typical 
cases  associated  with  severe  emotional  dis- 
turbances and  following  recent  thoracic 
operations.  Coventry  ^ considered  the  syn- 
drome to  be  a form  of  periarthritis  char- 
acterized basically  by  pain,  disuse,  and 
the  “pre-arthritic  personality.”  The  most 
striking  feature  of  this  personality  is  a 
passive  apathetic  attitude  in  a person  with 
a low  pain  threshold  and  hypersensitive 
musculature.  Usually  their  attitude  is  “I 
can’t,”  “I’ve  tried,”  or  “It’s  too  painful  to 
move  the  arm.”  My  impression  is  that 
this  personality  has  not  been  characteristic 
in  the  patients  in  whom  the  syndrome  de- 
veloped after  thoracic  operations. 

The  first  clinical  manifestation  may  be 
a severe  ache  or  burning  pain  in  the 
shoulder  which  may  become  intense  in  a 
matter  of  a few  days.  The  initial  discom- 
fort may  be  accompanied  or  followed  by 
stiffness.  Immediately,  or  usually  within 
a few  days  or  weeks,  this  pain  extends 
down  the  arm  into  the  elbow,  forearm, 
and  hand.  Motion  in  the  shoulder  is  usu- 
ally restricted  from  the  onset,  and  the 
patient  soon  recognizes  a comfortable 
range  of  motion  for  the  shoulder  and  ex- 


tremity which  he  does  not  exceed  by 
choice  of  movements. 

Either  initially  or  as  the  discomfort 
extends  down  the  extremity,  the  entire 
hand,  including  the  fingers,  becomes  uni- 
formly swollen,  red  or  cyanotic,  and  the 
fingers  assume  a partially  flexed  position. 
The  fingers  have  been  said  to  look  like 
sausages.  There  is  no  tendency  to  spind- 
ling or  fusiform  swelling  of  the  proximal 
interphalangeal  joints.  The  hand  may  be 
moist  and  w^arm.  Although  the  patient 
can  shake  hands,  he  does  not  do  so  with 
a firm  clasp  and  the  hand  feels  “woody.” 
The  subcutaneous  tissue  is  indurated  and 
sore,  and  nodules  can  be  felt  in  the  palm. 
Motion  of  the  fingers  or  wrist  is  limited 
because  of  pain  and  the  patient  cannot 
completely  close  the  fist.  Characteristical- 
ly, the  joints  are  no  more  sensitive  to 
pressure  than  other  parts  of  the  hand  or 
fingers.  With  increasing  pain  the  hand 
is  guarded  and  the  patient  will  even  move 
it  about  with  the  opposite  hand. 

This  acute  or  subacute  involvement  of 
the  hand  may  continue  for  three  to  six 
months;  whereas  the  discomfort  in  both 
the  shoulder  and  hand  may  extend  over 
a period  of  six  to  twelve  months. 

The  acute  stage  may  be  brief,  quickly 
passing  into  a subacute  phase  character- 
ized by  continued  induration  and  slight 
swelling,  and  pain  usually  with  motion  or 
at  night.  This  may  exist  for  several 
months  and  is  often  the  time  when  the 
patient  is  told  he  has  “arthritis”  and  is 
subjected  to  the  still  too  often  futile 
practice  of  dental  extractions,  tonsillec- 
tomy, and  search  for  foci  of  infection. 

The  chronic  stage  is  manifested  by  re- 
sidual stiffness  of  the  shoulder  and  fingers 
of  the  hand.  The  fingers  feel  tight  and 
are  in  a flexed  position.  The  subcutane- 
ous structures  are  firm  and  nodular,  and 
fibrosis  of  the  palm  is  prominent.  The 
range  of  motion  of  the  hand  and  shoulder 
is  limited  but  probably  comfortable  with- 
in this  range. 

Roentgenograms  made  during  the  acute 
and  subacute  stages  show  soft  tissue  swell- 
ing, possibly  along  with  some  mild  osteo- 
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arthritis  of  the  interphalangeal  joints.  In 
the  later  stages  osteoporosis  is  common. 

Differentiation:  The  shoulder-hand  syn- 
drome differs  from  rheumatoid  arthritis 
in  several  ways.  These  patients  often  give 
a history  of  coronary  occlusion  or  some 
other  associated  precipitating  factor. 
Moreover,  they  do  not  complain  of  the 
general  fatigue  characteristic  of  rheuma- 
toid arthritis,  and  the  joints  of  the  hand 
are  not  any  more  uncomfortable  than  the 
adjoining  structures.  Finally,  the  result- 
ing deformities  of  the  two  conditions  are 
not  similar  and  articular  damage  and  nar- 
rowing are  not  demonstrable  roentgeno- 
graphically  in  the  patient  with  the  shoul- 
der-hand syndrome. 

No  treatment  has  been  successful  in  all 
cases.  Best  results  have  been  obtained  in 
cases  recognized  and  treated  early.  Coven- 
try ^ and  Steinbrocker  and  associates  * re- 
ported beneficial  results  from  cortisone 
and  ACTH,  especially  if  administered 
early  before  fibrosis  occurs.  Whereas  the 
latter  authors  considered  as  much  as  200 
mg.  of  cortisone  or  100  mg.  of  ACTH 
necessary  daily,  Coventry  reported  favor- 
able results  from  smaller  doses.  Smaller 
doses  could  be  tried  initially  and  the 
amount  increased  if  necessary. 

Suprascapular  blocks  with  or  without 
stellate  ganglion  blocks  have  relieved  pain 
and  swelling  and  have  increased  the  range 
of  motion  in  several  of  my  patients.  Jes- 
persen  ^ reported  improvement  following 
stellate  ganglion  block  in  10  out  of  16  pa- 
tients. 

As  disuse  of  the  shoulder  results  in  fur- 
ther periarthritis  of  that  joint,  motion  of 
the  involved  extremity  is  essential.  These 
patients  usually  require  the  help  of  an 
understanding  physical  therapist,  for  if 
left  to  their  own  initiative,  they  will  bene- 
fit only  partially  from  exercise  and  this 
partial  improvement  will  give  them  a 
false  sense  of  security.  The  therapist 
must  assist  the  patient  with  motions  of 
the  involved  joints  and  teach  him  to  move 
the  extremity  as  much  as  possible. 

Local  applications  of  heat  may  tempo- 
rarily facilitate  the  exercise.  Diathermy 


may  cause  additional  reflex  stimuli,  and 
moreover  has  no  advantage  in  such  cases. 
Splinting  of  the  involved  hand  may  pro- 
vide temporary  relief. 

IIYPERTROI’HIC  PI  LMONARY 
O S T E O A R T 1 1 R 0 1 • .V  T 1 1 Y 

Carcinoma  of  the  lung  associated  with 
acute  hypertrophic  pulmonary  osteoarthro- 
pathy can  simulate  rheumatoid  arthritis. 
Hansen,®  and  more  recently,  Jarvinen  and 
Knumlin  ' reported  articular  symptoms  re- 
sembling rheumatoid  arthritis  in  patients 
with  carcinoma  of  the  lung.  Craig,® 
Alvarez  ® and  Pattison  and  associates 
noted  the  frequency  with  which  symptoms 
referable  to  the  bones  and  joints  precede 
the  pulmonary  symptoms.  These  patients 
usually  seek  medical  aid  because  of  the 
painful  joint,  most  of  whom  are  treated 
for  rheumatoid  arthritis  before  the  pri- 
mary pathologic  condition  is  diagnosed. 

Etiology:  The  cause  of  pulmonary  osteo- 
arthropathy and  of  the  associated  articu- 
lar symptoms  remains  unknown.  Reduced 
pulmonary  aeration  with  low  oxygen  sat- 
uration has  been  suggested.  Reduced  oxy- 
gen tension  in  circulating  blood  of  the 
extremities  has  also  been  considered  to 
play  a role  in  this  phenomenon.  These 
theories  appear  unlikely  because  often  the 
pulmonary  carcinoma  is  small  and  the 
articular  symptoms  will  subside  following 
pneumonectomy.  Alleviation  of  articular 
symptoms  following  ligation  of  the  pul- 
monary artery  has  been  observed. “ As  in 
the  shoulder-hand  syndrome,  it  is  assumed 
that  reflex  stimulation  in  the  autonomic 
nervous  system  can  result  in  articular 
swelling.  On  the  basis  of  gynecomastia 
and  acromegalic  features  in  a representa- 
tive number  of  patients  with  hypertrophic 
pulmonary  osteoarthropathy  Fried  sug- 
gested an  endocrine  factor. 

The  clinical  manifestations  consist  in 
redness  and  swelling  of  the  joints,  in- 
creased warmth  in  the  articular  areas,  and 
painful  and  limited  motion  of  the  joints. 
Fluid  may  be  increased  in  the  involved 
joint  and  this  site  is  exquisitely  tender. 
Bilateral  symmetrical  involvement  is  com- 
mon in  the  large  articulations.  Atrophy 
and  weakness  of  the  small  muscles  of  the 
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upper  extremities  may  be  noticeable.  Hy- 
perhidrosis  of  the  hands  and  feet  also 
occurs. 

Differential  Diagnosis:  The  foregoing 

are  common  manifestations  of  both  rheu- 
matoid arthritis  and  hypertrophic  pulmo- 
nary osteoarthropathy.  However,  patients 
with  cancer  of  the  lung  and  hypertrophic 
pulmonary  osteoarthropathy  are  usually 
between  50  and  60  years  of  age  whereas 
those  with  rheumatoid  arthritis  are  be- 
tween 25  and  50  years  of  age.  In  the 
former  group  of  patients  the  shafts  of  the 
long  bones  usually  ache  and  are  tender,  a 
complaint  not  too  common  among  patients 
wdth  uncomplicated  arthritis.  Clubbing  of 
the  fingers  may  appear  so  late  as  to  be 
of  no  aid  in  the  initial  differential  diag- 
nosis. When  associated  with  chronic  pul- 
monary suppuration  and  congenital  heart 
disease  it  is  usually  painless;  whereas  it 
is  usually  painful  in  patients  with  osteo- 
arthropathy associated  with  carcinoma  of 
the  lung.  The  presence  of  acromegalic 
features  with  or  without  gynecomastia 
would  suggest  articular  changes  associated 
with  a pulmonary  malignancy. 

Laboratory  studies  do  not  aid  in  the 
differentiation  of  the  two  conditions.  An 
elevated  sedimentation  rate,  anemia,  and 
leukocytosis  may  be  found  in  both  condi- 
tions. 

Roentgenograms  of  the  joint  show  soft 
tissue  swelling,  possibly  some  slight  de- 
gree of  osteoporosis  in  the  articular  ends 
of  the  bones  and  periosteal  thickening  of 
the  adjoining  bone  which  may  be  pro- 
nounced and  irregular  or  serrated.  Roent- 
genograms of  the  chest  usually  reveal  a 
pulmonary  tumor.  The  type  of  lesion  can 
then  be  detennined  by  histologic  examina- 
tion of  the  sputum,  bronchoscopy,  biopsy 
of  the  primary  lesion  or  a metastatic  node 
if  present.  There  seems  to  be  no  connec- 
tion between  the  histologic  types  of  pul- 
monary tumor  and  hypertrophic  pulmo- 
nary osteoarthritis. 

The  treatment  of  hypertrophic  pulmo- 
nary osteoarthritis  secondary  to  a pulmo- 
nary tumor  is  pulmonary  resection,  which 
is  followed  by  prompt  relief  of  the  ar- 


thritic symptoms.  Roentgen  ray  treatment 
of  the  primary  disease  in  the  lung  has 
also  been  followed  by  improvement  in  the 
arthritis. 

GOUT 

Gout  and  gouty  arthritis  continue  to  be 
mistaken  for  traumatic,  infectious,  and 
rheumatoid  arthritis.  The  clinical  picture 
of  gout  may  be  characterized  by  chronic 
arthralgia  of  many  months’  duration.  The 
initial  joint  affected  may  be  one  other 
than  the  classical  site  in  30  to  40  per  cent 
of  patients.  Tophi  are  rarely  present  with 
the  initial  attack  and  may  never  appear. 
Fever  of  significant  degree  may  accom- 
pany the  acute  attack  and  prove  a dis- 
tracting clinical  feature.  Muscular  atro- 
phy, especially  about  the  large  joints,  may 
cause  a chronic  disability  and  give  the 
impression  that  the  arthritis  itself  is 
active  or  incapacitating.  Today,  few  pa- 
tients with  gout  give  a history  of  dietary 
indiscretion,  which  was  formerly  asso- 
ciated with  this  disease.  Whereas  in 
gout  bilateral  symmetrical  involvement  of 
joints  is  not  typical,  not  infrequently  one 
joint  may  be  involved,  then  subside  par- 
tially only  to  have  the  symmetrical  joint 
on  the  opposite  side  become  equally  swol- 
len and  painful.  These  variations  in  the 
clinical  picture  from  the  classical  attack 
of  podagra  still  add  confusion  to  the  cor- 
rect early  diagnosis  of  gout  and  lead  to 
utilization  of  therapeutic  measures  for 
rheumatoid  arthritis. 

In  patients  demonstrating  none  of  the 
foregoing  features  the  diagnosis  of  gout 
may  be  established  more  readily  if  its 
possibility  is  considered  in  all  arthritic 
patients.  The  absence  of  fatigue  in  the 
patient  with  articular  swelling  is  more 
characteristic  of  gout  than  rheumatoid 
arthritis.  In  my  experience  the  temporo- 
mandibular joints  frequently  become  sore, 
stiff  or  uncomfortable  in  patients  with 
rheumatoid  arthritis  but  not  in  those  with 
gout.  Patients  with  gout  often  come  to 
recognize  a pattern  of  progression  of  in- 
volvement in  which  eight  to  forty-eight 
hours  before  the  most  painful  phase  of 
the  attack  there  is  a burning,  tingling. 
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stiffness  or  a different  type  of  pain  at  the 
same  site,  which  serves  as  a learning  sign. 
History  of  renal  stone  is  also  evidence  in 
support  of  a diagnosis  of  gout. 

Elevated  uric  acid  level  is,  of  course, 
most  helpful  and  serum  uric  acid  deter- 
mination should  be  done  in  every  patient 
with  arthritis.  Normal  serum  uric  acid 
level  in  suggestive  cases  of  arthritis  does 
not  mean  that  the  patient  does  not  have 
gout  for  frequently  it  will  eventually  be- 
come elevated.  Often,  the  most  expedient 
diagnostic  aid  is  a course  of  colchicine, 
consisting  of  oral  administration  of  1/100 
gr.  tablets  every  two  hours  until  nausea, 
vomiting,  or  diarrhea  develops  or  pain  is 
relieved. 

Treatment  of  gout  may  be  considered 
in  two  parts:  management  of  the  acute 
attack  and  long  range  control.  The  acute 
attack  can  best  be  handled  by  the  early 
adequate  administration  of  colchicine.  The 
most  effective  dosage  is  the  same  as  that 
used  for  diagnostic  purposes.  It  should 
be  given  as  soon  as  there  is  any  sugges- 
tion of  a gouty  attack,  and  possibly  con- 
tinued in  smaller  daily  doses  (1/100  gr. 
once  or  twice  daily)  for  ten  to  fourteen 
days  following  complete  subsidence  of  all 
evidence  of  arthritis.  This  may  prevent 
a recurrence  during  the  convalescent  peri- 
od. The  patient  should  be  kept  in  bed, 
especially  if  weight  bearing  joints  are  in- 
volved. Ambulation  is  best  avoided  until 
all  evidence  of  inflammation  has  subsided. 
Local  application  of  heat  or  cold  may 
alleviate  the  pain. 

Aspirin  in  large  daily  doses  can  also 
relieve  some  patients  with  gout.  ACTH 
along  with  colchicine  may  be  effective  in 
colchicine  resistant  cases.  Phenylbutazone 
may  alleviate  the  acute  attack  of  gout 
and  is  welcomed  by  those  patients  who 
react  unfavorably  to  colchicine.  Unless 
close  medical  supervision  is  maintained, 
patients  should  not  be  given  phenylbuta- 
zone for  more  than  five  to  seven  days. 

Between  attacks  the  patient’s  diet  should 
be  supervised  so  as  to  correct  or  prevent 
obesity,  to  eliminate  excessive  high  purine 
foods,  to  maintain  a high  fluid  intake  and 


if  necessary  to  alkalize  the  urine  to  avoid 
excessive  uric  acid,  which  would  hasten 
recurrent  acute  attacks.  Large  daily  doses 
of  aspirin  serve  as  a uricosuric  agent  and 
often  alleviate  some  of  the  chronic  gouty 
arthritic  discomfort.  Benemid  is  an  effec- 
tive uricosuric  drug.  In  many  instances  it 
appears  to  reduce  the  number  of  acute 
recurrences  and  diminishes  the  chronic 
disability.  It  is  of  no  value  for  treating 
the  acute  attack. 

The  injection  of  Compound  F (hydro- 
cortisone) may  be  useful  during  an  acute 
attack  or  in  a patient  with  chronic  symp- 
tomatic gouty  arthritis. 

OSTEOAKTIIIUTIS.  OBESITY.  AND  TRAUMA 

The  most  common  articular  disease, 
osteoarthritis,  is  seldom  mistaken  for 
rheumatoid  arthritis.  However,  the  obese 
patient  with  osteoarthritis  of  the  knee 
occasionally  presents  a clinical  picture 
suggestive  of  rheumatoid  arthritis.  Mild 
trauma,  such  as  excessive  walking,  stand- 
ing or  carrying  a heavy  object,  causes 
these  patients’  knees  to  become  swollen, 
tender,  red,  warm,  and  painful  on  motion. 
The  patient  is  usually  afraid  to  stop  walk- 
ing lest  his  knees  “freeze  up.”  Conse- 
quently, the  joints  continue  to  be  irritated 
and  chronic  disability  results.  The  condi- 
tion affects  older  people  in  whom  fatigue 
is  not  uncommon.  This  may  cause  the 
physician  to  consider  rheumatoid  involve- 
ment. The  picture  may  appear  still  more 
like  rheumatoid  inflammation  because  of 
atrophy  of  the  adjacent  musculature  and 
the  occurrence  of  slight  flexion  deformi- 
ties. The  most  common  site  to  which  this 
applies  is  the  knee  joint.  The  anterior 
thigh  musculature  in  such  patients  often 
is  so  greatly  atrophied  that  the  knee  joint 
lacks  stability,  adding  further  to  incapaci- 
tation. 

These  patients  are  practically  always 
women  who  have  already  undergone  the 
menopause  and  who  have  a long  history 
of  obesity  with  recent  gain  in  weight. 
The  knees  are  often  so  fat  that  it  is 
difficult  definitely  to  identify  any  inflam- 
matory swelling.  Questioning  reveals  one 
or  more  days  of  unusual  activity,  such  as 
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shopping  all  day  during  sales  or  holding 
a grandchild  for  long  periods  while  stand- 
ing. The  patient  usually  obtains  some  re- 
lief with  rest  and  feels  worse  with  activi- 
ty. The  body  stiffness  or  jelling  charac- 
teristic of  rheumatoid  arthritis  is  lacking. 
Although  they  often  complain  of  fatigue, 
this  is  not  utter  exhaustion  and  it  alone 
does  not  limit  their  activities.  Absence  of 
acute  synovitis  in  other  joints  also  helps 
exclude  rheumatoid  inflammation. 

Treatment:  These  patients  frequently 

respond  promptly  to  absolute  rest  in  bed 
for  one  or  two  weeks  during  which  time 
local  application  of  heat  adds  to  their  com- 
fort. With  improvement  the  extremities 
involved  should  be  lightly  massaged  and 
exercised  to  restore  and  preserve  muscu- 
lar strength. 

Injections  of  Compound  F into  the  joint 
help  to  shorten  the  period  of  rehabilita- 
tion, for  by  alleviating  the  pain  and  swell- 
ing, it  permits  early  ambulation  and  physi- 
cal therapy  to  restore  muscular  strength 
and  full  range  of  motion  in  the  joint.  If 
Compound  F is  not  used,  aspirin  or  other 
salicylates  usually  suffice  to  counteract 
pain.  The  need  for  narcotics  suggests 
more  significant  disease. 

A light  support  for  the  knee,  or  brace, 
may  be  helpful  in  governing  stability  of 
the  involved  joint  but  seldom  need  this  be 
elaborate.  Weight  reduction  is,  of  course, 
the  cardinal  aim,  and  unless  it  is  accom- 
plished, the  condition  will  either  not  be 
completely  alleviated  or  will  recur. 

OTHER  CONDITIONS 

The  classical  picture  of  paralysis  agitans 
offers  no  diagnostic  problem.  However, 
several  features  of  the  disease  sometimes 
cause  confusion  in  diagnosis  and  treat- 
ment. The  patient  with  early  Parkinson- 
ism has  only  suggestive  complaints  of  ar- 
ticular soreness  and  stiffening,  which  he 
and  his  family  attribute  to  disease  in  the 
joint.  When  these  complaints  are  coupled 
with  limited  use,  and  occasionally,  mild 
swelling  of  the  hand,  the  clinical  picture 
may  become  more  confusing.  Hemi-Par- 
kinsonism  makes  the  picture  even  more 
bizarre  and  may  lead  to  therapeutic  mea- 


sures directed  primarily  to  the  joints. 

The  patient  with  well  established  paral- 
ysis agitans  may  also  be  troubled  pri- 
marily with  discomfort  in  the  joint  and 
pain  in  the  spastic  upper  extremities.  Al- 
though it  may  be  tempting  to  treat  the 
arthralgia  as  a separate  entity,  this  is 
best  handled  by  primarily  treating  the 
Parkinsonism. 

Differentiation  of  these  cases  from 
rheumatoid  arthritis  is  not  difficult  if 
such  possibilities  are  kept  in  mind  and 
the  neurologic  status  is  fully  evaluated. 
Effective  therapy  for  the  paralysis  agitans 
usually  alleviates  the  articular  discomfort 
as  well. 

The  widespread  use  of  antibiotics,  es- 
pecially penicillin,  has  made  subsequent 
sensitivity  reactions  relatively  common- 
place. These  reactions  are  often  marked 
by  generalized  arthralgia  and  occasionally 
there  is  definite  bilateral  symmetrical  ar- 
ticular swelling,  which,  when  combined 
with  the  associated  malaise  can  mimic  the 
early  picture  of  rheumatoid  arthritis.  Ser- 
um sickness  can  result  in  similar  symp- 
toms. The  history  of  previous  administra- 
tion of  antibiotics,  the  presence  of  a rash, 
and  the  absence  of  muscular  atrophy  are 
often  the  only  major  differentiating 
points.  Time,  ACTH,  and  cortisone  have 
been  helpful  therapeutic  aids  to  control 
symptoms  until  the  allergic  reaction  sub- 
sides. It  is  sometimes  necessary  to  con- 
tinue this  therapy  for  weeks. 

Slocumb  called  attention  to  the  devel- 
opment of  a condition  in  patients  with 
rheumatoid  arthritis  who  receive  excessive 
doses  of  cortisone,  which  he  called  “hyper- 
cortisonism.”  The  symptoms,  which  are 
suggestive  of  a rheumatoid  exacerbation, 
include  exaggeration  of  the  stiffness,  ach- 
ing, pain  or  soreness.  This  is  seldom  asso- 
ciated with  increased  synovitis  or  tender- 
ness, as  would  be  expected  in  a recurrent 
attack  of  rheumatoid  arthritis. 

SUMMARY 

The  painful  swollen  joints  of  early  rheu- 
matoid arthritis  can  sometimes  be  mim- 
icked by  the  arthritis  of  other  conditions, 
such  as  shoulder-hand  syndrome,  hyper- 
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trophic  pulmonary  osteoarthropathy,  gout, 
osteotraumatic  arthritis  of  the  knee,  serum 
sickness,  and  paralysis  agitans.  Differ- 
entiation is  essential  for  proper  manage- 
ment. 
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THE  PHYSICIAN’S  ROLE  IN  A 
COMMUNITY  HEALTH  PROGRAM  * 

BERT  R.  BURGOYNE,  M.  D. 

Baton  Rouge 

Every  physician,  by  the  very  fact  that 
he  assumes  the  care  and  treatment  of  a 
human  being,  must  likewise  assume  a 
role  of  responsibility  for  the  patient’s 
mental  and  emotional  well-being.  This 
fact  applies  equally  whether  the  physician 
be  engaged  in  general  practice  or  one  of 
the  more  specialized  fields.  The  surgeon 
cannot  adequately  treat  and  care  for  his 
patient  if  he  loses  sight  of  the  fact  that 
the  examination  procedure,  presence  of 
disturbed  function  or  diseased  tissue,  and 
the  possibility  of  some  surgical  procedure 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 


all  have  a psychological  impact  on  the  in- 
dividual. The  obstetrician  cannot  ade- 
quately offer  prenatal  care  to  the  mother 
and  plan  for  the  ultimate  delivery  with- 
out giving  proper  consideration  to  the 
psychological  aspects  of  this  female  func- 
tion, which  may  be  considered  a normal 
physiological  function  of  the  female  by 
every  one  except  the  patient.  The  gyne- 
cologist would  be  guilty  of  wanton  neglect 
if  he  failed  to  consider  his  patient’s  psy- 
chological involvement  in  what  happens  to 
her  genital  organs.  The  E.N.T.  man  who 
so  glibly  says  that  the  child’s  tonsils  must 
come  out  should  also  recognize  that  this 
child  will  be  exposed  to  one  of  the  gener- 
ally recognized  most  traumatic  psycho- 
logical experiences  of  his  or  her  life  and 
should  approach  the  procedure  according- 
ly. Thus,  might  we  go  on  and  enumerate 
each  specialized  field  and  point  out  the 
responsibility  of  the  physician  which 
would  only,  in  final  analysis,  be  a re- 
statement of  the  fact  that  the  psyche  and 
soma  are  inseparable  and  there  is  an 
interdependence  as  to  their  health  and 
well  being. 

Consequently,  we  must  recognize  that 
the  primary  role  of  every  physician  in 
any  mental  health  program  which  in- 
volves the  patient,  and  therefore  the  medi- 
cal community,  is  that  of  a first  line  of 
defense.  He  must  at  all  times  be  alert  and 
aware  as  to  the  effect  his  approach  to 
and  handling  of  the  physical  problems 
may  have  upon  a patient.  He  must  be 
sensitive  to  the  psychological  aspects  of 
the  various  physical  and  organic  dis- 
orders, and  at  the  same  time  cognizant  of 
the  psychological  disorders  which  may  be 
responsible  for  and  producing  somatic 
symptoms  or  functional  disorders.  By 
sensitive  awareness  and  understanding,  he 
will  be  doing  much  to  promote  the  mental 
health  of  his  community  and,  at  the  same 
time,  utilizing  his  expert  skill  to  restore 
and  improve  their  physical  health. 

The  patient  is  a human  being  with 
worries,  fears,  hopes,  and  despairs,  and 
not  merely  a bearer  of  organs.  As  such, 
he  has  become  an  object  of  medical  inter- 
est and  in  the  last  two  decades  has  for 
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this  reason  demanded  increasing  atten- 
tion as  to  the  causative  role  of  emotional 
factors  in  disease.  With  a growing  psy- 
chological orientation  among  physicians, 
there  is  an  increasing  attempt  through 
modern  scientific  medical  psychology  to 
place  medical  art,  the  psychological  effect 
of  the  physician  upon  the  patient,  on  a 
scientific  basis  and  make  it  an  integral 
part  of  therapy.  This  undefined  emotional 
rapport  between  physician  and  patient  is 
with  little  doubt  the  factor  in  much  of 
the  therapeutic  success  of  the  healing  pro- 
fession. Today  there  is  a growing  accep- 
tance of  the  concept  that  local  anatomical 
changes  themselves  may  result  from  more 
general  disturbances  which  develop  in  con- 
sequence of  faulty  function,  excessive 
stress,  or  environmental  factors. 

Modern  clinical  medicine  has  become 
divided  into  two  portions — one,  considered 
the  more  advanced  and  scientific,  includes 
all  disturbances  that  can  be  explained  in 
terms  of  physiology  and  general  pathol- 
ogy; (for  example,  organic  heart  defects, 
diabetes,  infectious  diseases,  etc.)  and  the 
other,  considered  less  scientific,  which  in- 
cludes a great  conglomeration  of  ailments 
of  obscure,  frequently  psychic,  origin. 
This  has  resulted  in  a tendency  to  force 
more  and  more  diseases  into  the  etiologi- 
cal scheme  of  infection,  w^here  pathogenic 
cause  and  pathological  effect  appear  to 
have  a comparatively  simple  relationship 
to  each  other.  When  the  infectious  or 
organic  explanation  fails,  the  modern  clin- 
ician is  only  too  ready  to  console  himself 
with  the  hope  that  some  time  in  the 
future,  after  more  details  of  organic  pro- 
cesses are  known,  the  psychic  factor,  un- 
willingly admitted,  will  eventually  be 
eliminated.  However,  gradually  more  and 
more  clinicians  with  a broader  perspective 
have  come  to  recognize  that  even  in 
physiologically  well  understood  disturb- 
ances, such  as  diabetes  and  essential  hy- 
pertension, only  the  last  links  in  the 
causal  chain  are  known  and  the  primary 
etiological  factors  still  remain  in  dark- 
ness. There  exists  a peculiar  discrepancy 
between  the  official  theoretical  and  the 
factual  practical  attitude  of  the  physician 


in  his  practice.  In  his  scientific  contribu- 
tions, in  his  addresses  to  medical  groups, 
he  will  stress  the  need  for  knowing  more 
and  more  details  about  the  underlying 
physiological  and  pathological  processes, 
and  he  will  refuse  to  believe  seriously  in 
psychogenic  ideology.  In  his  private  prac- 
tice, however,  he  will,  without  hesitation, 
advise  his  patient  suffering  from  essential 
hypertension  to  try  to  relax,  take  life 
less  seriously,  avoid  over-work,  and  he 
will  try  to  convince  his  patient  that  his 
over-active,  over-ambitious  attitude  in  life 
is  the  real  source  of  his  high  blood  pres- 
sure. It  is  felt  that  the  practitioner  as- 
sumes a somewhat  dogmatic  antipsycho- 
logical  scientific  attitude  only  because  he 
does  not  know  exactly  how  this  psychic 
element  w'orks  and  because  it  is  so  con- 
tradictory to  everything  he  has  learned 
during  his  medical  training  and  because 
the  recognition  of  the  psychic  factor  seem- 
ingly disrupts  the  consistency  of  the 
physiochemical  theory  of  life,  and  there- 
fore he  tries  to  disregard  the  psychic  fac- 
tor as  much  as  possible.  However,  when 
confi'onted  with  his  patients,  he  is  forced 
to  pay  primary  attention  to  this  factor 
and  although  he  may  identify  it  as  medi- 
cal art,  it  is  actually  the  deeper  intuitive 
knowledge  which  he  has  obtained  during 
the  long  years  of  his  clinical  experience. 

Might  it  be  suggested  then  that  the 
physician  assume  a more  conscious  psy- 
chosomatic orientation  in  medicine  and 
thereby  serve  an  important  role  in  the 
mental  health  of  his  patient  and  com- 
munity. 

It  would  be  most  difficult  for  a physi- 
cian either  to  recognize  the  need  of  his 
patient  or  to  be  able  to  recommend  appro- 
priate measures  for  relief  of  symptoms 
and  ultimate  rehabilitation,  if  he  himself 
was  not  fully  aware  of  the  implications 
of  symptoms  and  possibilities  for  the 
various  types  of  therapy.  It  may  thus  be 
assumed,  as  a responsibility  of  every 
physician  to  develop  an  awareness  of  the 
symptoms  of  emotional  illness,  both  in 
the  more  subtle  lesser  degree  and  more 
evident  and  disturbing  aspects.  Every  op- 
portunity should  be  taken  to  acquaint  one- 
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self  with  the  fundamentals  of  psycho- 
pathology and  psychodynamics.  There 
should  be  an  open-minded  recognition  of 
the  possibilities  of  the  various  types  of 
therapy  and  an  avoidance  of  any  inclina- 
tion to  unduly  favor,  recommend,  or  in- 
sist upon  a type  of  therapy  because  it 
may  be  more  easily  accepted  as  something 
being  done  for  the  patient.  Acquisition 
of  such  knowledge  and  information  by 
the  physician  would  enable  him  to  en- 
lighten his  patients  and  thereby  relieve 
some  of  their  distress,  and  in  doing  so  he 
would  be  taking  the  role  of  an  educator 
in  mental  health. 

The  patient-physician  relationship  has 
always  been  one  that  was  characterized 
by  a mixture  of  trust,  affection,  and  even 
adoration.  Even  though  this  relationship 
which  was  exemplified  most  by  the  family 
physician,  now  almost  extinct  in  some 
areas,  has  been  endangered  by  the  highly 
specialized,  mechanized,  antibiotic  ap- 
proach of  our  profession  at  this  time,  it 
still  exists  and  as  such  should  be  recog- 
nized and  utilized  to  the  advantage  of  the 
patient  and  not  to  the  narcissistic  edifica- 
tion of  the  physician.  This  relationship 
places  the  physician  in  a strong  position 
to  advise  and  influence  the  patient  in  his 
thinking  and  attitude  toward  himself  and 
the  physical  or  mental  aspects  of  his 
being.  Consequently,  the  physician  can 
and  should  utilize  this  opportunity  to  en- 
lighten the  patient  and  dispel  some  of  his 
old  fears  and  prejudices  in  matters  of 
acceptance  of  emotional  disturbances  in 
themselves  and  others.  They  should  be 
helped  to  recognize  that  to  be  told  that 
their  symptoms  are  functional  or  emotion- 
al in  origin  does  not  imply  they  are  vic- 
tims of  their  own  imagination  or  that 
they  are  in  any  way  bordering  on  a de- 
lusional hypochondriacal  state.  Further- 
more, they  should  be  helped  to  understand 
that  when  any  type  of  psychiatric  help 
is  recommended  this  does  not  label  them 
as  insane  and  there  is  no  need  to  imme- 
diately mobilize  all  their  resources  in  an 
effort  to  deny  and  hide  from  others  any 
suggestion  of  their  disorder.  It  should  be 
pointed  out  to  the  patient  that  it  is  a 


fallacy  to  attempt  to  reassure  himself  by 
avoiding  psychiatric  help  or  even  his  fre- 
quent attempt  in  making  extensive  effort 
to  keep  such  help  a closely  guarded  secret. 
This  supportive  and  reassuring  role  of 
the  physician  can  play  an  important  role 
in  the  mental  health  of  the  ill  persons  he 
may  come  in  contact  with. 

A commission,  headed  by  Dr.  Dan  Blain, 
recently  made  an  exhaustive  survey  of 
the  facilities  and  needs  of  the  State  of 
Louisiana  for  psychiatric  care  and  pro- 
motion of  mental  health.  The  essence  of 
these  reports  was  that  the  principal  ef- 
forts be  directed  toward  early  care  and 
preventive  measures  at  a local  community 
or  regional  level.  We,  as  physicians, 
should  be  heartily  in  accord  with  and  en- 
dorse such  a program  as  it  has  most  to 
offer  in  terms  of  practicality  and  facility 
and  would  do  much  to  insure  every  op- 
portunity for  the  emotionally  ill  person 
to  receive  early  and  appropriate  care.  One 
of  the  provisions  of  the  Hill-Burton  Bill 
was  that  facilities  be  provided  in  general 
hospitals  for  the  treatment  of  psychiatric 
patients.  The  physician  should  express 
his  approval  of  this  adea  at  his  own  hos- 
pital and  cooperate  wherever  possible  in 
promoting  the  establishment  and  use  of 
such  facilities  for  these  people  of  his 
community.  By  encouraging  and  helping 
to  establish  such  facilities,  the  physician 
is  assuming  an  important  and  effective 
role  in  his  community’s  mental  health 
program. 

In  summary,  it  should  behoove  all  of 
us  as  physicians  to  exert  every  effort  to 
bring  about  a state  of  general  well  being, 
including  mental  health,  in  our  patients 
and  all  members  of  the  community.  To 
reiterate  how  we  may  best  serve  in  this 
role,  I should  like  to  suggest  (1)  an  in- 
dividual awareness  of  the  psychological 
effect  of  our  approach  to  and  treatment 
of  the  patient.  (2)  An  honest  recognition 
of  our  own  feelings  toward  the  ideas  and 
concepts  of  psychological  and  emotional 
factors  and  the  part  they  play  in  the  eti- 
ology and  cause  of  any  illness.  This  would 
mean  an  unprejudiced  and  honest  effort 
to  entertain  the  newer  principles  of  the 


156 


Rougelot — Problem  of  Dyspareunia  and  Frigidity 


psychosomatic  orientation  of  medicine  and 
avoid  a zealous  reluctance  to  question  the 
exclusive  physiochemical  orientation.  (3) 
A personal  effort  to  become  more  en- 
lightened upon  what  psychiatry  has  to 
offer  a great  number  of  your  patients 
and  to  allay  some  of  their  and  our  old 
prejudices.  (4)  To  serve  as  a source  of 
information  to  our  patients  so  that  they 
may  more  clearly  understand  and  be  able 
to  accept  an  emotional  illness  or  dis- 
ordered thinking  and  behavior,  together 
with  psychiatric  care,  as  something  other 
than  a stigma.  (5)  That  each  individual 
physician  assume  an  active  interest  and 
role  in  promoting  and  supporting  all 
functions  and  facilities  in  his  community 
which  have  as  their  purpose  the  aid  and 
treatment  of  the  emotionally  ill  person. 
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THE  PROBLEM  OF 

DYSPAREUNIA  AND  FRIGIDITY  * 
ROBERT  EMILE  ROUGELOT,  M.  D.  f 
New  Orleans 

With  the  recent  widespread  interest  in 
human  sex  relationships  it  is  apropos  at 
this  time  to  discuss  certain  problems  aris- 
ing in  connection  with  sex  adjustment  in 
women. 

Moving  pictures,  advertisements,  novels 
and  the  overwhelming  public  preoccupa- 
tion with  sex  tend  to  make  one  believe 
that  the  average  American  woman  is  not 
only  well  adjusted  but  perhaps  more 
strongly  sexed  than  usual. 

To  the  gynecologist  this  is  very  far 
from  true.  Actually,  frigidity,  dsypareu- 
nia  or  neuroses  associated  with  sex  mal- 
adjustment constitute  the  most  frequent 
psychosomatic  problems  encountered. 

It  has  been  estimated  that  25  per  cent 
or  more  of  women  are  frigid,  or  have 
lelatively  weak  sex  response  as  deter- 
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mined  by  orgasm.  Frigidity  must  be  ade- 
quately defined,  since  the  term  as  used 
covers  many  meanings,  such  as  dsypareu- 
nia,  lack  of  libido,  vaginal  anesthesia, 
etc.  Many  people  feel  that  frigidity  is  due 
to  some  sort  of  physical  inadequacy  in 
the  genitalia,  or  due  to  failure  in  sex 
technique.  However,  it  has  been  fairly 
well  established  that  in  most  women  the 
genitalia  are  quite  adequate  for  sex  rela- 
tions and  indeed  that  vulvectomy  and  hys- 
terectomy may  not  hinder  active  sex  re- 
sponse ; and  finally,  that  women  may 
achieve  orgasm  without  actually  having 
intercourse. 

Frigidity  then  is  a psychosomatic  dis- 
order or  a neurosis  with  strong  psychic 
inhibition  either  conscious  or  subconscious 
and  is  exhibited  by  failure  to  achieve  or- 
gasm. Orgasm  in  the  female  is  a complex 
psychogenic  experience,  the  physiology  of 
which  has  not  yet  been  completely  deter- 
mined. Whether  the  seat  of  orgasm  is 
clitoridal  or  vaginal  has  been  held  to  have 
some  diagnostic  value.  Knight  ^ believes 
that  clitoridal  orgasm  represents  an  im- 
mature response  in  which  transference  of 
attention  to  the  vagina  has  not  taken 
place  because  of  fixation  in  childhood  on 
the  clitoris  as  the  substitute  for  the  penis; 
hence  the  mature  response  or  vaginal  or- 
gasm is  inhibited. 

I believe  that  we  must  disagree  some- 
what with  this  theory  because  numerous 
case  histories  reveal  that  the  clitoris  plays 
a tremendous  part  in  initiating  sex  im- 
pulses and  because  of  its  position  and  its 
homologous  relation  to  the  penis  anatomic- 
ally and  embryologically  it  may  well  be 
designed  to  play  a major  role  in  the 
mechanism  of  orgasm. 

The  many  ways  in  which  orgasm  is  in- 
hibited psychically  have  been  studied  ex- 
tensively and  there  is  a tremendous  wealth 
of  material  on  the  subject.  One  may  well 
become  lost  in  the  maze  of  psychiatric 
interpretations  of  the  origins  of  this  neu- 
rosis including  such  theories  as  penis 
envy,  castration  complex,  narcissism, 
masochism,  maternal  hatred,  father  hatred, 
homosexuality,  nymphomania  and  many 
more.  It  is  not  my  purpose,  nor  do  we 
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have  the  time  today  to  elaborate  on  these 
psychosexual  theories.  We  cannot  dismiss 
them  lightly  because  in  many  special  cases 
their  significance  becomes  obvious.  It  is 
my  belief,  however,  that  many  cases  of 
frigidity  can  be  traced  back  to  causes 
which  we  can  treat  as  general  practitioners 
and  as  gynecologists  and  which  are  not  so 
deep  seated  as  to  require  special  psychiatric 
care. 

We  can  broadly  classify  frigidity  as 
being  due  to 

1.  Causes  due  to  deep  rooted  psycho- 
sexual  conflicts. 

2.  Those  due  to  readily  recognizable 
situational  or  environmental  factors. 

It  is  the  latter  that  I shall  emphasize 
today. 

One  cannot  stress  too  strongly  the  ne- 
cessity of  giving  the  patient  time  to  tell 
her  story  and  of  becoming  acquainted 
v/ith  the  physician  and  his  sympathetic 
attention,  so  that  reticence  is  abolished 
and  the  often  embarrassing  details,  which 
so  frequently  constitute  the  real  back- 
ground of  her  visit,  are  disclosed. 

Once  rapport  is  established  it  becomes 
relatively  easy  to  ask  such  questions  as 
are  pertinent  and  one  can  piece  together 
a background  indicating  that  the  chief 
complaint,  often  physical  in  character, 
such  as  backache,  weight  in  the  pelvis,  pel- 
vic pain,  menstrual  dysfunction,  actually 
has  its  origin  in  psychosexual  disorders 
notably  frigidity  or  incomplete  sex  re- 
sponse. As  we  take  the  history  in  a case 
of  frigidity,  it  is  convenient  to  question 
the  patient  in  an  orderly  manner  which 
can  be  outlined  as  follows: 

1.  Certain  conflicts  arise  in  childhood 
and  early  adolescence  and  are  significant 
of  lack  of  emotional  development.  These 
will  include  homosexuality,  infantile  fixa- 
tions, narcissism,  asceticism,  father  ha- 
tred, Oedipus  complex,  etc.  and  if  our 
questions  reveal  such  a background  the 
patient  should  be  referred  to  a psychi- 
atrist. 

2.  Other  conflicts  in  childhood  and 
early  adolescence  are: 

a.  Lack  of  education  in  sex  psysiology 
and  sex  technique. 


b.  Deep  rooted  moral  and  religious 
prejudices. 

c.  Fears,  disgust  or  revulsion  instilled 
by  parents,  educators  or  companions 
or  religious  instructors. 

d.  Social  prejudices  and  fears  referable 
to  menstruation,  lactation  and  child 
bearing. 

3.  In  the  young  adult  we  find  inhibi- 
tion resulting  from : 

a.  The  shock  of  the  first  sex  experi- 
ence. 

b.  Fear  of  defloration. 

c.  Unusual  sex  experiences  as  rape, 
perversion  and  rather  frequent  cause 
in  young  girls,  viz.,  that  of  male 
exhibitionism. 

d.  Fear  of  venereal  disease. 

e.  Sense  of  shame,  embarrassment  or 
guilt. 

4.  When  we  begin  questions  about  the 
m.arriage  itself  we  find  numerous  factors 
quite  tangible  and  discernible. 

a.  One  of  the  most  tragic  is  the  choice 
of  the  wrong  mate  and  often  the 
simple  question,  “Do  you  love  your 
husband?”  will  bring  a flood  of 
tears  and  a painful  story  of  disil- 
lusionment and  disappointment.  The 
term  facultative  frigidity  is  applied 
in  those  cases  in  which  the  woman 
is  frigid  for  one  mate  but  not  neces- 
sarily frigid  for  another  and  I sup- 
pose the  many  marriages  of  Holly- 
wood actors  and  actresses  and  others 
represent  a constant  search  for  the 
right  mate — the  woman  not  realiz- 
ing however  that  the  basic  narciss- 
ism makes  this  impossible. 

b.  The  conduct  of  the  wedding  night 
has  been  given  as  a frequent  cause 
of  frigidity  in  sensitive  women. 
However  this  is  not  noted  as  a com- 
mon cause  so  often  today.  It  has  in 
turn  given  way  to : 

c.  Pregnophobia,  which  I can  safely 
say  is  one  of  the  major  causes  of 
inhibition  in  the  sex  relationships. 
One  of  my  patients  admitted  to  sex 
abstinence  for  seventeen  years  fol- 
lowing the  painful  birth  of  several 
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children  (which  I did  not  deliver, 
incidentally.) 

d.  Waning  interest  of  the  husband  and 
infidelity  are  frequent  factors  which 
cause  anger,  and  repression  of  her 
own  sex  impulses  in  the  woman. 

It  must  be  remembered  that  harmonious 
relations  in  marriage  depend  on  the  hus- 
band as  well  as  the  wife  and  if  our  pa- 
tient does  not  have  orgasm  we  must  in- 
quire into 

e.  Impotence  or  premature  ejaculation. 

f.  Onanism. 

g.  Inepitude  in  sex  technique. 

In  this  latter  instance  the  matter  of 
technique  is  not  as  important  as  the  reali- 
zation that  there  is  frequently  a time 
deficit  when  there  should  be  concurrence 
of  orgasm.  The  average  male  may  achieve 
orgasm  in  three  to  five  minutes,  while  it 
is  frequently  noted  that  women  being 
more  passive  and  taking  a longer  time  to 
respond  may  require  fifteen  minutes  or 
longer  to  achieve  climax.  This  deficit  is 
responsible  not  only  for  much  unhappi- 
ness but  the  chronic  tumescence  resulting 
therefrom  frequently  causes  pelvic  con- 
gestion, ovarian  pain,  chronic  discharge, 
backache,  and  occasionally  menstrual  dis- 
turbances. 

h.  In  modern  marriages,  as  might  be 
expected,  other  factors  play  a role 
and  differences  in  social  and  intel- 
lectual interests  may  well  be  the 
starting  point  for  loss,  particularly 
in  the  woman  of  her  “sex  ideal.” 

5.  Outside  of  the  actual  marriage  cer- 
tain environmental  factors  can  play  an 
important  role  among  which  can  be  men- 
tioned : 

a.  Living  with  relatives  and  inlaws. 
This  is  an  exceedingly  common  cause 
for  loss  of  sex  intimacy  and  inhibi- 
tion and  many  cases  could  be  cited 
not  only  of  frigidity  but  of  actual 
broken  marriages  when  the  mother 
or  mother-in-law  not  only  meddles 
in  the  every  day  affairs  of  the  young 
couple  but  comments  on  their  noc- 
turnal activities  as  well. 

b.  Too  close  relationship  with  children, 
as  when  living  space  is  too  crowded. 


c.  Insufficient  income  with  the  wife 
sharing  in  the  support  of  the  family. 

d.  Illness  of  a constitutional  type. 

e.  Overwork,  fatigue,  and  anxiety  of 
financial,  social  and  child  rearing 
problems. 

This  has  been  a rather  long  list  of 
causes  for  frigidity  but  I believe  that  they 
illustrate  a practical  approach  as  far  as 
situational  or  environmental  factors  are 
concerned.  It  is  only  fair  to  state,  how- 
ever, that  to  the  psychiatrist  these  repre- 
sent superficial  causes.  He  will  hold  for 
example,  that  if  a woman  is  apparently 
frigid  because  rape  was  attempted  on  her: 

1.  Many  women  may  have  had  at- 
tempted rape  without  becoming  frigid. 

2.  This  particular  woman  may  have 
some  deep  rooted  conflict  for  example  a 
guilt  complex  in  which  the  attempted  rape 
represented  a masochistic  satisfaction. 

I have  no  quarrel  with  the  study  of  the 
deeper  layers  of  the  neuroses,  however,  I 
do  feel  that  in  our  scientific  analyses  we 
can  somehow  lose  sight  of  the  problem  at 
hand. 

To  return  to  our  victim  of  attempted 
rape  in  young  adulthood.  If  we  can  con- 
vince her  that  her  husband  is  a fine  man 
and  that  the  incident  in  her  life  was  un- 
usual, accidental  and  the  result  of  ex- 
tenuating circumstances,  and  reorient  her 
attitude  to  the  role  of  wife  and  mother 
by  patient  instruction,  I think  we  can  go 
far  toward  helping  her  to  adjust.  I dwell 
on  this  instance  because  one  such  patient 
not  only  adjusted  but  actually  became  the 
dominant  partner  later  on. 

The  most  satisfactory  results  in  treat- 
ing this  condition  as  in  so  many  other 
medical  conditions  come  from  prophylaxis. 

If  a young  woman  comes  for  premarital 
advice  and  examination,  or  better,  a young 
couple,  to  frankly  talk  over  the  questions 
so  frequently  unanswered,  or  partly  an- 
swered by  friends,  parents,  educators, — 
one  will  almost  invariably  find  a quicker 
and  happier  marital  adjustment  and  a 
more  intelligent  and  less  embarrassed  ap- 
proach to  sex  pi'oblems. 

The  patient  who  comes  in  with  the 
story  of  frigidity  for  fifteen  years  can 
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seldom  be  helped,  nor  can  we  advise  the 
unfortunate  victim  of  facultative  frigidity 
to  get  another  mate,  without  dire  conse- 
quences. 

Any  discussion  of  frigidity  entails  rec- 
ognition of  a closely  related  condition 
which  is  in  part  of  psychosomatic  origin. 
This  is  dyspareunia  and  refers  to  painful 
or  difficult  intercourse. 

Dyspareunia  can  be  anatomical  as  a re- 
sult of  a rigid  or  imperforate  hymen  or  a 
too  tightly  closed  episiotomy  or  vaginal 
absence.  It  can  also  be  caused  by  septate 
vagina,  synechiae  of  the  vagina,  neo- 
plasms, vaginal  atrophy,  condyloma,  gran- 
uloma, and  numerous  other  physical  and 
pathological  factors.  When  it  is  associated 
v/ith  frigidity,  dyspareunia  is  caused  by 
vaginismus  which  is  a powerful  spasm  of 
the  levator  and  bulbocavernosus  muscles 
brought  about  by  strong  subconscious  in- 
hibition and  makes  intercourse  all  but 
impossible. 

Local  treatment  consists  in  the  use  of 
graduated  dilators,  which  the  patient  in- 
serts herself,  at  home  during  the  day  and 
before  intercourse.  Re-education  and  re- 
orientation are  of  course  employed  at  of- 
fice visits. 

If  necessary,  the  outlet  may  be  widened 
by  a small  plastic  operation  on  the 
perineum. 

Occasionally,  we  find  lack  of  sex  stimu- 
lation in  the  patient  with  a widely  relaxed 
perineum  and  some  patients  actually  re- 
quest repair  when  this  condition  obtains. 
Kegel’s  exercises  have  been  advocated  in 
the  postpartal  period  to  prevent  this  type 
of  frigidity,  and  are  well  worth  trying. 

No  discussion  of  frigidity  or  dsypareu- 
nia  would  be  complete  without  mention 
of  drug  or  endocrine  therapy. 

In  general  drug  therapy  for  frigidity 
has  relatively  few  advocates  today  al- 
though the  sale  of  aphrodisiacs  over  drug 
counters  still  goes  on  apace,  especially  in 
the  Negro  population.  The  use  of  hor- 
mones especially  testosterone  stems  from 
the  reports  that  women  with  breast  cancer 
treated  with  androgens  have  occasionally 
shown  some  increase  in  libido. 

Assuming  that  frigidity  is  a neurosis 


it  is  difficult  to  see  how  drug  therapy  can 
be  of  any  avail. 

Having  established  the  diagnosis  there 
are  many  things  we  can  do  to  help  the 
patient  to  a satisfactory  adjustment.  First 
we  can  eliminate  physical  causes  inasmuch 
as  they  play  a part  by : 

1.  Treatment  of  inflammation. 

2.  Repair  of  relaxed  perineum. 

3.  Kegel’s  exercises. 

4.  Hymenotomy,  when  indicated. 

5.  Vaginal  dilators  for  vaginismus. 

6.  Plastic  construction  of  a vagina, 
when  absent. 

7.  Removal  of  tumors  or  surgery  of 
local  pathology. 

More  important  however  and  in  the 
majority  of  cases  of  frigidity  we  can  em- 
ploy one  of  the  following; 

1.  Authority  and  confidence  regarding 
sex  matters. 

2.  Kindly  interest  and  sympathetic  help 
in  gaining  insight  into  the  sex  problem. 

3.  Dispel  ignorance,  fears  and  taboos. 

4.  Frank  discussion,  and  sex  education 
in  physiology,  and  technique  using  digni- 
fied but  simple  language  and  anatomic 
plates  where  necessary ; as  many  lay 
people  have  but  sketchy  knowledge  of 
genital  anatomy. 

5.  Contraceptive  advice  when  indicated. 

6.  The  use  of  authoritive  books  or  sex 
manuals. 

7.  Premarital  examination  and  counsel- 
ing. 

8.  Referral  for  psychoanalysis. 
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HEARING  SURVEY  AMONG  3500 
NEW  ORLEANS  SCHOOL  CHILDREN 
JACK  R.  ANDERSON,  M.  D. 
WALLACE  RUBIN,  M.  D. 

New  Orleans 

There  are  no  available  figures  as  to  the 
incidence  of  hearing  loss  in  our  school 
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population  because  Louisiana  is  one  of 
thirteen  states  without  a routine  school 
hearing  testing  program.  This  should  be 
a matter  of  deep  concern  inasmuch  as 
various  studies  throughout  the  nation  re- 
veal that  about  5 per  cent  of  school  age 
children  have  some  hearing  impairment 
and  that  in  two  to  three  per  cent  the  loss 
is  severe  enough  to  be  considered  handi- 
capping. Furthermore,  authorities  have 
frequently  emphasized  the  desirability  of 
discovering  hearing  losses  and  their  com- 
monly associated  speech  disorders,  as  ear- 
ly as  possible  in  school  life. 

We  conducted  a pilot  study  in  500  first 
grade  children  in  the  parochial  schools  of 
New  Orleans  during  the  early  months  of 
1953,  so  that  we  could  compare  the  inci- 
dence of  school  age  hearing  loss  in  our 
community  with  that  in  other  states.  Our 
experience  in  the  pilot  study  was  such 
that  3500  additional  children  were  tested 
during  the  1953-1954  school  year.  The 
following  is  a report  of  the  findings  of 
this  study,  some  of  the  problems  encoun- 
tered, and  the  conclusions  which  we  have 
reached. 

MATERIAL  AND  METHOD 

At  the  outset,  we  must  emphasize  that 
we  are  aware  of  the  variations  which  exist 
in  the  reported  statistics  on  the  frequency 
of  hearing  impairment  in  children.  There 
are  several  explanations  for  this,  among 
the  most  common  being  variations  in  test- 
ing techniques,  lack  of  control  of  acoustic 
conditions  in  the  testing  environment,  and 
the  well-known  tendency  of  children  to  ex- 
hibit fluctuations  in  hearing  thresholds. 
Our  aim  was  therefore  to  obtain  the  most 
accurate  information  possible  within  the 
framework  of  these  limitations. 

As  was  mentioned  previously,  it  is  most 
desirable  to  discover  school  age  hearing 
loss  as  early  as  possible;  therefore,  it  was 
decided  to  test  first  grade  children  during 
the  pilot  study.  We  must  admit  that  we 
were  dubious  at  first  as  to  the  cooperation 
we  would  receive  from  the  six  year  old 
first  graders.  This  doubt  as  to  their  abili- 
ty to  cope  with  the  testing  method  was 
soon  dispelled,  and  we  were  able  to  com- 


plete both  the  pilot  and  the  extended  study 
with  this  age  group. 

Funds  were  not  available  for  paid  per- 
sonnel, so  mothers  whose  interest  had  been 
stimulated  by  discussions  in  their  mother’s 
clubs  were  trained  in  the  pure  tone  screen- 
ing technique  until  we  were  certain  that 
they  were  capable  of  performing  the  tests. 
During  the  time  the  screening  tests  were 
done  in  the  various  schools,  an  experienced 
technician  was  available  to  assist  these 
mothers  when  special  problems  arose. 

The  screening  tests  were  done  Muth 
portable  audiometers  in  the  quietest  room 
available  in  each  school.  Each  child  was 
sweepchecked  in  each  ear  for  the  frequen- 
cies 250,  500,  1000,  2000,  4000,  and  8000 
double  vibrations.  Any  child  who  showed 
a loss  of  more  than  20  decibels  in  one  or 
more  frequencies  was  considered  to  have 
failed  the  screening  test  and  was  given 
an  appointment  to  appear  at  a later  date 
with  a parent  for  a complete  threshold 
hearing  evaluation.  At  this  time,  a com- 
plete ear,  nose  and  throat  history  was  ob- 
tained from  the  parent,  the  child  was  thor- 
oughly examined,  and  the  hearing  thresh- 
old for  all  frequencies  was  determined 
in  sound-treated  rooms.  An  explanation 
of  the  cause  of  the  hearing  defect  was 
given  to  the  parent  and  a recommendation 
to  consult  a physician  of  the  parent’s  own 
choosing  was  made.  The  parent  was  also 
informed  that,  during  the  next  school 
year,  the  child’s  hearing  would  be  re- 
checked to  detennine  whether  the  defect 
had  been  corrected. 

RESULTS 

The  results  of  the  survey  will  be  found  ji 

in  Table  1.  Of  the  3500  children  tested,  | 

TABLE  1 ' 

RESULTS  OF  SURVEY 


Total  Children  Tested  (Screening 
Technique) 

3500 

Failed  Screening  Test 

245 

Appeared  For  Recheck 

150 

Normal  On  Recheck 

95 

Significant  Hearing  Loss 

55 

Conductive  Hearing  Loss 

50 

Perceptive  Hearing  Loss 

5 

Parents  Aware  Of  Hearing  Loss 

11 

245,  or  7.0  per  cent,  failed  the  screening 
test.  Only  150  children,  or  61  per  cent  of 
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those  who  failed  the  screening  test,  ap- 
peared for  a recheck  examination.  Of  the 
150  children  rechecked,  55  were  found  to 
have  significant  hearing  loss;  though  the 
number  is  admittedly  too  small  to  be  con- 
clusive, this  figure  would  indicate  that 
about  one  third  of  the  children  picked  up 
in  routine  screening  surveys  will  prove  to 
have  significant  hearing  losses. 

The  hearing  loss  in  50  of  the  55  chil- 
dren was  due  to  interference  with  the 
sound  conducting  mechanism.  It  has  been 
repeatedly  shown  that  75  to  90  per  cent 
of  the  cases  with  conductive  hearing  loss 
are  completely  reversible,  provided  ade- 
quate treatment  is  administered  before 
permanent  changes  in  the  middle  ear  or 
hearing  nerve  have  occurred. 

Five  of  the  children,  or  about  10  per 
cent,  had  a nerve  type  of  hearing  loss 
which  could  not  be  corrected,  but  required 
such  rehabilitative  measures  as  the  use  of 
hearing  aids,  speech  and  auditory  train- 
ing, and  special  consideration  in  the  class- 
room. 

Of  the  150  children  rechecked,  95 
proved  to  have  normal  hearing  on  careful 
re-examination.  Such  fluctuation  in  hear- 
ing acuity  is  most  often  present  because 
of  intermittent  Eustachian  tube  blockage 
due  to  nasal  allergy,  upper  respiratory  in- 
fection, and  other  such  conditions. 

Of  55  parents  with  hard  of  hearing 
children,  only  11,  or  20  per  cent,  were 
aware  of  the  condition  prior  to  testing. 

PKOIiLETMS  ENCOUNTERED 

Parental  education  was  not  as  effective 
as  it  should  have  been  and  many  of  the 
difficulties  encountered  during  the  course 
of  the  survey  were  from  different  aspects 
of  this  problem. 

Funds  were  not  available  and  it  was 
necessary  to  rely  on  volunteers  completely. 
We  were  obliged  to  secure  certain  key  per- 
sonnel and  indoctrinate  them  with  an  un- 
derstanding of  the  importance  of  the  work 
to  be  done.  These  individuals,  in  turn, 
went  to  the  mother’s  clubs  of  the  various 
schools,  arranged  for  discussions  of  hear- 
ing loss  in  school  children,  and  attempted 
to  interest  volunteers  in  attending  classes 


to  learn  the  sweepcheck  technique.  The 
key  personnel  and  the  volunteers  then  ar- 
ranged the  mechanics  of  the  actual  test- 
ing procedure  and  performed  the  sweep- 
check  screening  tests.  It  was  also  their 
responsibility  to  notify  parents  whose  chil- 
dren failed  the  test  and  arrange  for  them 
to  return  for  a recheck. 

For  the  most  part,  volunteer  coopera- 
tion was  good.  However,  mother’s  clubs 
in  certain  schools  did  not  do  as  well  as 
could  be  expected,  so  that  only  3500  chil- 
dren instead  of  the  anticipated  5600  chil- 
dren were  tested.  We  feel  that  this  was 
due  to  poor  parental  education ; these 
women  were  not  convinced  of  the  necessity 
and  importance  of  the  program. 

Poor  parental  education  and  understand- 
ing also  explains  the  fact  that  only  150  of 
the  245  children  who  failed  the  screening 
test  appeared  for  the  recheck  examination. 
We  are  of  the  opinion,  that  had  the  vol- 
unteer workers  and  the  mothers  of  the 
children  been  properly  prepared,  the  per- 
centage of  children  seen  for  recheck  ex- 
amination would  have  been  greater. 

Finally,  only  12  per  cent  of  the  par- 
ents with  hard  of  hearing  children  were 
aware  of  the  condition  prior  to  testing. 
This  indicates  that  parental  education  on 
the  subject  of  hearing  loss  in  children  is 
sorely  needed.  It  also  emphasizes  the 
need  for  a routine  school  hearing  testing 
program ; if  these  children  had  not  been 
discovered,  it  is  likely  that  the  hearing 
loss  would  have  remained  undiscovered 
until  it  was  irreversible. 

Another  problem  encountered  concerned 
those  students  who  failed  the  screening 
test  but  who  had  normal  hearing  on  re- 
check examination.  These  children  should 
not  be  forgotten,  but  must  be  watched  and 
rechecked  at  a later  date,  to  be  certain 
that  we  are  not  dealing  with  an  early 
fluctuating  loss. 

We  feel  that  all  of  these  problems  could 
be  easily  remedied  if  full-time  paid  per- 
sonnel were  available.  They  could  not 
only  carry  out  the  testing,  but  could  also 
handle  the  educational  aspects  of  the  pro- 
gram. 
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CONCLUSIUX.S 

The  results  of  this  survey  make  the  need 
for  a routine  hearing  testing  program  in 
the  schools  of  New  Orleans  and  through- 
out the  state  of  Louisiana  evident.  Ideally, 
every  child  in  every  school  should  be 
checked  once  yearly,  but  this  is  not  pos- 
sible because  of  the  large  number  of  chil- 
dren involved.  Authorities  agree  that  hear- 
ing loss  should  be  discovered  as  early  as 
possible,  and  therefore,  at  the  inception  of 
a hearing  program  all  first  grade  children 
should  be  tested  each  year.  We  have  shown 
that  modern  audiometric  testing  tech- 
niques can  be  used  in  this  age  group. 

Success  of  such  a program  depends  al- 
most entirely  on  the  amount  of  coopera- 
tion received  from  the  parents  of  the 
children.  Therefore,  parental  education  is 
a most  important  element  in  the  frame- 
work of  such  an  undertaking.  Parents 
should  be  made  to  realize  the  importance 


and  desirability  of  such  a survey,  so  that 
when  the  screening  test  reveals  the  pos- 
sibility of  hearing  loss  in  a particular 
child,  the  parent  will  cooperate  in  the 
follow-up  work. 

We  furthermore  feel  that  such  a pro- 
gram should  be  in  the  hands  of  a fixed 
staff  of  paid  personnel  under  the  direction 
of  an  otologist  in  order  to  obtain  maximum 
benefits. 
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SIMPLIFIED  INSURANCE  CLAIM 
FORMS 

Insurance  claim  forms  have  become  an 
increasing  problem  to  the  practitioner  of 
medicine  from  the  point  of  view  of  volume 
and  from  the  point  of  view  of  complexity. 

In  the  meeting  of  the  House  of  Dele- 
gates of  the  Louisiana  State  Medical  So- 
ciety, in  1954,  interest  was  manifest  in 
securing  simplified  and  uniform  insurance 
claim  forms,  if  necessary,  through  legal 
legislative  channels.  Shortly  thereafter,  it 
became  manifest  that  the  insurance  com- 
panies and  the  American  Medical  Associ- 


ation were  collaborating  in  an  effort  to 
bring  about  such  a result.  Several  years 
ago,  certain  simplified  insurance  claim 
forms  were  developed  by  the  Health  and 
Accident  Underwriters  Conference  and  the 
International  Claim  Association.  They 
were  approved  by  the  National  Association 
of  Insurance  Commissioners  and  by  the 
Council  on  Medical  Service.  These  forms, 
at  the  time,  did  not  come  into  general 
acceptance,  for  which  there  were  advanced 
several  reasons.  When  it  became  apparent 
that  further  efforts  were  necessary,  reso- 
lutions were  introduced  in  and  adopted  by 
the  House  of  Delegates  of  the  AMA,  call- 
ing for  renewed  activity  in  this  field, 
such  as  conferences  between  the  Health 
Insurance  Council  and  the  AMA.  The 
Health  Insurance  Council  created  a special 
committee  on  uniform  claim  forms,  which 
committee  was  representative  of  all  types 
of  insurance  companies  writing  surgical 
expense  benefit  coverage.  This  committee 
circularized  some  600  insurance  companies 
to  get  expressions  of  minimal  needs  for 
administering  group  surgical  expense  in- 
surance benefits. 

The  special  committee  of  the  Health  In- 
surance Council  and  the  Committee  on 
Prepayment  and  Hospital  Service  of  the 
Council  on  Medical  Service  of  the  AMA 
have  collaborated  to  produce  a form  desig- 
nated as  “GS-1”  to  cover  the  surgeon’s 
statement  for  the  patient  with  prepayment 
surgical  insurance.  This  form  is  simpler 
than  those  in  current  use  and  has  only 
five  groups  of  questions.  It  is  such  as  the 
surgeon  could  fill  out  easily,  or  trained 
assistants  could  complete  with  minimal 
help.  Its  acceptance  and  use  by  our  con- 
stituent associations  is  most  desirable. 

The  Committee  on  Prepayment  Medical 
and  Hospital  Service  of  the  Council  on 
Medical  Service  contemplates  some  six  ad- 
ditional simplified  forms  to  cover  the 
diversity  of  types  of  benefits  offered  by 
the  various  prepayment  plans.  As  prog- 
ress is  realized,  it  is  planned  that  it  will 
be  reported  promptly  to  the  profession. 

The  need  for  simplification  of  these 
forms  has  been  recognized  by  the  insur- 
ance companies  themselves,  as  was  shown 
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by  the  outgoing  president  of  the  Inter- 
national Claim  Association,  who  felt  that 
simplification  was  the  most  important 
item  on  the  agenda.  He  summarized  the 
complaints  against  the  foirnis  in  use,  in 
1953,  as  follows: 

1.  Too  many  different  forms 

2.  Forms  too  long  and  too  complex 

3.  Same  questions  worded  in  different 
ways  requiring  study  to  determine  just 
what  information  was  wanted 

4.  Nonmedical  and  investigative  in- 
quiries made  in  medical  forms 

5.  Forms  used  were  often  an  imposition 
on  the  physician’s  time  and  not  infre- 
quently a reflection  on  his  integrity. 

From  information  gathered  by  the  spe- 
cial committee  it  appeared  that  the  com- 
plaints were  well  justified.  It  was  found 
that  insurance  companies  were  using  “26 
different  ways  to  inquire  about  diagnosis, 
34  different  ways  to  inquire  about  present 
condition  (of  patient),  and  42  different 
ways  to  inquire  about  prognosis.” 

Simplification  of  these  forms  will  work 
in  the  direction  of  better  seiwice  for  the 
patient.  At  present,  there  is  a triangular 
conflict  developing  between  the  insurance 
company,  the  patient,  and  the  physician. 
The  physician  finds  the  form  exacting  and 
time  consuming.  The  patient  feels  that 


completion  of  the  form  is  merely  a written 
record  of  a service  already  perfonned, 
and  presumably,  paid  for.  The  companies 
have  taken  the  position  that  they  are  not 
obligated  to  pay  for  proof  of  a claim 
against  themselves.  When  the  information 
desired  is  primarily  for  the  benefit  of  the 
company,  it  is  clear  that  the  responsibility 
for  payment  falls  upon  the  company. 
When  the  information  or  certification  de- 
sired is  of  primary  interest  to  the  patient, 
it  is  thought  that  the  physician  should 
re-examine  any  inclination  to  charge  the 
patient.  Such  action  on  the  part  of  the 
physician  promotes  better  feeling  and  im- 
proves medicine’s  public  relations.  This  is 
considered  advisable  in  spite  of  the  obvious 
facts  in  the  situation  that  there  is  no  such 
thing  as  something  for  nothing  and  that 
every  service  is  rendered  at  a cost.  Ulti- 
mately, the  patient  has  to  pay  as  a part 
of  the  total  cost  of  medical  care,  just  as 
he  pays  a proportionate  part  of  his  insur- 
ance coverage. 

The  action  on  the  part  of  the  AMA  and 
the  Committee  on  Prepayment  Medical  and 
Hospital  Service  of  the  Council  on  Medical 
Service  is  to  be  commended,  and  it  is 
hoped  that  the  simplified  forms,  when 
available,  will  receive  general  acceptance 
and  physician  cooperation. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib* 
ute  to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


WALTER  MOSS,  M.  D. 
President 
1954-  1955 


Dr.  Walter  Moss  who  has  just  completed 
his  term  as  President  of  our  Society  has 
been  veiy  energetic  in  fostering  many 
activities  for  the  good  of  the  Society  and 
its  members.  This  has  been  a very  hectic 
year  and  many  problems  have  arisen  for 
consideration  and  solution.  Dr.  Moss  has 
faced  these  problems  with  the  idea  always 
uppermost  in  his  mind,  as  to  what  would 
be  best  for  the  good  of  our  Society  and 
its  members. 

Dr.  Moss  has  at  all  times  shown  great 
interest  in  our  component  societies  and 
has  attended  many  of  their  meetings.  He 
has  always  striven  to  create  more  interest 
and  enthusiasm  in  the  membership  of 
these  societies.  He  has  attended  many  of 


the  hospital  staff  meetings  where  he  w'as 
always  given  an  enthusia.stic  welcome. 

Dr.  Moss  received  his  early  education 
in  the  public  schools  of  Lake  Charles, 
Louisiana,  his  home  city.  He  attended 
Tulane  Medical  School  and  received  his 
M.D.  degree  in  1927.  After  graduation  he 
served  his  internship  in  the  Charity  Hos- 
pital at  New  Orleans  and  following  his 
internship  he  served  with  distinction  as 
House  Surgeon  for  four  years,  gaining 
much  valuable  surgical  experience,  there- 
by preparing  himself  for  an  active  surgi- 
cal practice  which  he  has  since  enjoyed 
in  the  City  of  Lake  Charles. 

Dr.  Moss  was  licensed  to  practice  medi- 
cine in  1927  and  on  completion  of  his 
training  at  Charity  Hospital  at  New  Or- 
leans he  became  a member  of  the  State 
Society  in  1933.  He  is  also  a member  of 
the  Southern  Medical  and  American  Medi- 
cal Associations,  is  a Fellow  of  the  Ameri- 
can College,  and  International  College  of 
Surgeons.  He  is  a Diplomate  of  the 
American  Board  of  Surgery. 

Dr.  Moss  has  served  in  past  years  on 
Committees  of  the  State  Society  and  has 
also  served  as  First  Vice-President.  He 
is  very  active  in  his  local  Medical  Society 
and  served  as  President  of  the  Calcasieu 
Parish  Medical  Society  during  1936-1937. 
He  was  Chairman  of  the  State  Board  of 
Institutions  in  1941-1942.  Dr.  Moss  has 
been  actively  interested  in  the  Tulane 
Alumni  Association  and  served  as  its 
President  in  1946-1947. 

Dr.  Moss  takes  quite  an  interest  in  civic 
affairs  in  his  section  of  the  State  and  is 
serving  as  a member  of  the  Board  of  Di- 
rectors of  the  Association  of  Commerce 
in  Lake  Charles  at  the  present  time. 

Dr.  Moss  was  quite  active  in  the  State 
Society’s  fight  against  the  licensing  and 
creation  of  an  examining  board  for  the 
chiropractors  at  the  last  session  of  the 
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State  Legislature  and  is  still  very  active 
in  the  promotion  of  plans  for  opposing 
such  legislation  in  the  1956  Session. 

Dr.  Moss  has  recommended  in  his  An- 
nual Report  that  the  House  of  Delegates 
increase  the  dues  to  $50.00  per  year,  there- 
by, giving  the  Society  some  much  needed 
additional  funds  to  assist  us  in  our  fight 
against  any  law  which  would  legalize  these 
cultists  to  practice  medicine  in  Louisiana. 
This  fight  must  go  on  unless  the  pro- 
fession is  ready  to  fraternize  with  these 
chiropractors  and  we  do  not  believe  this 
is  your  feeling  at  this  time.  Why  not 
help  Dr.  Moss  and  many  others  in  this 
desire  to  keep  the  practice  of  medicine  on 
a high  plane  in  Louisiana? 

We  wish  to  assure  you.  Dr.  Moss,  that 
the  members  of  the  Society  appreciate 
your  services,  so  willingly  given,  to  its 
members  and  to  organized  medicine  dur- 
ing the  past  year.  We  sincerely  hope  you 
will  never  lose  interest  in  us  but  will  con- 
tinue to  work  for  the  good  of  the  profes- 
sion during  your  future  medical  career. 

0 

TO  THE  MEMBERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY 
Your  House  of  Deleg:ates  will  meet  at  the  Roose- 
velt Hotel  at  9:00  in  the  morning  of  May  2,  1955. 
•■\s  you  know,  this  is  the  policy-forming  group  of 
the  State  Society  and  it  gives  me  great  pleasure 
to  invite  you  to  attend  all  sessions  of  the  House 
of  Delegates.  There  will  be  many  things  of  inter- 
est to  you  as  a physician  brought  before  this  Body 
and  there  will  be  several  distinguished  guest 
speakers  who  will  address  the  House. 

ANNUAL  MEETING 
May  2-4 

Don’t  forget  to  mark  your  calendar  for  above 
dates.  A splendid  scientific  program  has  been 
prepared  for  you. 

Frequently  we  do  not  show  the  essayists  prop- 
er consideration  and  courtesy  when  we  do  not  at- 
tend these  scientific  sessions.  They  go  to  a lot  of 
trouble  and  spend  many  hours  of  their  valuable 
time  to  prepare  these  papers  for  this  meeting. 
We  could,  at  least,  devote  a small  part  of  our 
time  in  attendance  at  these  meetings.  After  all, 
our  members  profit  by  gaining  knowledge  from 
hearing  these  papers  and  discussions.  He,  who 
best  prepares  himself  renders  better  medical  ser- 
vice to  his  patients. 

The  public  opening  meeting  will  be  held  on 
l\Ionday  evening,  i\Iay  2,  at  8:00  p.  m.,  when  Dr. 
F.  J.  L.  Blasingame,  Trustee  of  the  American 


Medical  Association  and  President  of  the  Texas 
Medical  Association  will  be  the  Annual  Orator. 

A luncheon  meeting  for  all  members  of  the 
Society  will  be  held  on  Tuesday,  May  3 at  Noon. 
An  interesting  program  is  being  planned  in  which 
some  of  the  out-of-state  guest  speakers,  as  well 
as  local  speakers,  will  participate. 

A most  interesting  and  instructive  meeting  will 
be  held  Tuesday  evening  at  8:00  p.  m.  when  Mr. 
Leo  Brown,  Director  of  the  A.M.A.  Public  Rela- 
tions Council  will  be  featured  as  the  guest  speak- 
er. This  meeting  will  be  for  the  members  and 
their  wives  and  membei’s  of  the  Woman’s  Auxili- 
ary. 

The  Annual  Dinner  Dance  will  be  on  Wednes- 
day evening.  May  4,  in  conformity  with  the  wish- 
es of  the  Executive  Committee.  It  will  be  held  in 
the  large  new  International  Room  at  the  Roose- 
velt Hotel  where  plenty  of  room  for  dancing  will 
be  available  without  disturbing  anyone  seated  at 
their  respective  tables. 

Come  one — come  all  and  have  a good  time. 


TENTH  ANNUAL  NATIONAL  CONFERENCE 
ON  RURAL  HEALTH 
held  by 

THE  AMERICAN  MEDICAL  ASSOCIATION 
MILWAUKEE,  WISCONSIN 

The  Tenth  Rural  Health  Conference  of  the 
American  Medical  Association  was  held  in  the 
Schroeder  Hotel,  Milwaukee,  Wisconsin,  on  Janu- 
ary 24th  to  the  26th,  1955.  The  theme  this  year 
was  “Looking  Both  Ways’’,  and  Louisiana  was 
represented  by  three  members  of  the  Rural  and 
Urban  Health  Committee  of  the  State  Society. 
Dr.  M.  C.  Wiginton  and  Dr.  Guy  R.  Jones  were 
accompanied  by  their  wives. 

The  Louisiana  Health  Council  was  represented 
by  i\Ir.  Robinson  of  Hammond,  Mrs.  T.  R.  Tom- 
linson of  Shreveport,  as  well  as  three  doctors  of 
the  Rural  and  Urban  Health  Committee.  The  at- 
tendance this  year  was  a little  less  than  usual, 
but  still  was  around  500  people.  They  repre- 
sented all  sections  of  the  country,  all  strata  of 
society  and  most  of  the  businesses  and  profes- 
sions. 

Dr.  F.  S.  Crockett,  Chairman,  of  Lafayette,  In- 
diana was  the  guiding  spirit  as  usual  with  these 
conferences.  But  other  outstanding  personalities 
from  the  medical  profession  as  well  as  from  fields 
of  education,  nursing,  dentistry  and  agriculture 
were  well  in  evidence.  Panels  were  set  up  for 
each  half  day  of  the  conference,  and  the  first  was 
held  on  Thursday  afternoon.  This  panel  was  com- 
posed of  a physician,  an  extension  worker,  a 
farmer,  and  a 4H  boy  and  girl.  On  Friday  morn- 
ing, another  panel  on  the  “Family  Responsibility 
for  Health”  was  ably  discussed  by  a physician, 
a homemaker,  a farmer,  and  a 4H  boy  and  girl. 
This  was  followed  in  the  afternoon  by  a Public 
Health  Program,  and  on  Saturday  morning 
“Gems  of  Wisdom”  was  expounded  by  several  dif- 
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ferent  speakers  about  almost  every  portion  of 
rural  life.  The  evening  session  on  Thursday  was 
given  over  to  the  recreational  department  of  Mil- 
waukee. The  Friday  night  session  was  lime- 
lighted by  the  Medichoir  put  on  by  the  medical 
students  of  the  University  of  Wisconsin.  The 
same  night,  Mrs.  Charles  W.  Sewell  spoke  on  the 
theme  “How  Far  That  Little  Candle  Throws  Its 
Beam”. 

Again,  the  American  Medical  Association  through 
its  Rural  Health  Council  has  demonstrated  what 
this  conference  can  do.  Everyone  left  feeling 
much  enriched  from  this  great  experience.  Next 
year,  the  meeting  will  be  held  in  Portland,  Ore- 
gon. 

J.  P.  Sanders,  M.  D., 

Chairman,  Rural  and  Urban 
Health  Committee, 

Louisiana  State  Medical  Society 


A.M.A.  PRESIDENT  SUGGESTS  CHANGE 
IN  DEPENDENT  MEDICAL  CARE 

The  president  of  the  American  Medical  Asso- 
ciation today  said  that  government  help  in  pro- 
viding medical  care  for  servicemen’s  dependents 
should  take  into  consideration  the  conservation 
of  our  “total  medical  resources.” 

Dr.  Walter  B.  Martin,  Norfolk,  Va.,  said  in  the 
current  (March  26)  Journal  of  the  A.M.A.  that 
it  is  obvious  the  short-term  serviceman  may  have 
difficulty  in  providing  medical  care  for  his  fami- 
ly. Career  personnel  naturally  look  to  the  gov- 
ernment for  assistance,  but  the  present  system 
for  short-term  servicemen’s  dependents  is  “hap- 
hazard and  unfair.” 

In  attempting  to  improve  the  situation,  the 
government  should  try  to  utilize  both  military 
and  civilian  medical  sources,  he  said. 

“To  rob  the  one  and  overexpand  the  other  is 
a harmful  policy,”  Dr.  Martin  said.  “If  major 
hostilities  should  develop,  a greatly  expanded 
medical  service  for  the  armed  forces  will  be 
required.  They  can  effectively  augment  their 
strength  only  from  a virile  and  effective  civilian 
medical  population. 

“The  present  system  of  providing  care  for  de- 


pendents is  haphazard  and  unfair,  since  the 
availability  of  such  care  is  now  on  the  basis  of 
chance  proximity  to  a service  institution.  In 
other  areas,  remote  from  such  hospitals,  the 
bulk  of  the  work  must  be  done  by  civilian  medi- 
cal personnel  and  in  civilian  hospitals.  Where 
both  types  of  facilities  exist,  freedom  of  choice 
by  the  dependent  as  to  where  medical  care  is 
sought  would  depend  on  local  conditions  and 
other  factors. 

“The  government  hospitals  in  the  continental 
United  States  are  at  present  in  competition  with 
civilian  hospitals  in  many  areas.  The  federal 
government,  in  conjunction  with  states  and  lo- 
calities, is  spending  millions  of  dollars  under  the 
Hospital  Survey  and  Construction  Act  in  civilian 
hospital  construction,  and  yet,  at  the  same  time, 
this  government  is  making  it  more  difficult  for 
some  of  these  civilian  hospitals  to  operate  at  a 
more  reasonable  cost. 

“Much  of  the  patient  load  that  would  normal- 
ly flow  into  these  hospitals  is  diverted  from  com- 
munity entei’prises  into  government-supported  hos- 
pitals. This  does  not  make  sense  from  the  stand- 
point of  producing  good  medical  care  for  the 
American  people  as  a whole. 

“It  has  resulted  in  the  wasteful  duplication  of 
hospital  facilities,  unwarranted  dispersion  of 
needed  personnel,  and  an  increased  cost  of  hos- 
pital care  for  those  who  pay  their  way. 

“A  voluntary  system  of  insurance,  jointly  fi- 
nanced by  the  individual  and  the  government, 
has  been  proposed.  This  plan  should  contain  a 
clear  definition  of  dependency  and  should  allow 
freedom  of  choice  by  the  dependents  as  to 
whether  they  seek  care  in  an  armed  forces  or  a 
civilian  facility. 

“This  plan  would  result  in  a more  even  dis- 
tribution of  civilian  patients  as  between  service 
and  civilian  hospitals,  stabilize  the  intake,  de- 
crease the  cost  for  the  armed  forces,  and  sup- 
port the  economy  of  the  civilian  hospital  system. 
It  would  lessen  the  dislocation  of  both  patients 
and  professional  and  technical  personnel  and 
would  conserve  our  total  medical  resources.” 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

Second  District 

of  every  month 

Independence 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

INTERIM  MEETING 
LOUISIANA  ACADEMY  OF  GENERAL 
PRACTICE 

The  Louisiana  Academy  of  General  Practice  with 
the  co-operation  of  Lederle  Laboratories  will  pre- 
sent a Symposium  on  “Recent  Advances  in  Medi- 
cine’’ on  Sunday,  April  17,  1955,  at  the  Roosevelt 
Hotel  in  New  Orleans.  Invitations  are  being-  ex- 
tended to  all  physicians  in  Louisiana,  Mississippi, 
and  South  Texas. 

The  morning  session  will  be  devoted  to  dis- 
cussions on  “Proctology”  by  Di\  Howard  T.  Trim- 
pi,  Assistant  Professor  of  Proctology  at  Temple 
University,  and  “Cardiac  Auscultations”  by  Dr. 
William  Likoff,  Associate  Professor  of  iVIedicine 
at  Hahnemann  Medical  College. 

The  afternoon  session  will  include  a discussion 
on  “The  Future  of  Atomic  Medicine”  by  Dr. 
Joseph  W.  Howland,  Professor  of  Radiation  Medi- 
cine at  University'  of  Rochester  School  of  Medicine. 

Following  this  discussion  Dr.  Edward  Allen, 
Clinical  Professor  of  Obstetrics  and  Gynecology'  at 
Rush  Medical  College  will  report  on  “The  Diag- 
nosis and  Treatment  of  Gy'necologic  Disease  in  the 
Adolescent  Girl.” 

Panel  discussions  and  question  periods  will  fol- 
low both  morning  and  afternoon  sessions.  A mid- 
day luncheon  will  be  provided  in  the  International 
Room  of  the  Roosevelt  Hotel,  and  a cocktail  party- 
will  follow  the  afternoon  session.  The  doctor’s 
wives  are  invited  to  both  of  these  social  events 
and  a day-  full  of  activity  is  planned  for  the  ladies. 
There  is  no  registration  for  either  the  scientific 
or  social  events.  All  physicians  and  their  wives 
are  invited  as  guests  of  the  Louisiana  Academy- 
of  General  Practice  and  Lederle  Laboratories. 

Advance  reservations  are  requested  and  these 
should  be  addressed  to:  Rafael  C.  Sanchez,  M.  D., 
Louisiana  Academy-  of  General  Practice,  217  Hum- 
ble Bldg.,  909  S.  Jefferson  Davis  Pai’kway,  New 
Orleans  25,  Louisiana. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  Examination  (Part  II)  oral 
and  clinical  for  all  candidates  will  be  conducted 
at  the  Edgewater  Beach  Hotel,  Chicago,  Illinois, 
by-  the  entire  Board  from  May-  11  through  May  20, 
1955.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I ex- 
aminations will  be  notified  of  their  eligibility  for 
the  Part  II  examinations  as  soon  as  possible. 


REVIEWS  OF  A.M.A.  MEDICAL  MOTION 
PICTURES 

The  Committee  on  IMedical  Motion  Pictures  of 
the  A.M.A.  announces  that  Booklet  #6  of  Reviews 
of  Medical  Motion  Pictures  is  now  ready  for  dis- 
tribution. This  booklet  contains  64  critical  reviews 
of  medical  and  health  films  which  were  published 
in  THE  JOURNAL  during  1954.  A copy  has  been 
sent  to  the  secretary-  of  each  state  medical  society 
and  they  are  available  to  county  medical  societies 
from  the  Committee  on  IMedical  Motion  Pictures. 
Other  requests  should  be  sent  to  the  Order  De- 
partment, American  Medical  Association,  535 
Noi"th  Dearborn  Street,  Chicago  10.  The  pi'ice  of 
individual  booklets  is  25  cents  each  or  the  complete 
set  of  six  booklets  including  all  reviews  published 
since  1946  is  available  for  $1.00. 


COURSE  IN  THE  CLINICAL  PATHOLOGY 
AND 

PATHOLOGY  OF  PARASITIC  DISEASES 

A short  intensive  course  on  the  laboratory-  di- 
agnosis and  pathology  of  parasitic  infections  will 
be  presented  August  15-27,  1955,  at  the  Louisiana 
State  University-  School  of  Medicine  in  New  Or- 
leans. 

The  course  is  designed  primarily  for  patholo- 
gists and  technologists.  However,  general  prac- 
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titioners,  internists,  pediatricians,  gastroenterolo- 
gists and  physicians  engaged  in  the  practice  of 
public  health  and  tropical  medicine  who  are  in- 
terested in  the  laboratory  diagnosis  of  parasitic 
infections  are  welcome  to  attend.  The  instruction 
and  training  will  be  of  assistance  to  pathologists 
who  are  preparing  for  board  examinations,  to 
pathologists  and  physicians  who  are  responsible 
for  the  diagnosis  of  parasitic  infections  in  their 
laboratories  and  to  technologists  engaged  in  this 
specialty. 

The  course  will  include  lectures,  extensive 
demonstrations,  films  and  supervised  individual 
laboratory  study.  Emphasis  will  be  placed  upon 
the  practical'  aspects  of  laboratory  diagnosis  of 
common  parasitic  infections,  including  training 
in  stool  examination  and  stool  concentration  tech- 
nics. Abundant  material  from  patients  with  para- 
sitic diseases  endemic  in  this  area  will  be  avail- 
able for  examination.  Comprehensive  slide  sets 
containing  parasitic  organisms  in  tissue  sections 
will  be  studied.  Library  facilities  are  available. 
The  medical  school  building  is  air  conditioned. 

Registrants  should  bring  their  microscopes, 
equipped  with  mechanical  stages,  and  their  micro- 
scope lamps.  A limited  number  of  places  will  be 
available.  The  fee  for  the  course  is  $50.00. 

Persons  interested  in  attending  this  course  may 
write  to: 

Dr.  Clyde  Swartzwelder 
Department  of  Microbiology 
Louisiana  State  University  School  of 
Medicine 

1542  Tulane  Avenue 
New  Orleans  12,  Louisiana 

AIR  POLUTION  PROBLEM 

Plans  have  been  completed  by  the  Air  Pollution 
Foundation  in  Los  Angeles  for  stiff  road  tests 
to  be  given  the  Houdry  catalytic  converter,  one  of 
the  most  promising  devices  aimed  at  controlling 
emission  of  hydrocarbons  from  auto  exhausts  in 
the  battle  against  smog. 

The  Air  Pollution  Foundation  announced  that 
it  has  contracted  with  the  Southwest  Research 
Institute  at  San  Antonio,  Texas,  to  check  the 
operation  of  two  types  of  mufflers  designed  by 
Eugene  J.  Houdry,  one  for  use  with  nonleaded 
white  gasoline  and  the  other  for  use  with  gaso- 
line containing  tetraethyl  lead. 

W.  L.  Faith,  chief  engineer  and  deputy  direc- 
tor of  the  Air  Pollution  Foundation,  who  made 
arrangements  with  Houdiy  in  Wayne,  Pennsyl- 
vania to  test  his  device,  says  it  is  one  of  the 
“more  promising  catalytic  devices  for  the  auto 
exhaust.” 


LAKESIDE  INTRODUCES  PIPTAL 
FOR  PEPTIC  ULCER  THERAPY 
Piptal,  a new  oral  cholinolytic  for  rapid  and 
sustained  relief  of  peptic  ulcer  and  pain  spasm,  has 


been  introduced  nationally  by  Lakeside  Labora- 
tories, Inc. 

The  product  is  the  second  in  the  company’s 
pioneering  series  of  piperidols,  developed  in  its 
extensive  research  program  under  the  direction  of 
Dr.  Harvey  L.  Daiell.  The  first  was  Dactil,  intro- 
duced in  1954. 

Dr.  Daiell  said  that  clinical  experience  with 
Piptal  has  affirmed  outstanding  freedom  from 
side  effects  such  as  urinary  retention  and  con- 
stipation. These  side  effects  have  heretofore  been 
unavoidable  in  peptic  ulcer  therapy  with  anti- 
cholinergics, he  pointed  out. 

Piptal’s  action  is  sharply  focused  on  the  gas- 
troduodenal area.  Dr.  Daiell  reported.  Conse- 
quently, its  effect  on  the  bowel  and  bladder  is 
negligible. 

SNAKE-ROOT  DRUG  BRINGS  GAINS  IN 
FIGHT  AGAINST  SCHIZOPHRENIA 

A drug  derived  from  an  Indian  root  is  proving 
a valuable  weapon  against  this  country’s  fore- 
most mental  disease  problem,  doctors  from  Cali- 
fornia and  Illinois  reported  here  today. 

The  drug,  resei-pine,  has  made  it  possible  to 
reduce  the  need  for  drastic  brain  surgery,  known 
as  leucotomy,  in  cases  where  no  other  alternative 
had  seemed  possible,  it  was  revealed. 

These  and  other  findings  were  presented  at  a 
meeting  sponsored  by  The  New  York  Academy  of 
Sciences  and  held  under  the  co-chairmanship  of 
research  scientists  of  Ciba  Pharmaceutical  Prod- 
ucts, Inc.,  Summit,  N.  J.  Ciba’s  reserpine  drug, 
Serpasil,  was  used  in  these  experiments. 

STUDENTS  ENTERING  NURSING 

More  students  entered  schools  of  professional 
and  practical  nursing  in  1954  than  in  any  year 
since  World  War  II,  according  to  John  H.  Hayes, 
chairman.  Committee  on  Careers,  National  League 
for  Nursing. 

Schools  of  professional  nursing  in  the  United 
States  and  territories  admitted  44,930  new  stu- 
dents, a 3.7%  increase  over  the  43,327  students 
admitted  in  1953.  The  1,141  professional  nurs- 
ing schools  reporting  admissions  to  the  National 
League  for  Nursing  represent  all  state-approved 
schools  offering  three-year  diploma  or  four  to 
five-year  degree  programs  in  basic  nursing  edu- 
cation. 

LEVOPHED  AND  NEO-SYNEPHRINE 
SUCCESSFUL  IN  SURGICAL  SHOCK 

A two-year  study  has  demonstrated  the  vaso- 
pressor drugs  Levophed  and  Neo-Synephrine  to 
be  “markedly  successful”  in  the  treatment  of 
surgical  shock  at  the  Hertzler  Clinic  here,  ac- 
cording to  Dr.  J.  W.  Welch. 

Reporting  in  the  American  Journal  of  Surgery 
(88:922,  1954),  he  states  that  50  patients  who 
were  victims  of  surgical  or  neurogenic  shock 
were  treated  with  Levophed  or  Neo-Synephrine, 
or  both.  All  30  patients  given  intravenous  in- 
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fusions  of  Levophed  “showed  a positive  and  sub- 
stantial pressor  effect.”  In  28  of  the  30  cases, 
Dr.  Welch  notes,  transfusions,  oxygen,  intramus- 
cular vasopressors  and  other  supportive  measures 


BOOK  R 

Psychomotor  Aspects  of  Meutal  Disease;  by  H.  E. 

King,  Ph.D.,  Cambridge,  Mass.,  Harvard  Uni- 
versity Press,  19.54.  Pp.  185,  Price  $3.50. 

This  is  a series  of  systematic  observations  upon 
the  psychomotor  functioning  of  persons  with  men- 
tal disturbances.  The  purpose  of  this  study  is  to 
examine  in  more  detail  the  relationship  between 
psychomotor  functions  and  behavior  disorders. 
The  underlying  theory  is  that  movement  is  funda- 
mental to  living  organisms  and  that  body  move- 
ments, while  facilitated  by  biological  mechanisms, 
also  serve  psychological  purposes  in  that  they 
bring  the  organism  into  exchange  with  his  ex- 
ternal environment  and  facilitate  his  struggle  for 
adaptation.  Fundamentally,  this  is  a new  and 
refreshing  approach  to  the  age  old  mind-body 
problem. 

Six  groups  of  matched  subjects  I’anging  from 
normal  to  severely  disturbed  psychotics  were  given 
a series  of  representative  psychomotor  tests.  The 
findings  indicate  there  is  a demonstrable  and 
consistent  relationship  between  severity  of  dis- 
turbance and  performance  on  these  tasks.  Two 
hypotheses  aie  proposed  to  account  for  these  find- 
ings: (1)  “That  the  observed  faulty  psychomotor 
performance  of  subjects  with  a behavior  disorder 
is  a secondary,  symptomatic  reflection  of  a gen- 
eral blunting  of  performance,  and  participation 
by  the  patient  . . . ;”  and  (2)  “That  the  observed 
faulty  psychomotor  performance  of  subjects  with 
a behavior  disorder  is  a primary  indication  of 
disturbance  in  a basic  adaptational  process.  ...” 
The  data  from  this  experiment  does  not  fully  sup- 
port the  first  hypothesis  and  further  experiments 
are  needed  to  verify  the  second  hypothesis. 

This  work  offers  a method  of  evaluating  mental 
disturbance  in  a quantifiable  manner  and  also 
provides  a theoretical  framework  from  which 
more  research  can  develop.  Additionally,  it  in- 
cludes the  only  comprehensive  review  of  the  liter- 
ature available  in  this  area.  The  book  is  well 
oj-ganized,  succinctly  and  clearly  written.  The 
author’s  approach  is  constructively  critical  and 
intellectually  honest.  This  is  an  important  and 
progressive  work  for  this  area  of  investigation 
and  should  be  of  interest  and  value  to  psychia- 
trists, psychologists,  neurologists,  and  neuro- 
[ihysiologists. 

Nancy  Simms 


Practieal  Fluid  Therapy  in  Pediatrics;  by  Fontaine 
S.  Hill,  M.D.,  Philadelphia,  Pa.,  W.  B.  Saunders 
Company,  1954,  Pp.  275,  Price  $6.00. 

There  was  a time  when  the  pediatrician  realized 


were  administered  prior  to  Levophed.  The  latter 
was  given  immediately  in  the  remaining  two 
cases  because  “shock  was  so  precipitate  and  pro- 
found.” 


E VI  E WS 

the  necessity  of  supplying  fluid  to  dehydrated  in- 
fants and  children  but  the  means  by  which  he 
could  do  this  was  extremely  limited.  In  the  past 
two  decades,  however,  the  progress  which  has 
been  made  has  almost  reached  a stage  where  it  is 
not  only  easy  to  supply  fluid  but  mineralization 
can  be  controlled  in  an  exact  way.  Notable  con- 
tributions in  research  and  the  clinical  aspects  of 
this  subject  have  been  made  by  Hartmann,  Dar- 
row.  Gamble,  and  Butler. 

This  book  supplies  a definite  need  for  a prac- 
tical guide  which  will  be  found  useful  in  supply- 
ing fluid  therapy  to  all  using  it.  It  covers  all  of 
the  basic  physiologic  principles  and  tells  in  an 
easily  read  style  just  how  they  may  be  fulfilled. 
Dr.  Hill  has  made  a most  comprehensive  study  by 
consulting  all  of  the  worthwhile  contributions  by 
recognized  authorities  in  the  past  decade. 

The  table  of  contents  makes  it  easy  to  find  the 
information  wanted.  This  is  followed  by  a glos- 
sary which  no  one  will  deny  has  been  needed  to 
define  just  what  is  meant  in  this  increasingly 
used  therapy.  Seldom  have  we  read  a book  which 
achieves  its  purpose  so  easily.  This  book  should 
be  on  the  desk  of  practitioners  and  specialists 
alike.  It  likewise  seems  to  this  reviewer  indis- 
pensable to  interns  and  residents  in  pediatrics. 

Robert  A.  Strong,  M.  D. 


PUBLICATIONS  RECEIVED 

Grune  & Stratton,  N.  Y.:  Potassium  Metabolism 
in  Health  and  Disease,  by  Howard  L.  Holley,  M.  D., 
and  Warner  W.  Caidson,  Ph.D. 

Little,  Brown  and  Company,  Boston : Ion  Ex- 
change and  Adsorption  Agents  in  Medicine;  The 
Concept  of  Intestinal  Bionomics,  by  Gustav  J. 
Martin,  Sc.D. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Surgery  of 
Face,  Mouth,  and  Jaws,  by  Frank  McDowell,  M.  D., 
James  Barrett  Brown,  M.  D.,  and  Minot  P.  Fryer, 
M.  D. 

W.  B.  Saunders,  Co.,  Phila. : Nationwide  Sym- 
posium on  Rheumatic  Diseases  with  19  Clinics, 
(2nd  Edit.)  ; Fluoroscopy  in  Diagnostic  Roentgen- 
ology, by  Otto  Deutschberger,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Hematology,  by  Cyrus  C.  Sturgis,  M.  D.,  (2nd 
Edit.)  ; Doctors  in  the  Sky,  by  Robert  J.  Benford, 
M.  D.,  Colonel,  Medical  Corps,  United  States  Air 
Force. 

Year  Book  Publishers,  Inc.,  Chicago:  Surgery 
of  the  Small  and  Large  Intestine,  by  Charles  W. 
Mayo,  M.  D. 


ADVERTISEMENT  DEPARTMENT 


17 


pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthme  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use* 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  BeaP  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's^  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. . . .” 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R. ; Lehman,  E.;  Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M.;  Gastroenterology  25:24 
(Sept.)  1953. 
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A Summary  of  Recent  Researck^ 

VThie  in  ^loclern  ^leJical  Practice 


"...in  response  to  the  demand  within  the 
medical  profession  that  the  true  values  or 
deficiencies  of  wine  be  ascertained,  that 
there  be  a clear  separation  of  fact  from 
folklore,  and  that  there  be  an  impartial 
analysis  and  study  of  those  features  which 
can  be  scientifically  measured  ....”* 

a series  of  Independently  conducted  research 
programs  has  been  In  progress  for  many  years 
under  the  sponsorship  of  the  Wine  Advisory 
Board  of  California. 

Some  of  the  most  Important  new  research 
findings  have  been  incorporated  In  a small 
brochure*  specifically  written  for  the  medical 
profession.  The  booklet  considers  the  role  of 
wine  In  the  treatment  of  the  convalescent  and 
the  geriatric  patient,  as  well  as  Its  use  In  the 
specialized  fields  of  gastroenterology,  cardiol- 
ogy, urology,  etc.  There  Is  mention,  too,  of  the 
psychoblologic  eflects  of  wine,  such  as  Its  capac- 
ity to  add  a touch  of  Interest  and  "elegance" 
to  restricted  or  special  dietaries. 

A copy*  Is  available  to  you,  at  no  expense, 
by  writing  to: 

Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  5,  California. 

*“Uses  of  Wine  in  Medical  Practice” 


tress 


ST' 


r^ortify 


the  patient  with  infections 


Therapeutic  amounts 
of  B-complex,  C and  K vitamins 
should  be  administered 
during  periods  of  physiologic 
stress,  including  infections 
susceptible  to  such  potent 
antibiotics  as  Terramycin,®* 
Tetracyn®t  and  penicillin. 

The  National  Eesearch 
ouncil  recpthmends  this 
a routine  v 


mredn  the 
management  of 
patient^  with 
severe  infections. 


i *BRAND'BI=^tMS|^^CYCUNE 
^ t BRAND  OF  TETRACYCLINE 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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‘ANTEPAR’* 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


in  its  completeness 


PILLS 


Digitalis 

< 0«vte&.  Hose) 

0,1  Gram 

(999*12.  1*4  grains) 
CAUTION:  Frderai 
Uw  prohibits  dispens* 
in,  witboDt  pwicrip- 


Mtm,  I0SI  t C0..  114. 
0ntM.  Shsi.,  # S.» 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 
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Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  ore 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
hove  found  that  Foot-so-Port  construction  is  the  strongest, 
because 

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  FoOt-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children  ' 

There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


Results  With 


‘ANTE  PAR 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386',  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:765,  1953. 


against 


ROUNDWORMS 


THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

‘^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 





on  all  4 counti 


wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 


he  decision  often  favors 


HYDROCHLORIDE 

TETRACYCLINE  HCI  LEDERLE 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 


With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 


LEDERLE  LABORATORIES  DIVISION  American G^anamid compaivv  RiVGf,  Ngw  York 


*REG.  U.  S.  PAT.  OFF. 
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unexcelled  for 


nutrient  value ••• 
safety..* 


convenience... 


Dextrogcn,  a most  convenient 
concentrated  liquid  formula  for 
infants,  is  made  from  whole  milk  modified  with 
dextrins,  maltose  and  dextrose.  Fortified  with  iron 
and  vitamin  D,  it  provides  adequate  amounts  of 
all  necessary  nutrients  (except  vitamin  C). 

In  normal  dilution  it  contains  more  pyridoxine 
(vitamin  Bn)  than  does  human  milk. 

Requires  no  stirring  or  whipping,  no  bothersome 
measuring  equipment  . . . merely  add  water, 
and  the  formula  is  ready. 

Dextrogen  feedings  are  most  economical,  too,  costing 
less  than  a penny  per  ounce  in  normal  dilution. 


• Contains  (in  normal  dilution)  about 
50  per  cent  more  protein  than  does 
human  milk. 

• Zero  tension  curds  assure  ease  of 
digestion. 

• Fat  content  almost  one-third  lower 
than  that  of  human  milk.  Uniform 
dispersion  by  homogenization  provides 
ease  of  fat  digestion. 

• Less  allergenic. 

• Mixed  carbohydrates  allow  spaced 
absorption  and  easy  assimilation. 

• Constancy,  uniformity,  and  optimal 
safety  secured  by  strict  laboratory 
control. 


THE  NESTLE  COMPANY,  INC.*  Professional  Products  Division 
White  Plains,  New  York 
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77 


Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 


alltransistor 
Model  72 
by  Audivox 


Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers.  ^ , 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  "New  World.”  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
“prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


Alexander  Graham  Bell 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients'  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 


Successor  to  EltCtlic  Hearing  Aid  Division 

123  Worcester  St.,  Boston,  Mass. 


the  pedigreed  hearing  aid. 


26 


ADVERTISEMENT  DEPARTMENT 


"an  effective  antirheumatic  agent"* 

nonhormonal  anti-arthritic 

BUTAZOLIDIN* 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


The  standing  of  Butazolidin  among  today’s  anti-arthritics  is  at- 
tested by  more  than  250  published  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  results  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Arthritis  Rheumatoid  Arthritis  Psoriatic  Arthritis 
Rheumatoid  Spondylitis  Painful  Shoulder  Syndrome 
Butazolidin®  (brand  of  phenylbutazone)  red  coated  tablets  of  100  mg. 

*Bunim,  J.  J.:  Research  Activities  is  Rheumatic  Diseases.  Pub.  Health  Rep.  ^9:437,  1954. 


GEIGY  PHARMACEUTICALS 

Division  of  Ceigy  Chemical  Corporation,  220  Church  Street,  New  York  I3,  N.Y. 


4S5SS 
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Eye  ground  changes  after 
Keith- Wagener-Barker  classification 


In  hypertension,  effective  reduction  of  blood  pressure  is  assured 
in  90%  of  appropriate  cases  when  dosage  is  fitted  to  the  require- 
ments of  the  individual  patient.  Response  is  reliable,  uniform, 
prolonged.  By-effects  are  minimal.  Convenient  t.i.d.  oral  tablet 
medication. 

There  is  usually  regression  in  retinal  vascular  changes,  resorp- 
tion of  exudates,  subsidence  of  papilledema,  and  improvement  in 
vision. 

For  a clinical  supply  of  20  mg.  Ansolysen  Tablets,  sufficient  to 
initiate  therapy  for  two  patients,  write  on  your  prescription  blank 
to  Wyeth  Laboratories,  Professional  Service  Department  A-6. 

Supplied  in  scored  tablets  of  20,  40,  and  100  mg.,  bottles  of  100. 
Also  available:  Injection,  10  mg.  per  cc.,  vials  of  10  cc. 


ANSOLYSEN 


TARTRATE  (Pentolinlum  Tartrate) 

ALWAYS  LOWERS  BLOOD  PRESSURE 


® 

Philadtiphia  2,  fa. 
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for  seborrheic  dermatitis  patients 

SELSUN 

. . . brings  quick,  sure  relief.  Just  two  or  three  Selsun  applica- 
tions relieve  itching,  burning  scalps.  Four  or  five  more  completely 
clear  scaling.  Then  each  Selsun  application  keeps  the  scalp  free  of 
scales  for  one  to  four  weeks.  And  Selsun  completely  controls  81- 
' 87%  of  all  seborrheic  dermatitis  cases,  92-95%  of  dandruff  cases. 


. . . with  no  daily  care  or  ointments.  Your  patients  will  find 
Selsun  remarkably  easy  to  use.  It  is  applied  and  rinsed  out  while 
washing  the  hair.  Takes  only  about  five  minutes  — no  ointments 
or  overnight  applications.  Leaves  hair  and  scalp  n n 

clean.  In  4-fluidounce  bottles,  prescription  only.  (JJjIjOtX 


®Selsun  Sulfide  Suspension/ Selenium  Sulfide,  Abbott 


J 
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Frotinal 


Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 
to  maintain  protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 

VIRTUALLY  FAT  AND  SODIUM  FREE  Aess  than  0 03%  Na^ 

vLess  than  1.0%  Fat/ 


ThO  NstionsI  Drug  Compsny  Philadelphia  44,  Pa.  Available:  Delicious  in  either  vanilla 

or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb., 
5 lb.,  and  25  lb.  containers. 


*VI-PROTINAL— Palatable  whole  protein-carbohydrate-vitamin-mineral  mixture  of  high  biological  value 
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READING  TIME-1  MINUTE 


A FEW  FACTS  FOR  THE 

BUSY  DOCTOR  WHO  WANTS  THE 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  Viceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


ONLY  VICEROY  GIVES  YOU 


20,000  FilteiTiaps 


IN  EVERY  FILTER  TIP 


King-Size  Filter  Tip 

Yiceroy 

World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More  Than  Cigarettes  Without  Filters 


Viceroy 

filter  ^ip 
CIGARETTES 
KING-SIZE 


llpjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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The  individualized  formula  is 
the  foundation  of  the  infant’s  health 
and  future  well  being 


Karo  Syrup... a carbohydrate  off  choice 
in  “milk  modiffication’*  ffor  3 generations 


Ideal  practice  dictates  periodic  adaptation  of  the  individualized 
formula  to  the  growing  infant  rather  than  the  infant  to  the 
formula.  With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  the  infant. 

A successful  infant  formula  thus  lays  the  foundation  for  early 
introduction  of  semi-solid  foods  in  widening  the  infant’s  spectrum 
of  nutrients. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed  at 
spaced  intervals  and  completely  utilized.  It  is  a balanced  fluid 
mixture  of  maltose,  dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermentation  and  irritation. 
Produces  no  intestinal  or  hypoallergenic  reactions.  Bacteria- 
free  Karo  is  safe  for  feeding  prematures,  newborns,  and  infants 
— well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas;  both 
yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 

Behind  each  bottle  three  generations 


ADVERTISEMENT  DEPARTMENT 


33 


In  rheumatic  fever  early  therapy 
may  prevent  residual  cardiac  damage' 


MAJOR  ADVANTAGES:  Intense  anti-inflammatory  action.  Prompt  suppression  of 
• symptoms.  Lifesaving  therapy  in  some  instances. 


Most  clinicians  agree  that  Hydrocortone  like 
cortisone  produces  prompt  suppression  of  the 
extra  cardiac  manifestations  of  rheumatic  fever. 
Agreement  is  also  general  that  adequate  hormo- 
nal therapy  favorably  influences  pericarditis, 
prolonged  PR  interval  and  congestive  failure 
(when  sodium  intake  is  restricted).  WhUe  less 
unequivocal  there  is  considerable  evidence  that 
adrenocortical  therapy  also  suppresses  tachy- 
cardia, gallop  rhythm  and  overactivity.^ 

The  main  point  in  question  remains  the  ability 
of  Hydrocortone  or  Cortone  to  prevent  val- 
vulitis. On  this  score,  Kroopi  in  a recent  study 
of  56  patients  with  rheumatic  fever  concludes 
“A  two-year  follow-up  of  patients  who  had  sus- 
tained initial  attacks  of  carditis  indicates  that 
early  treatment  with  large  doses  may  prevent 


residual  cardiac  damage.”  This  conclusion  is 
further  supported  by  a recent  review^  which 
states  “.  . . many  of  the  reported  poor  responses 
of  rheumatic  fever  to  treatment  occurred  in  cases 
in  which  either  very  small  doses  of  the  hormones 
were  used  or  treatment  was  continued  for  only  a 
short  period  of  time.” 

SUPPLIED:  Hydrocortone  Tablets:  20  mg.» 
bottles  of  25,  100  and  500  tablets;  10  mg.,  bottles 
of  50,  100  and  500  tablets;  5 mg.  bottles  of  50 
tablets. 


PHILADELPHIA  1.  PA 
DIVISION  OF  MERCK  a CO..INC. 


REFERENCES:  1.  Kroop,  I.  G.,  N.  Y.  State  J,  Med.  54:2699,  Oct.  1,  1954.  2.  Heffer,  E.  T.  et  at., 
J.  Pediatrics  44:630,  June  1954.  3.  Massell,  B.  F.,  New  England  J.  Med.  251:263,  Aug.  12,  1954, 
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THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 

grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIK  CON’DITIOXED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORI>ERS.  ACE  and  ACTII  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 


PSYCHIATRY  FOR  THE  GENERAL  PRACTITIONER 

AND 

NON-PSYCHIATRIC  SPECIALIST 

A Two-day  Review  Course  Arranged  by 
the  Department  of  Psychiatry  and  Neurology  of  the 
Louisiana  State  University  School  of  Medicine 
With  Guest  Lecturers  from  the  Department  of  Psychiatry 
and  Neurology  of  the  Tulane  University  School  of  Medicine 

The  course  will  consist  of  sixteen  hours  of  lectures  and  demonstrations  on  aspects 
of  psychiatry  relevant  to  general  practice  and  other  specialties.  Among  the  topics  to 
be  covered  will  be  "Essentials  of  Interviewing  and  Mental  Examination”,  "Psychosomatic 
Relationships”,  "The  Detection  of  Common  Psychiatric  Syndromes”,  "Psychotherapy 
for  the  General  Practitioner”,  "The  Use  of  the  Newer  Sedative  Drugs”,  "Management 
of  Minor  Psychiatric  Illnesses  and  Selection  of  Patients  for  Referral  to  Psychiatrists”. 

Dates  for  the  course:  Friday,  June  3rd  and  Saturday,  June  4th  from  8:00  a.  m.  to 
5 : 30  p.  m.  each  day. 

Fee  for  the  course  will  be  $15.00,  which  will  include  luncheon  on  Friday.  The  fee 
for  the  course  may  be  paid  at  the  time  of  registration. 

The  course  will  be  loeld  in  the  L.S.U.  School  of  Medicine’s  auditorium.  Registration 
will  be  at  7:30.^a.  m.  on  Friday,  June  3rd. 

Physicians  interested  in  taking  the  course  should  apply  to  Dr.  Ian  Stevenson,  Chair- 
man of  the  course.  Department  of  Psychiatry,  Louisiana  State  University  School  of 
Medicine,  1542  Tulane  Avenue,  New  Orleans,  Louisiana. 
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“The  Devil  was  having 
wife  trouble” 


Here  i am, 

twenty-four 
years  old  and  what 
have  I done?”  he  had 
once  written.  But  he 
was  53.  and  his  face, 
like  his  indomitable 
will,  had  become  seared  and  toughened  by 
years  of  Arctic  struggle  before  he  reached 
his  ultimate  goal. 

On  December  15,  1909,  Robert  E.  Peary, 
standing  where  no  man  had  set  foot  before, 
planted  the  American  flag  on  the  North  Pole. 


His  return  to  his  base  was  so  uneventful 
one  of  his  Eskimos  said  the  Devil  must  have 
been  asleep  or  having  trouble  with  his  wife. 

Actually,  good  luck  of  this  sort  was  a rarity 
to  Peary.  He  had  failed  six  times  before  to 
reach  the  Pole,  hut  he  never  gave  up.  He  lived 
all  his  life  by  his  motto:  I shall  find  a way  or 
make  one. 


Peary’s  was  a motto  Americans  find  easy  to 
understand.  In  fact,  it  typifies  the  practical 
“strike-out-for-yourself”  spirit  of  the  160  mil- 
lion American  citizens  who  stand  behind 
United  States  Series  E Savings  Bonds.  Per- 
haps that’s  why  these  Bonds  are  among  the 
finest  investments  in  the  world  today.  For 
your  personal  security  — and  your  country’s — 
why  not  invest  in  them  regularly ! 


It’s  actimlly  easy  to  save  money  — when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work  ! You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish  ! Sign  up  today  ! Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  bank.  There’s  no  surer  place  to 
put  your  money,  for  United  States  SavingSj 
Bonds  are  as  safe  as  America  ! 

Safe  as  America  ^ 
U.S.  Savings  Bond^ 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  ivitk~th^ 
Advertising  Council  and  the  Magazine  Publishers  of  America, 
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CARDIOLOGY  DAY 

A one  day  “Refresher  type”  course 
stressing  the  various  aspects  of  heart 
disease  will  be  held  at  the  Louisiana 
State  University  School  of  Medicine 
on  Saturday,  May  14,  1955,  com- 
mencing at  9:30  a.  m. 

Those  interested  please  inquire 
Department  of  Medicine, 

L.  S.  U.  School  of  Medicine, 

New  Orleans  12,  Louisiana. 

Registration  Fee  $10.00 


^lllllllllllltlllllllllllllltlllltllillllllUIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIUIUIIIIUIIIIHIIIIII^ 

I In  very  special  cases 
I A very 
I superior  Brandy 

I SPECIFY  ★ ★ ★ 

I lEiNim 

= THE  WORLDS  PREFERRED  COGNAC  BRANDY 
H 84  PROOF  Schieffelin  & Company,  New  York,  N.Y. 


1955  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
NEW  ORLEANS 
MAY  2-4 


PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D. 

Otolaiyngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 

SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

OhstetHcs  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 
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The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 

Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 

Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D, 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maiaon  Blanche  Bldg. 
MAgnolia  3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  • 0796 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  ALFRED  T.  BUTTERWORTH 
Psychiatry 

4335  ST.  CHARLES  AVENUE 
JAckson  0793 
Hours  by  Appointment 
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DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

GEORGE  GAETHE,  M.  D. 

DERMATOLOGY 

SURGICAL  PLANING  FOR  ACNE  SCARS 
and 

OTHER  SKIN  DEFECTS 

300  Medical  Arts  Bldg.  TY.  3355 

DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Butiding 

MA.  5317  By  Appointment 

KENNETH  A.  RITTER,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

WM.  H.  SYLL,  SR.,  M.D. 

GENERAL  SURGERY 
Hours  by  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 

The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


CANCER  RESEARCH* 

For  the  fiscal  year,  1954-55,  the  American  Cancer  Society  has  allo- 
cated more  than  $5,500,000  for  its  national  research  program. 

In  the  last  ten  years,  the  ACS  has  devoted  about  $34,947,000  to 
cancer  research. 

The  ACS  is  helping  support  research  by  one  thousand  top-flight 
scientists  working  in  approximately  132  hospitals,  universities,  labora- 
tories, etc. 

Working  with  these  key  investigators  in  research  are  some  3,000 
younger  men  and  women  serving  as  technicians  or  training  for  larger 
responsibilities. 

During  the  fiscal  year  1954-55,  ACS  sponsored  grants-in-aid  will 
total  295,  with  an  additional  49  institutional  and  special  purpose  grants. 

In  the  past  ten  years,  the  number  of  grants-in-aid  sponsored  by  the 
ACS  totaled  2,025;  institutional  research  and  special  purpose  grants, 
297 ; research  fellowships  and  scholar  grants,  513. 

In  1954-55,  ACS  research  funds  are  financing  79  fellowships  and 
scholar  grants  to  help  train  young  investigators  for  research  careers. 

ACS  grants  are  now  operating  in  36  states  and  the  District  of 
Columbia. 


* From  1955  CANCER  FACTS  AND  FIGURES  — American  Cancer  Society 
Bulletin. 
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Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


UNSURPASSED 


HYPOALLERGENIC 
SOYA  FORMULA 


FOR  INFANTS 


. . . due  to  exclusive  formulation  and  dramatic  new  processing 
methods 


• pleasant,  bland  flavor  ...  no  "burned  or  raw  bean”  taste 
. . . color  is  light,  appetizing,  "formula-like.” 

• exceptionally  well  tolerated  . . . stools  satisfactory  . . . does 
not  cause  diarrhea  or  other  gastrointestinal  disturbances 
. . . babies  take  feedings  well. 

• easy  to  prepare — 1 part  Liquid  Sobee  to  1 part  water  for  a 
formula  supplying  20  calories  per  fluid  ounce. 


• Liquid  Sobee®  is  a well  balanced  formula,  not  a mere  "soy- 
bean milk”  . . . caloric  distribution  based  on  authoritative 
recommendations  for  infant  formulas  ...  no  added  car- 
bohydrate needed. 

• new  processing  methods  prevent  usual  destruction  of  amino 
acids  and  important  B vitamins  . . . Liquid  Sobee  supplies 
4.8  mg.  of  iron  per  quart  of  normal  dilution. 

The  important  first  step  in  management  of  infant  food  sensitiv- 
ities is  Liquid  Sobee.  Because  milk  is  the  most  common 
offender,  many  physicians  start  infants  on  Liquid  Sobee 
at  the  slightest  suspicion  of  food  allergy. 

Available  in  1514  fl.  oz.  cans 


(1)  Butler,  A.  M.,  and  Wolman,  I.  J.:  Quart.  Rev.  Pedlat.  9:  63, 1954. 
<2)  Moore,  I.  H.:  Journal-Lancet  74:  80,  1954.  (3)  Collins-Williams,  C.: 
J.  Pediat.  45:  337,  1954.  (4)  Clein,  N.  W.:  Ann.  Allergy  9:  195,1951. 
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wide  clinical  range: 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  all 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 


ADVERTISEMENT  DEPARTMENT 


POLIO  VACCINATION  PROGRAM 

On  or  about  April  12th  Dr.  Thomas  Francis,  Director,  Poliomyelitis 
Vaccine  Evaluation  Center,  is  expected  to  release  the  evaluation  report 
on  the  Salk  Polio  A'accine  field  trials  of  1954. 

If  the  National  Institutes  of  Health  agree  that  the  vaccine  is  safe 
and  effective  and  license  it,  the  National  Foundation  for  Infantile 
Paralysis  will  provide  the  State  Department  of  Health  with  enough 
vaccine  to  vaccinate  the  first  and  second  grade  children  of  each  public, 
private  and  parochial  school  in  Louisiana. 

In  addition  Caddo,  Bossier  and  Rapides  Parishes  will  receive  enough 
vaccine  to  vaccinate  the  second  grade  children  of  last  year  who  were  not 
vaccinated  and  the  fourth  grade  children  of  this  year.  These  parishes 
were  the  Louisiana  field  trial  areas  of  1954  and  these  children  served 
as  controls  in  last  year’s  program. 

Vaccine  will  be  administered  only  to  those  children  whose  parents, 
in  writing,  request  that  the  child  be  vaccinated. 

The  program  this  year  is  not  to  be  another  test.  If  the  vaccine  is 
licensed  it  will  be  the  first  use  of  a new  preventive  vaccine. 

The  State  Department  of  Health,  because  of  the  short  time  remain- 
ing before  the  start  of  the  current  polio  season,  is  going  ahead  with 
plans  to  vaccinate  the  children  on  the  assumption  that  the  vaccine  will 
be  licensed.  This  will  permit  earlier  use  of  the  vaccine  if  it  is  licensed. 

Louisiana  has  approximately  180,000  children  who  are  eligible  for 
vaccination  in  the  official  progi'am.  Each  of  the  children  for  whom 
vaccination  is  requested  will  receive  3 injections  of  1 cc  each  of  vaccine. 
The  second  injection  will  be  given  one  week  after  the  first  and  the 
third,  one  month  after  the  second. 


Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


“Preiharin”  relieves 
menopausal  symptoms  with 
virtually  no  side  effects,  and 
imparts  a highly  gratifying 
“sense  of  well-being.” 


"Premarin”® — Conjugated  Estrogens  [equine) 
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know 

your 

diuretic 


how  safe  is 


the  diuretic  you  prescribe? 


the  utmost  in  safety,  confirmed  by  long  clinical  usage, 
is  one  reason  more  physicians  choose  the  organomercuri- 
als  for  diuresis.  Their  dependable  action  does  not  involve 
production  of  acidosis  or  specific  depletion  of  potassium, 
and  side  effects  due  to  widespread  enzyme  inhibition 
are  absent. 


TABLET 

NEOHYDRIN^ 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI 

.2.METHOXY-PROPYLUREA  IN  EACH  TABLET) 

no'Vest"  periods  • no  refractoriness 

NEOHYDRIN  can  be  prescribed  every  day, 
seven  days  a week  as  needed 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 


BRAND  OF  MERALLURIDE  INJECTION 


C[J^e4/c/e  LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 
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For 


Nervous  and  Mental  Diseases 


Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 


Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 


NARCOTIC  CASES  NOT  ADMITTED 


THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  j Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


ANITAREUM 


TIMBERLAWN 


Prescription  Headquarters  Since  1905 


RADIUM  and  RADIUM  D+E 

MEDICAL  BOOKS 

(Including  Radium  Applicators) 

Of  All  Publishers 

FOR  ALL  MEDICAL  PURPOSES 

Any  book  on  Medicine,  Surgery,  and 

Est.  1919 

Nursing 

Quincy  X-Ray  and  Radium 

J.  A.  MAJORS  COMPANY 

Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

1301  Tulane  Ave. 

HAROLD  SWANBERG,  B.  S.,  M.  D., 

NEW  ORLEANS  12,  LA. 

Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 

Catalogs  cheerfully  sent  upon  request 

sensitivity  of  common  pathogens  to  CHLOROMYCETIN 
I and  three  other  major  antibiotic  agents 
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more  effective  against  more  strains, , , 

Chloromycetin 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains 
resistant  to  commonly  used  antibiotics,  judicious  selection  of  the 
most  effective  agent  is  essential  to  successful  therapy.  In  vitro 
sensitivity  studies  serve  as  a valuable  guide  to  the  antibiotic 
most  likely  to  be  most  effective.  Both  clinical  experience  and 
sensitivity  studies  indicate  the  greater  antibacterial  efficacy  of 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  in  the  treat- 
ment of  many  common  infections. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


Adapted  from  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W., 
& Fultz,  C.  T:  J.A.A/.A.  157:305  (Jan.  22)  1955. 


6 


ADVERTISEMENT  DEPARTMENT 


Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 

* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


The  Burdick  EK-2  Direct-Recording  Electrocardiograph  brings  you 
the  following  important  features; 

STABILITY  when  switching  rapidly  from  one  lead  to  another. 

PRECISION  RECORDING  sensitive  to  rapid  changes  in  poten- 
tial. 

CONTINUOUS  TIME  MARKER  independent  of  chart;  assures 
accuracy  of  time  factor. 

SIMPLIFIED  LEAD  MARKING;  automatic  for  first  four 
leads. 

Call  or  write  today  for  literature  or  demonstration  on  the  Burdick 
EK-2. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^ 


how  one 

CHLOR-TRIMETOX 

REPETAB 

assures  8-12  hours’  sustained 
relief  in  hay  fever 


Inner  core  still  intact  2V2  hours  after  inges-  At  4Vi  hours  disintegration  of  cores  well 

tion  of  6 special  radiopaque  Repetabs*  underway — complete  in  four,  beginning  in 

*Unretouched  x*rays.  tWO.* 

the  REPETAB  principle  assures 
prolonged  sustained  relief  with 
single  dose  convenience 


“A" 


Chlor-Trimeton®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 
Repetabs,®  Repeat  Action  Tablets. 


CRLOR-TRIMETOX  REPETAB 
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~lU  CL  ! 


Your  elderly  patient  may  narrow  down  his 
food  range  to  the  point  where  foods  high  in 
protein,  vitamins,  and  minerals  are  virtually 
eliminated.  These  ideas  may  help  you  show 
him  how  to  enjoy  a better-balanced  diet. 

These  are  essential  — 

Meat  is  as  important  now  as  ever.  Fish  steaks,  chicken 
parts,  chops,  or  cutlets  can  be  bought  in  small  portions. 
And  adding  skim  milk  powder  to  hamburger  boosts 
both  protein  and  calcium. 

Plenty  of  fruits  and  vegetables  mean  adequate  vita- 
mins in  proper  balance.  Chopped  or  strained  vegetables 
and  canned  fruits  are  easy  to  chew.  Salads  need  no 
cooking — but  a sprig  of  parsley  isn’t  enough. 

Be  sure  the  fluid  intake  is  liberal.  And  remind  your 
patient  that  it  need  not  necessarily  be  water. 

These  are  for  fun  — 

Good  company  and  a pretty  plate  make  a happy  com- 
bination. But  if  your  patient  eats  alone,  a tray  in  a 
sunny  window  makes  all  outdoors  the  guest. 

A one-dish  casserole  gives  free  rein  to  the  imagina- 
tion and  cuts  down  dishwashing.  But  perk  up  flavor 
with  spices  and  herbs. 

Beverages  of  moderate  alcoholic  content  before  din- 
ner and  at  bedtime  often  aid  appetite  and  may  induce 
a better  night’s  sleep. 

The  number  of  people  over  60  is  still  on  the 
upswung.  And  with  proper  attention  to  diet,  these 
added  years  can  be  made  more  profitable  and  happy 
both  for  the  elderly  and  their  families. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

Sodium  17  mg,  Calories  104,8  oz.  glass 


(AVERAGE  OF  AMERICAN  BEERS) 

If  you’d  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


Body  defenses  may  be  strengthened  and 
recovery  speeded  when  the  patient  with 
a severe  infection  not  only  receives 
effective,  well-toierated  antibiotic  therapy 
with  such  an  agent  as  Terramycin®*  or 
Tetracyn®t  but  also  receives  therapeutic 
amounts  of  the  B-compiex,  C and  K 
vitamins  according  to  the  formula 
recommended  by  the  National 
Research  Council  for  periods  of  stress. 

*8rand  of  oxytetracycline 
1 8 rand  of  tetracycline 


PFIZER  LABORATORIES 
' Division.  Chas.  Pfizer  & Co.,  Inc 
Brooklyn  6.  N.V. 
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ADVERTISEMENT  DEPARTMENT 


IS  ANEMIA  A DIAGNOSIS? 

If  the  hemoglobin  determination  is  less  than: 

12.0  grams  for  a non-pregnant  woman, 

14.0  grams  for  a man, 

14.0  - 11.0  grams  for  a child  (age  variation) 
and/or  the  hematocrit  is  less  than: 

35%  for  a woman, 

42%  for  a man, 

44.0%  - 40%  for  a child  (age  variation) 
and/or  the  red  blood  count  (this  is  a notoriously,  statistically  inaccurate  deter- 
rnination  and  should  be  carefully  performed,  at  least  with  duplicate  high  grade 
pipettes  and  three  chambers  counted — Bureau  of  Standards  calibrated)  is  less  than: 

4.2  million  for  a woman, 

4.6  million  for  a man, 

4.5  - 4.1  million  for  a child  (age  variation) 
then  the  FINDING  OF  ANEMIA  IS  ESTABLISHED. 

ANEMIA  IS  NEVER  A DIAGNOSIS  but  a laboratory  finding  just  as  headache  is  a 
symptom  and  hepatomegaly  is  a physical  finding.  Anemia  may  be  dignified  by 
calling  it  a SECONDARY  ANEMIA  but  one  must  not  stop  there  or  the  patients’ 
health  and/or  life  may  be  jeopardized.  Therapy  directed  toward  “treating  the  red 
blood  count”  may  only  mask  the  condition. 

A PRIMARY  CAUSATIVE  DIAGNOSIS  MUST  BE  ESTABLISHED.  The  earliest 
finding  of  gastrointestinal  cancer  may  be  slight  anemia  and  the  blood  findings  may 
be  “cured”  by  transfusion  but  the  cancer  grows  larger.  The  cure  of  this  anemia 
comes  only  through  diligent  examination  leading  to  the  real  diagnosis,  not  of  anemia, 
but  of,  for  example,  cancer  of  the  right  colon  and  following  through  with  immediate 
surgery.  The  diagnosis  of  another  type  of  case  is  not  iron-deficiency  anemia  but 
cirrhosis  with  bleeding  esophageal  varices  and  proper  medical  regime  for  cirrhosis 
is  begun.  Another  finding  might  be  hypochromic  normocytic  anemia  with  a diag- 
nosis of  a cai’cinoma  of  the  kidney.  Normocytic  normochromic  anemia  is  a finding 
of  multiple  myeloma  or  Lupus  Erythematosus.  Multiple  myeloma  and  Lupus  Ery- 
thematosus are  the  diagnoses. 

The  laboratory  determination  of  hematocrit,  HGB  or  RBC  may  establish  the  finding 
of  anemia  and  the  Mean  Corpuscular  Hemoglobin  (MCH),  and  Mean  Corpuscular 
Volume  (MCV)  may  establish  the  morphologic  type;  EACH  TYPE  HAS  MANY 
PRIMARY  CAUSES,  however,  and  it  is  these  causes  which  must  be  sought.  There 
is  no  laboratory  test  that  takes  the  place  of  a careful  history  and  complete  physical 
examination.  This  information  is  then  supplemented  with  such  findings  as  no  free 
hydrochloric  acid  in  the  stomach  or  increased  osmotic  fragility  or  positive  test  for 
sickling  or  increased  urine  urobilinogen,  or  occult  blood  in  feces,  etc.  Bone  marrow 
study  may  aid  in  (1)  classifying  the  anemia  (2)  indicating  prognosis,  or  (3)  reveal- 
ing the  definitive  cause. 

Remember  it  is  far  less  expensive  and  more  important  in  the  long  run  to  deterrnine 
the  type  and  cause  of  the  Anemia,  than  to  “treat  the  red  cell  count”  with  a variety 
of  expensive  “shot  gun”  drugs  and  injections.  DISCOVERY  AND  CORRECTION 
OF  THE  CAUSE  OF  THE  ANEMIA,  MAY  SAVE  THE  PATIENT’S  LIFE  AND 
MONEY. 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO-OPERATION  TO 
THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE  OF 
MORAL  AND  ETHICAL  MEDICINE. 


JlauiAiana  PatUaiacf^if,  Socie^tif 


Qpjohn 


Ulcer  protection 
that 

lasts  all  night; 


Famine  tablets 

Hromidt?  HEQISTEfiED  TRADEMARK  FOR  THE  UPJOHN  BRAND 

Each  tablet  contains : 

Methscopolainine  bromide 

2..'^  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before 
meals,  and  1 to  2 tablets  at 
bedtime. 

Supplied: 

Bottles  of  100  and  .^00  tablets. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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corticosteroid  therapy 


In  a planned  search  for  more  effective  substances  without 
undesirable  actions,  new  crystalline  corticosteroids  have 
been  discovered  in  Schering’s  research  laboratories. 

Possessing  three  to  five  times  the  therapeutic  effectiveness 
of  cortisone  or  hydrocortisone  in  rheumatoid  arthritis  and 
other  so-called  collagen  diseases,  intractable  asthma 
and  other  allergies,  and  nephrosis,  the  first  of  these, 
Meticorten*  is  less  likely  to  produce  undesirable  side 
actions,  particularly  sodium  retention  and  excessive  potas- 
sium depletion.  Patients  treated  with  this  new  steroid 
exhibit  less  tendency  to  fluid  retention,  and  sedimentation 
rate  may  be  lowered  even  where  other  corticoids  cease  to 
be  effective— “therapeutic  escape.”  This  new  compound 
affords  excellent  relief  of  pain,  swelling  and  tenderness, 
diminishes  joint  stiffness  and  is  effective  in  small  dosage. 

Meticorten,  is  available  as  5 mg.  scored  tablets,  bottles 
of  30.  In  the  treatment  of  rheumatoid  arthritis,  dosage  of 
Meticorten  begins  with  an  average  of  20  to  30  mg.  (4  to 
6 tablets)  a day.  This  is  gradually  reduced  by  IVi  to  5 mg. 
until  maintenance  dosage  of  5 to  20  mg.  daily  is  reached, 
usually  by  the  14th  day.  The  total  24-hour  dose  should  be 
divided  into  4 parts  and  administered  after  meals  and  at 
bedtime.  Patients  may  be  transferred  directly  from  hydro- 
cortisone or  cortisone  to  Meticorten  without  difficulty. 

SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 

*T.  M.  Schering 
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'Seconal  Sodium’ 

( SECOBARBITAL  SODIUM,  LILLY  ) 

a barbiturate  of  rapid  action  . . . short  duration 


When  simple  insomnia  is  the  presenting  complaint, 
a bedtime  dose  of  'Seconal  Sodium’  is  often  indi- 
cated. Its  hypnotic  effect  is  prompt — within  fifteen 
to  thirty  minutes;  relaxation  and  sleep  foUow  quickly. 
Your  patient  awakens  refreshed  and  well  rested. 


QUALITY  j RESEARCH  / INTEGRITY 


Available  in  1/2,  3/4,  and  1 1/2-grain  pulvules. 


ELI  LILLY  AND  COMPANY 


• INDIANAPOLIS  6,  INDIANA,  U.S.A. 


The  Journal 

of  the 

Louisiana  State  Medical  Society 


Vol.  107,  No.  5 IVT  A V 1 Published  Monthly^ 

$4.00  Per  Annum,  36c  Per  Copy  iViiA.  X , Xi/OO  1430  Tnlane  Avenue,  New  Orleans  18,  La. 


CARDIAC  RUPTURE 

REPORT  OF  13  CASES  FROM  THE  SOUTHERN 
BAPTIST  HOSPITAL,  NEW  ORLEANS, 
DURING  A 10  YEAR  INTERVAL 

S.  H.  McDONNIEAL,  JR.,  M.  D.  * 

MARY  HUMBRECHT,  M.  D.  f 
N.  W.  VOORHIES,  M.  D.  J 
New  Orleans 

While  cardiac  rupture  can  be  produced 
by  a diversity  of  clinical  conditions,  such 
as  trauma,  and  rarely  by  pyogenic  ab- 
scess, tuberculous  lesion,  gumma,  echino- 
coccus cyst,  and  malignancy,^  it  is  more 
commonly  a complication  of  acute  myo- 
cardial infarction.  It  has  been  reported 
by  Freedman  and  White  - to  occur  in  9.5 
per  cent  of  cases  of  recent  myocardial  in- 
farction from  a large  general  hospital. 
Other  surveys  by  Oblath,  Levinson,  and 
Griffith,^  and  Edmundson  and  Hoxie,^  re- 
port a comparable  incidence  of  rupture, 
7.11  and  8.6  per  cent,  respectively. 

We  thought  it  would  be  of  interest  to 
report  the  cases  from  a large  private  hos- 
pital in  this  area  as,  to  our  knowledge,  no 
such  report  has  been  made  previously. 

Of  special  interest  and  importance  to 
the  practitioner  are  the  conditions  which 
predispose  to  cardiac  rupture,  and  the 
micropathology  of  the  healing  process 
after  infarction.  These  will  be  discussed, 
as  we  feel  that  such  knowledge  is  impor- 
tant in  the  prevention  of  this  fatal  compli- 
cation. 

* Formerly  Resident  in  Internal  Medicine,  South- 
ern Baptist  Hospital,  New  Orleans,  La. 

t Resident  in  Internal  Medicine,  Southern  Bap- 
tist Hospital,  New  Orleans,  La. 

t Assistant  Professor  of  Clinical  Medicine,  Tu- 
lane  University  of  Louisiana,  Medical  School,  New 
Orleans,  La. 


FINDINGS 

A ten  year  survey  of  the  records  of 
Southern  Baptist  Hospital  (1944-1953,  in- 
clusive) reveals  1315  consecutive  autop- 
sies, among  which  114  (8.7  per  cent) 

were  found  to  have  acute  myocardial  in- 
farction as  the  cause  of  death.  Twelve 
cases  of  cardiac  rupture  were  found  (11 
into  the  pericardium,  and  1 interventricu- 
lar), an  incidence  of  10.5  per  cent  of  all 
acute  infarcts  autopsied. 

Ages  of  these  patients  ranged  from  54 
to  85  years;  an  average  age  thereby  of 
68.7  years. 

All  patients  were  of  the  white  race. 

The  sex  ratio  of  this  group  of  cases  is 
worthy  of  further  comment,  being,  con- 
trary to  expectations,  predominantly  fe- 
male (8  female,  4 male).  This  will  be 
elaborated  upon. 

Among  the  12  patients  in  this  report 
there  were  only  2 whose  weight-height 
ratio  could  unequivocally  be  called  normal. 
Five  were  of  borderline  overweight  (one 
of  whom  was  described  clinically  as 
“obese”),  and  5 were  definitely  obese. 

Past  History:  In  several  of  the  cases 

the  severity  and  short  duration  of  the 
final  illness  precluded  any  evaluation  of 
previous  health.  Hypertension  of  unde- 
termined duration  was  recorded  in  4 
of  the  cases,  previous  infarct  in  1,  angina 
in  3,  “long-standing”  coronary  disease  in 
1,  and  slight  cerebrovascular  accident  in  2. 

In  none  of  these  cases  was  the  diagnosis 
of  cardiac  rupture  made  premortem,  al- 
though it  was  suspected  in  2 cases  at  time 
of  death. 

Myocardial  infarction  was  diagnosed 
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clinically  in  9 cases,  of  which  5 had  elec- 
trocardiographic confirmation : 3 anterior, 
1 anteroseptal,  and  1 posterior  infarction. 
One  clinically  unsuspected  infarct  was 
demonstrated  by  an  ECG  taken  ten  min- 
utes prior  to  death  (Case  No.  12:  tracing, 
which  showed  extensive  anterior  infarc- 
tion, was  developed  and  interpreted  post- 
mortem). 

The  two  cases  not  diagnosed  either  clini- 
cally or  electrocardiographically  will  be 
discussed  in  a little  more  detail: 

Case  No.  6 (white  female,  M.  H.)  pre- 
sented symptoms  of  productive  cough  and 
wheezing,  and  was  responding  well  to 
therapy  for  congestive  heart  failure  until 
her  sudden  respiratory  arrest  after  ask- 
ing for  a bedpan.  Infarction  and  myo- 
cardial rupture  were  unsuspected  prior  to 
autopsy. 

Case  No.  8 (white  male,  F.  D.)  was  a 
diagnostic  problem  for  eight  months,  with 
pain  in  the  right  upper  quadrant,  right 
flank,  back,  and  legs;  admission  diagnosis 
was  “disc  syndrome”.  Five  days  prior  to 
death  he  developed  precordial  pain  radi- 
ating to  the  left  shoulder.  The  diagnosis 
of  renal  tumor  with  venous  spread  to  the 
heart  was  considered.  Myocardial  infarc- 
tion and  rupture  of  the  ventricle  were  not 
diagnosed  until  autopsy.  (Incidentally, 
the  diagnosis  of  renal  tumor  with  invasion 
of  the  veins  was  confirmed,  but  cardiac 
involvement  by  tumor  was  not  found.) 

The  duration  of  illness  in  these  cases, 
from  onset  of  symptoms  compatible  with 
myocardial  infarction  until  death,  ranged 
from  seven  hours  to  fourteen  days;  8 rup- 
tured within  the  first  four  days.  In  one, 
symptoms  were  not  present,  and  death 
was  apparently  instantaneous. 

Elevation  of  blood  pressure  during  the 
terminal  illness  was  present  in  only  4 of 
the  12  cases;  in  7 the  blood  pressure  was 
normal  or  borderline,  and  in  only  1 was 
hypotension  found.  These  were,  however, 
isolated  readings  taken  at  variable  times 
during  the  final  illness,  and  are  not  neces- 
sarily representative  of  the  patients’  usual 
blood  pressure  range. 

In  only  1 case  was  there  no  record  of 


pain ; that  patient,  however,  was  disori- 
ented and  hemiplegic,  and  a satisfactory 
history  was  not  obtained.  Of  the  remain- 
ing 11,  character  of  the  pain  can  be  classi- 
fied as  follows: 

Precordial:  4 

1 with  radiation  to  right  arm 
1 with  radiation  to  left  shoulder 
1 with  radiation  to  both  shoulders 
1 with  no  radiation 

Substernal : 1,  with  radiation  to  left  arm 
“Chest”:  3 

1 with  radiation  to  left  arm;  hands 
numb 

2 with  no  radiation 
Epigastric:  1,  with  severe  nausea 
Abdominal : 2 

1 generalized,  cramping 
1 generalized,  more  on  right;  nausea 
and  vomiting 

It  is  interesting  to  note  that  only  2 of 
the  11  had  nausea,  and  only  one  vomited; 
that  patient  (No.  12)  was  suspected  to 
have  either  gastroenteritis  or  biliary  tract 
disease,  and  expired  undiagnosed.  5 

Activity  at  the  estimated  time  of  rup- 
ture is  difficult  to  ascertain.  All  cases 
were  theoretically  at  bed  rest;  however, 
the  mere  physical  limitation  to  bed  does 
not  mean  that  the  patient  is  actually  at 
rest.  Several  of  these  patients  had  been 
under  physical  or  mental  “stress”  just 
prior  to  rupture.  In  3 cases  there  is  no 
record  of  activity,  2 were  apparently  quiet 
(one  “sleeping”  fifteen  minutes  before 
being  found  dead,  and  one  stuporous  but 
dyspneic).  The  remaining  7 patients  had 
had  variable  and  difficult  to  evaluate 
stress,  such  as  chest  or  abdominal  pain, 
urge  to  use  the  bedpan,  talking  and  jok- 
ing, and  actively  consuming  a meal. 

At  autopsy  all  cases  were  found  to  have 
acute  myocardial  infarcts  with  rupture 
through  the  area  of  involved  muscle.  The 
anatomic  locations  of  the  infarcts  are 
shown  in  Table  2. 

Rupture  occurred  through  the  infarcted 
area  in  all  cases.  The  case  of  interven- 
tricular rupture  (No.  12)  had  ECG  evi- 
dence of  extensive  anterior  myocardial 
infarction.  Upon  gross  examination  the 
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TABLE  2 

ANATOMIC  LOCATION  OF  INFARCTS 

Apical  1 

Posterior  apical  1 

Anterior  apical  2 

Anterior  left  ventricle  - 5 

Anterolateral  left  ventricle  1 

Posterolateral  left  ventricle  2 


infarct  was  found  to  involve  the  apical 
portion  of  the  right  ventricle,  distal  septum, 
and  anterolateral  portion  of  the  left  ven- 
tricle. A 1.5  cm.  perforation  had  oc- 
curred in  the  distal  septum,  and  blood  had 
extravasated  into  the  wall  of  the  right 
ventricle;  rupture  of  this  area  was  im- 
pending. 

The  other  11  cases  had  definite  rupture 
of  the  myocardium,  with  communication 
between  the  intracardiac  and  the  extra- 
cardiac (pericardial)  spaces.  The  defects 
ranged  in  size  from  2 mm.  to  4 x 1 cm. 
Case  No.  9 had  two  small  defects,  each 
approximately  2 mm.  in  diameter,  pene- 
trating through  the  wall  of  the  heart. 
None  were  described  as  “blowout”. 

The  volume  of  blood  in  the  pericardium 
in  the  11  cases  of  frank  rupture  was 
measured  in  5 cases,  and  ranged  from  100 
cc.  to  1000  cc. ; in  the  remaining  6 cases 
the  pericardial  cavity  was  reported  to  be 
“filled  with  blood”. 

Heart  size  and  weight  were  not  recorded 
in  2 cases;  in  a third  case  it  was  stated 
to  be  “not  abnormal”.  The  9 cases 
weighed  ranged  from  275  to  475  grams. 
If  normal  heart  weight  is  considered  to 
be  250  to  350  grams,  6 of  this  group  were 
unequivocally  enlarged ; the  3 within  the 
above  “normal  limits”  (275,  300,  and  310 
grams) , when  evaluated  according  to  the 
patients’  body  size  (height  and  weight) 
were  also  enlarged. 

The  degree  of  coronary  sclerosis  was 
described  as  minimal  or  slight  in  3,  mod- 
erate in  5,  and  severe  or  extreme  in  3. 
One  was  not  graded  by  the  pathologist. 

Autopsy  evidence  of  previous  or  “old” 
infarction  was  present  in  only  1 case;  a 
second  case  was  reported  as  showing  much 
fibrosis,  but  an  actual  area  of  infarction 
was  not  found.  The  remaining  10  cases 
had  no  evidence  of  former  occlusion  or 


infarction,  although  1 of  these  gave  clini- 
cal history  of  a “heart  attack”  six  years 
earlier. 

COMMENT 

The  age  range  (54  to  85  j’ears)  and  the 
average  age  (68.7  years)  of  our  cases 
compares  favorably  with  other  series  re- 
ported in  the  literature.-- ® Spontaneous 
rupture  following  acute  myocardial  infarc- 
tion rarely  occurs  under  50  years  of  age.®-  ® 
As  reported  by  Kelley  et  al  this  disaster 
has  occurred  as  early  as  3 months  of  age. 
However,  the  underlying  pathology  in 
their  case  was  an  anomalous  left  coronary 
arterj-  that  arose  from  the  pulmonary 
artery. 

It  is  worthy  of  comment  that  in  our 
series  there  was  a predominance  of  female 
patients.  Oblath  et  al®  and  Cans  et  al® 
also  reported  groups  of  cases  in  which 
there  was  a predominance  of  women.  In 
large  collections  of  cases  from  the  liter- 
ature such  as  that  reported  by  Krumbhaar 
and  Crowell®  there  is  a predominance  of 
males.  When  compared  to  the  incidence 
of  acute  myocardial  infarctions  there  is, 
however,  a higher  relative  incidence  of 
spontaneous  heart  rupture  in  the  fe- 
male.®- ®-^^  Wessler  et  al“  attributed  this 
to  the  lower  incidence  of  coronary  disease 
and  the  higher  incidence  of  hypertension 
among  women. 

Underlying  and  contributory  causes  for 
spontaneous  heart  rupture  have  been  the 
subject  of  much  discussion.  This  catas- 
trophe is  rare  except  in  the  presence 
of  pre-existing  acute  myocardial  infarc- 
tion.®-®-®-®' Several  authors  ®- ® have 
studied  and  discussed  the  reasons  why 
some  hearts  with  acute  infarction  rupture, 
and  others  do  not  rupture. 

It  is  now  well  recognized  that  increased 
activity  following  acute  myocardial  infarc- 
tion definitely  increases  the  incidence  of 
heart  rupture.  Jetter  and  White®  in  their 
report  of  cases  occurring  in  mental  in- 
stitutions showed  a much  higher  incidence 
of  heart  rupture  (73  per  cent  of  deaths 
from  acute  myocardial  infarction)  among 
these  people  in  whom  activity  was  totally 
uncontrolled  because  of  their  mental  ill- 
nesses. Others  have  commented  upon  the 
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increased  incidence  of  heart  rupture  with 
increased  activity  following  acute  infarc- 
tions.^-®-“ It  is  interesting  to  speculate 
upon  the  effect  of  the  “armchair”  treat- 
ment of  myocardial  infarction  as  advo- 
cated by  Levine  and  his  group  upon  the 
incidence  of  heart  rupture  in  these  indi- 
viduals. Strict  adherence  to  their  routine 
probably  would  not  influence  the  rate  of 
occurrence  of  heart  rupture  because,  as 
they  emphasize,  they  do  not  advocate  early 
ambulation,  but  rather  a different  ap- 
proach to  management  at  rest.  The  pres- 
ent trend  toward  early  ambulation  of  the 
patient  who  has  the  so-called  “small  in- 
farct” and  does  well  clinically  may  prove 
to  be  a dangerous  procedure  when  more 
follow-up  studies  have  been  done.  Ed- 
mondson and  Hoxie  * pointed  out  that  in 
their  series  the  infarcts  of  ruptured  hearts 
tended  to  be  smaller  and  more  necrotic 
than  those  that  did  not  rupture.  The  in- 
farct was  frequently  surrounded  by  other- 
wise healthy  muscle.  These  authors  also 
indicate  that  in  the  presence  of  the  scar 
of  a healed  infarct  the  incidence  of  heart 
rupture  is  only  one-fourth  as  great  as 
would  be  expected. 

None  of  our  patients  had  been  ambula- 
tory between  onset  of  the  infarction  and 
death.  One  patient  died  shortly  after  eat- 
ing, one  while  talking  to  a relative,  one 
shortly  after  asking  for  a bedpan,  and  a 
fourth  had  been  vomiting  and  restless 
during  the  entire  hospital  stay.  All  others 
were  presumably  at  rest,  and  one  patient 
was  asleep  at  the  time  of  death.  Hence, 
activity  does  not  appear  to  have  been  a 
prominent  causative  factor  in  our  cases. 

Sustained  hypertension  following  in- 
farction has  been  shown  by  several  au- 
thors “ to  increase  the  probability 

of  heart  rupture.  Howell  and  TurnbulF 
and  Edmondson  and  Hoxie  compared 
blood  pressures  in  patients  dying  of  cardi- 
ac rupture  and  patients  with  acute  myo- 
cardial infarction  who  died  without  rup- 
ture. In  both  instances  the  authors  were 
able  to  demonstrate  a higher  percentage 
of  cases  with  blood  pressure  above  140/90 
among  those  who  died  of  heart  rupture. 
Oblath  et  al  ® state  that  with  persistent 


hypertension  the  danger  of  heart  rupture 
complicating  myocardial  infarction  is  in- 
creased threefold.  In  4 of  our  cases  (33.3 
per  cent)  blood  pressures  above  140/90 
were  recorded  in  the  hospital  record.  In 
a fifth  case  a diastolic  pressure  of  92 
was  recorded. 

Eight  (66.7  per  cent)  of  our  cases  rup- 
tured within  four  days  (seven  hours  to 
four  days)  of  the  onset  of  the  infarct, 
one  on  the  fifth  day,  one  on  the  twelfth 
day  and  one  on  the  fourteenth  day.  In 
the  remaining  case  it  was  impossible  to 
tell  from  the  record  when  the  infarct  oc- 
curred, because  the  patient  was  disori- 
ented from  the  time  of  admission  and  no 
history  of  onset  of  infarct  was  available. 
Oblath  et  al  ® found  that  45  per  cent  of 
their  series  ruptured  within  the  first  three 
days  and  78.75  per  cent  ruptured  by  the 
twelfth  day.  Howell  and  Turnbull  ’’  re- 
ported 8 cases,  all  of  which  ruptured 
within  eleven  days.  Friedman  and  White  ^ 
reported  10  cases,  all  of  which  ruptured 
within  two  weeks.  Diaz-Rivera  and  Miller® 
found  that  their  5 cases  died  within  thir- 
teen days  of  onset  of  infarction.  Seventy- 
eight  per  cent  of  those  in  the  series  re- 
ported by  Edmondson  and  Hoxie  ^ died 
between  the  third  and  twelfth  days.  The 
time  of  rupture  in  our  group  follow's  es- 
sentially the  same  pattern  as  reported  by 
these  authors. 

When  one  reflects  upon  the  microscopic 
pathology  of  acute  myocardial  infarction 
as  described  by  Malloiy  et  al,^^  it  is  ex- 
pected that  the  greater  percentage  of 
heart  ruptures  should  occur  within  the 
first  few  days  after  onset.  We  feel  that 
it  is  appropriate  to  review  some  of  their 
findings  at  this  point.  Necrosis  begins 
immediately,  is  greatest  at  two  to  six 
days,  and  may  last  as  long  as  four  months. 
Hemorrhage  is  variable  and  usually  lim- 
ited. Polymorphonuclear  cells  appear  im- 
mediately, increase  to  the  fourth  day,  then 
gradually  decrease  to  disappear  about  the 
fourteenth  day.  Ingrowth  of  capillaries 
and  connective  tissue  cells  begins  about 
the  foux’th  day.  Fibrin  is  absent.  Removal 
of  necrotic  tissue  begins  about  the  fourth 
day.  Collagen  first  appears  about  the 
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twelfth  day  and  reaches  a maximum  by 
two  to  three  months.  Collagen  especially, 
and  connective  tissue,  add  strength  to  the 
healing  infarct.  However,  they  point  out 
that  the  rate  of  healing  of  an  individual 
infarct  is  influenced  by  its  size,  location, 
and  the  adequacy  of  collateral  circulation. 
From  these  findings  one  readily  sees  that 
the  infarcted  area  is  weakest  during  the 
first  few  days.  If  polymorphonuclear  cells 
increase  liquefaction,  then  the  fourth  to 
the  sixth  days  should  be  the  time  at  which 
the  infarct  is  weakest  and  hence  the  time 
at  which  most  heart  ruptures  occur.  The 
times  of  rupture  of  our  group  fall  into 
a pattern  that  is  compatible  with  this 
pathological  description. 

The  pain  experienced  by  patients  in  this 
group  was  no  different  from  the  usual 
severe  pain  of  coronary  occlusion.  Tw^o  of 
our  patients  experienced  severe  pain  at 
the  time  of  death.  No  diagnostic  symp- 
toms were  revealed  in  the  histories  of 
these  patients.  Bishop  and  Logue  re- 

ported a case  of  external  rupture  that 
developed  a systolic  murmur  and  thrill 
suggestive  of  septal  rupture.  Askey  and 
Cherry  in  their  studj"  attempting  to 
evaluate  diagnostic  features  felt  that  an 
antemortem  diagnosis  of  external  rupture 
is  very  difficult  but  that  septal  rupture 
may  be  diagnosed  prior  to  death.  It  is 
therefore  felt  that  the  signs  and  symp- 
toms of  heart  rupture  are  indistinguish- 
able from  those  of  acute  coronary  oc- 
clusion, and  that  heart  rupture  is  a diffi- 
cult antemortem  diagnosis. 

The  effect  of  digitalis  therapy  upon 
heart  rupture  in  myocardial  infarctions  is 
a much  discussed  subject.  Oblath  et  al^ 
felt  that  digitalis  had  no  effect  in  their 
series.  Two  of  our  patients  were  taking 
digitalis  preparations  at  the  time  of  death. 
It  is  our  feeling  that  when  there  is  a 
definite  therapeutic  need  for  digitalis  in 
the  presence  of  an  acute  infarction  that 
it  should  be  used. 

Our  group  of  cases  gives  no  help  in 
determining  the  possible  effect  of  anti- 
coagulants upon  heart  rupture.  Only  one 
of  our  cases  received  an  anticoagulant 
(ethyl  biscoumacetate) , and  only  a single 


dose  (150  mgm.)  approximately  three 
hours  before  death.  This  drug  could  have 
had  little  or  no  effect  in  that  period  of 
time.  Anticoagulant  therapy  in  acute  myo- 
cardial infarction  has  been  widespread  in 
recent  years. Russek  and  Zohman  in 
a recent  survey  found  that  there  is  still 
much  conflicting  opinion  about  the  use  of 
these  drugs.  As  reported  by  Goldstein  and 
Wolffs®  hemopericardium  may  develop  as 
a complication  of  anticoagulant  therapy. 
Flaxman  reports  that  these  drugs  lead 
the  list  for  fatalities  caused  by  oral  medi- 
cations. These  fatalities  are,  as  one  would 
expect,  almost  all  from  hemorrhagic  com- 
plications. Cans®  mentions  the  possibility 
that  anticoagulants  may  influence  the  in- 
cidence of  heart  rupture.  Clagett  et  aP® 
feel  that  anticoagulants  do  not  increase 
the  rate  of  rupture,  but  suggest  that 
analysis  of  a larger  series  of  cases  is 
needed  before  drawing  final  conclusions. 
Waldron  et  ah^^  in  a recently  reported 
study,  were  able  to  demonstrate  a sig- 
nificantly higher  incidence  of  heart  rup- 
ture following  acute  infarction  in  cases 
that  were  treated  with  anticoagulants. 
They  also  demonstrated  a higher  incidence 
of  hemopericardium  without  rupture  when 
anticoagulant  therapy  was  used.  Anti- 
coagulants are  valuable  drugs  in  the  treat- 
ment of  acute  myocardial  infarction,  but 
one  must  be  aware  of  their  dangers  be- 
fore prescribing  them. 

The  rupture  in  our  cases  were  linear 
tears  for  the  most  part.  Ten  were  of  this 
type,  one  was  septal  and  one  showed  two 
very  small  (2  mm.)  perforations.  The 
size,  shapes,  and  positions  of  the  ruptures 
found  in  our  cases  are  similar  in  most 
respects  to  those  reported  by  others.^-® 
No  instances  of  the  so-called  “blow-out” 
rupture  and  no  instances  of  right  ven- 
tricular rupture  were  seen  in  our  group. 

SUMMARY  AND  COXCUUSIOX 

1.  Twelve  cases  of  cardiac  rupture  from 
the  Southern  Baptist  Hospital,  New  Or- 
leans, are  reported  and  described.  The  in- 
cidence of  rupture  was  10.5  per  cent  of 
acute  infarctions. 

2.  It  would  seem  that  since  most  rup- 
tures occur  within  the  first  week  and 
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nearly  all  within  the  first  two  weeks,  and 
since  the  incidence  of  rupture  is  increased 
by  unrestrained  activity,  the  physician  is 
justified  in  insisting  on  at  least  three 
weeks  of  complete  rest.  This  would  apply 
equally  to  the  so-called  small  infarct,  par- 
ticularly when  the  blood  pressure  remains 
high  after  infarction. 

3.  Anticoagulants  carry  a definite  risk 
in  addition  to  the  systemic  effects  of  the 
drug.  The  occurrence  of  cardiac  tampon- 
ade, as  well  as  the  increased  frequency  of 
rupture,  limits  the  usefulness  of  this  drug 
in  the  care  of  the  patient  with  acute  myo- 
cordial  infarction. 
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RADIATION  TREATMENT  OF 
NONMALIGNANT  CONDITIONS* 

H.  DABNEY  KERR,  M.  D.  f 

Iowa  City,  Iowa 

The  use  of  roentgen  rays  and  radium  in 
the  treatment  of  malignant  conditions  has 
assumed  such  a large  place  in  the  therapy 
of  these  lesions  that  many  forget  that 
there  are  nonmalignant  conditions  which 
can  be  equally  well  treated  with  these 
modalities.  The  dermatologist,  of  course, 
is  well  acquainted  with  the  value  of  roent- 
gen rays  in  the  treatment  of  many  non- 
malignant skin  conditions,  but  many  physi- 
cians are  not  sufficiently  acquainted  with 
the  use  of  roentgen  rays  for  these  non- 
malignant disorders  to  gain  for  their 
patients  the  benefits  that  will  accrue  from 
careful  treatment.  In  the  time  at  our  dis- 
posal today  I hope  to  go  over  with  you 
a few  of  the  conditions  which  can  defi- 
nitely be  benefited  by  radiations,  and 
which  do  not  come  under  the  heading  of 
malignant  tumors.  The  first  group  -w’hich 
I wish  to  discuss  can  be  classified  as 
tumors,  however.  These  may  be  of  the 
pituitary  gland,  of  the  nasopharynx,  of 
bones,  such  as  giant  cell  tumors,  hem- 
angiomas, lymphangiomas,  keloids,  etc. 

PITUITARY  ADENOMA 

Pituitary  adenomas  are  divided  into 
three  main  groups : The  acidophilic,  baso- 
philic and  the  chromophobic.  The  acido- 
philic pituitary  adenoma  produces  the 
growth  hormone.  If  this  occurs  before  the 
epiphyseal  lines  are  closed  the  patient 
becomes  a giant.  If  he  has  already  reached 
his  growth  and  the  epiphyses  are  closed, 
he  becomes  an  acromegalic.  Cushing’s 
basophilism,  so-called,  is  apparently  pro- 

* Presented  at  the  Eighteenth  Annual  Meeting 
of  the  New  Orleans  Graduate  Medical  Assembly, 
March  7,  1955,  in  New  Orleans. 

t From  the  Department  of  Radiology,  College  of 
Medicine,  State  University  of  Iowa,  Iowa  City, 
Iowa. 


178 


Kerr — Radiation  Treatmeyit  of  Xonmalignant  Conditions 


duced  by  basophilic  adenomas  of  pitui- 
tary. These  patients  have  the  cardinal 
symptoms  of  hirsutism,  abdominal  striae, 
peculiar  fat  distribution,  hypertension,  etc. 
The  chromophobic  adenoma  is  nonhormone 
producing,  but  by  its  size  may  cause  suf- 
ficient pressure  on  the  anterior  portion 
of  the  pituitary  to  decrease  its  normal 
hormone  production.  By  their  size,  both 
acidophilic  adenomas  and  chromophobic 
adenomas  may  cause  pressure  symptoms 
on  the  optic  chiasm  with  bitemporal  field 
cuts.  This  is  almost  always  true  with  the 
chromophobic  type,  but  occurs  in  only 
about  50  per  cent  of  the  acidophilic  tu- 
mors. The  chromophobic  adenoma  pro- 
duces increase  in  the  size  of  the  sella  in 
almost  all  cases,  whereas  the  acidophilic 
produces  it  in  only  about  one-half,  while 
the  basophilic  tumor  never  shows  an  in- 
crease in  the  size  of  the  sella  turcica.  In 
my  opinion,  the  best  primary  treatment 
for  pituitary  adenomas  is  radiation.  It 
should  be  delivered  through  several  fields 
about  the  skull,  given  slowly  until  an  esti- 
mated tumor  dose  of  from  2500  to  3000 
roentgens  has  been  delivered.  It  is  of 
value  to  have  visual  field  studies  taken  at 
weekly  intervals  during  treatment  in  order 
to  ascertain  whether  or  not  there  is  gross 
change.  It  should  be  remembered,  how- 
ever, that  an  increase  in  the  field  cuts 
during  treatment  is  of  no  significance 
and  should  not  make  one  stop  the  treat- 
ment. It  is  of  the  utmost  importance, 
however,  to  have  the  patient  retuim  in 
about  two  months  for  further  studies  of 
the  visual  fields  and  observation  of  his 
general  condition.  If,  at  that  time,  there 
is  increase  in  the  visual  cuts,  the  patient 
should  be  immediately  referred  to  the 
neurosurgeon  for  his  care.  I think  that 
all  of  these  patients  should  be  operated 
upon,  since  the  tumor  which  has  been 
treated  is  likely  to  be  cystic,  and  these 
cystic  tumors  do  not  respond  well  to  radi- 
ation. If,  however,  the  visual  field  cuts 
have  not  increased  or  have  decreased,  then 
the  patient  may  be  watched.  Approxi- 
mately 70  per  cent  of  patients  with  these 
tumors  will  do  well  with  radiation,  and 
ordinarily  a good  result  remains  perma- 


nent. We  have,  however,  had  two  or  three 
cases  in  which  there  was  a good  result 
for  from  one  year  to  five  years,  with  then 
a recurrence  of  the  tumor  as  shown  by 
increasing  symptoms.  These  patients 
should  then  be  operated  upon.  In  no  case 
have  we  observed  any  hypopituitarism 
from  irradiation. 

CKAXIOPIIARYXGIOMA 

Craniopharyngioma  or  suprasellar  cyst 
is  a lesion  which  is  not  ordinarily  con- 
sidered radiosensitive.  It  occurs  in  child- 
hood or  early  adult  life  and  is  a develop- 
mental defect.  Its  symptoms  are  those  of 
a mass  in  or  above  the  sella.  It  is  usually 
at  least  partially  calcified.  There  is  rea- 
son to  believe  that  if  the  fluid  can  be 
aspirated  and  irradiation  given  to  prevent 
the  re-formation  of  fluid,  this  may  be  suc- 
cessful. It  has  proved  to  be  so  in  some 
cases  with  the  use  of  roentgen  rays,  and 
a recent  personal  communication  from 
Woods  and  Hiebert  indicates  that  injection 
of  radioactive  gold  into  the  cyst  may  well 
prevent  the  re-formation  of  fluid  by  the 
radiation  from  the  Au-198.  This  may  be 
a very  valuable  addition  to  our  methods 
of  treatment  of  this  condition. 

NASOPHARYNGEAL  FIBROMA 

Nasopharyngeal  fibroma  or  sclerosing 
capillaiw  hemangioma  of  the  nasopharynx 
is  a lesion  which  occurs  in  young  males 
from  12  to  18  years  of  age.  These  tumors 
may  be  firm  or  somewhat  friable,  may 
bleed  without  trauma,  and  are  found  to 
be  rather  vascular  at  the  time  of  biopsy. 
They  destroy  adjacent  tissue  only  by 
pressure  and  are  not  malignant  tumors. 
They  are  said  by  many  to  regress  spon- 
taneously with  the  advent  of  puberty,  but 
in  our  experience,  this  is  not  usual.  Even 
the  cases  to  whom  we  have  given  tes- 
tosterone and  who  have  had  early  maturity 
because  of  this  have  shown  no  regression 
of  their  tumors.  The  basic  treatment  of 
these  lesions  is  surgery,  but  this  can 
usually  not  be  done  until  the  lesion  has 
been  so  sclerosed  and  reduced  in  size  by 
radiation  that  operation  becomes  feasible. 
The  treatment  is  best  given  by  interstitial 
radium  needles  or  by  radon  seeds,  with 
a delivered  dose  of  4000  to  5000  gamma 
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roentgens.  Surgery  may  then  be  done 
without  danger  of  exsanguinating  hemor- 
rhage. 

CAVERNOUS  HEMANGIOMAS 

Cavernous  hemangiomas  are  not  an  un- 
common lesion  in  infancy  and  young  child- 
hood. In  our  experience  they  occur  at 
least  85  per  cent  in  girls.  They  may  be 
present  at  birth  or  appear  shortly  after. 
They  may  show  rapid,  spontaneous  dis- 
appearance or  they  may  continue  to  grow 
rapidly.  It  is  said  by  many  that  these  all 
will  disappear  spontaneously  without  any 
treatment.  Although  I am  sure  that  this 
is  frequently  the  case,  there  are  many 
whose  lesions  increase  to  such  size  that 
something  must  be  done  for  them.  I think 
any  hemangioma  which  is  obviously  in- 
creasing in  size  should  be  given  some  type 
of  treatment,  preferably  radiation.  Our 
treatment  generally  consists  of  giving 
about  300  roentgens,  using  a Chaoul  con- 
tact therapy  unit,  although  conventional 
low  voltage  units  may  be  used.  We  then 
wait  six  to  eight  weeks  before  seeing  the 
patient  again.  If  there  is  any  sign  of 
regression  of  the  lesion,  no  further  radi- 
ation is  given.  If  there  is  still  an  advanc- 
ing edge,  the  treatment  will  be  given  to 
this  active  portion  of  the  lesion.  All  that 
we  try  to  do  is  to  have  the  lesion  start 
in  the  proper  direction  and  then  let  the 
child  take  care  of  it  naturally.  A mini- 
mum amount  of  radiation  is  desirable. 
Some  large  and  deep  hemangiomas  which 
are  fed  by  large  vessels  will  not  respond 
satisfactorily  to  superficial  treatment. 
The  smaller  vessels  may  become  sclerosed 
but  the  larger  ones  will  not,  in  general, 
be  touched,  and  many  of  these  have  to  be 
taken  care  of  by  surgical  excision.  In  re- 
gard to  lesions  around  the  eye  or  in  rather 
inaccessible  places  where  roentgen  therapy 
is  difficult,  irradiation  may  be  given  by 
the  implantation  of  radon  seeds.  Gold 
filtered  radon  seeds  with  a content  of 
about  one-tenth  to  fifteen  (0.1  to  .15  me.) 
hundredth  of  a millicurie  are  usually 
sufficient  to  cause  rapid  regression  of  the 
lesion. 

GIANT  CELE  TUMORS  OP  BONE 

Giant  cell  tumors  of  the  bone  have  for 


many  years  been  treated  by  irradiation. 
Formerly,  they  were  treated  with  large 
doses  and  some  ill  effects  have  resulted, 
even  to  the  development  of  osteogenic 
sarcoma  in  the  irradiated  site.  Giant  cell 
tumors  may  also  be  subject  to  malignant 
change.  This  was  either  present  at  the 
time  of  the  first  examination  and  re- 
mained unrecognized,  or  it  developed  after 
a course  of  treatment,  either  surgical  or 
radiologic.  My  present  concept  regarding 
the  best  treatment  for  accessible  giant 
cell  tumors  is  that  they  should  be  treated 
by  surgery,  and  irradiation  used  only  if 
surgery  proves  to  be  ineffective.  For 
lesions  in  relatively  inaccessible  portions 
of  the  body,  such  as  the  spine  or  portions 
of  the  pelvis,  it  seems  that  radiation  is 
preferable  as  the  primary  treatment.  In 
those  cases  we  give  from  600  to  1000 
roentgens  as  measured  in  air,  giving  200 
roentgens  a day  on  four  or  five  consecu- 
tive days.  Further  treatment  is  not  given 
for  at  least  two  months,  and  then  only  if 
there  is  no  good  evidence  of  healing  of  the 
lesions. 

KELOIDS 

Keloids  are  not  considered  generally  as 
basically  tumors,  but  they  are  masses  of 
fibroblastic  tissue  which  develop  at  the 
site  of  trauma  and  which  tend  to  recur 
after  excision.  If  these  can  be  seen  in 
the  early  succulent  stages,  irradiation  is 
very  valuable.  A single  dose  of  about  800 
air  roentgens  given  to  the  keloid  itself 
with  protection  of  the  surrounding  skin 
is  quite  effective.  If  the  lesions  are  large, 
such  as  follow  extensive  burns,  the  dose 
is  reduced  to  about  600  roentgens.  Even 
in  old  sclerosing  cases,  which  have  de- 
veloped intractable  itching,  a small  amount 
of  radiation — 300  to  400  roentgens — may 
be  sufficient  to  relieve  the  patient  of  all 
his  symptoms.  When  a keloid  is  excised 
and  replaced  by  a linear  incision,  it  is 
wise  to  irradiate  the  incision  wdth  abont 
«00  roentgens  to  prevent  further  keloid 
formation. 

BURSITIS 

A great  deal  has  been  written  regarding 
radiation  treatment  of  bursitis.  I think 
frequently,  however,  that  this  term  is  a 
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misnomer  and  should  be  called  “painful 
shoulder  or  elbow,”  because  many  times 
there  is  no  bursitis  but  pain  is  or  may 
be  due  to  degenerative  changes  in  the 
supraspinatous  tendon.  Regardless  of  the 
exact  etiology,  this  lesion  is  a painful  and 
disabling  one,  and  for  days  may  prevent 
normal  rest  at  night  and  function  during 
the  day.  There  are  those  skeptics  who 
say  that  no  matter  what  one  does  for  this 
condition  a good  result  follows,  or  vice 
versa,  and  I am  sure  that  many  times  this 
is  the  case  if  one  waits  long  enough.  For 
one  who  is  in  severe  pain  and  disability, 
however,  the  application  of  a small  amount 
of  radiation — 100  roentgens  or  possibly 
200  roentgens,  or  even  only  50  roentgens 
if  the  process  is  very  acute — gives  almost 
a miraculous  relief  of  pain,  and  usually 
the  pain  does  not  recur  except  as  a new 
episode.  Orthopedists  are  somewhat  loathe 
to  use  this  method  of  treatment  and  pre- 
fer heat,  massage,  and  both  passive  and 
active  motion.  Most  of  the  cases  which 
we  receive  from  them  have  gone  into  the 
subacute  or  chronic  stage  when  radiation 
therapy  is  reduced  in  its  effectiveness  to 
about  50  per  cent.  If  one  is  to  use  radi- 
ation, however,  it  is  important  to  keep 
the  shoulder  not  immobilized  but  confined 
to  the  range  of  motion  which  is  not  pain- 
ful to  the  patient. 

SPONDYLITIS 

Another  condition  of  the  bone  and  joint 
system  is  ankylosing  spondylitis  of  the 
rheumatoid  type  — so-called  Strumpell- 
Marie  or  Von  Becterew.  This  condition, 
as  you  know,  is  the  one  which  produces  a 
great  deal  of  pain  and  disability  in  the 
spine  and  which  eventually  leads  to  a 
“poker”  spine.  Irradiation  in  the  early 
cases  of  this  disease  are  frequently  and 
almost  uniformly  followed  by  prompt  re- 
lief of  pain  which  relief  may  last  for  a 
matter  of  years.  Instead  of  having  ex- 
cruciating pain,  spasm  and  disability,  the 
patient  may  have  only  a mild  ache  or 
stiffness.  I am  convinced,  also,  that  radi- 
ation treatment  for  this  disease  not  only 
affects  the  pain,  but  changes  the  course 
of  the  process.  The  treatment  consists  of 
three,  four,  or  five  times  200  roentgens. 


as  measured  in  air,  given  to  the  affected 
area.  These  treatments  may  be  given  on 
consecutive  days  or  once  a week.  The 
benefit  is  indeed  striking  at  times.  The 
pain  from  involvement  of  rheumatoid 
arthritis  of  the  extremities  can  also  be 
alleviated  by  small  doses  of  radiation,  but 
the  duration  of  the  relief  seems  not  to  be 
nearly  as  long  as  with  the  spondylitis. 
The  disabling  pain  from  osteoarthritis  or 
degenerative  joint  disease  is  also  some- 
times relieved,  but  this  is  only  in  a small 
fraction  of  the  cases.  I would  suggest, 
therefore,  that  in  all  cases  of  spondylitis 
in  the  young  individual,  a course  of  radi- 
ation be  given  with  the  hope  that  not  only 
the  pain  may  be  relieved  but  the  course 
of  the  disease  altered  favorably. 

SYRINGOMYELIA 

Syringomyelia  is  a condition  which  con- 
sists of  a diffuse  gliosis  of  the  spinal  cord 
with  resultant  cyst  formation  and  the  in- 
evitable symptom  complex  which  accom- 
panies this  condition.  The  only  method 
of  surgical  attack  is  the  opening  of  large 
cavities  and  evacuation  of  their  fluid  con- 
tent. This,  of  course,  is  a temporizing 
measure  since  the  cysts  will  again  fill 
with  fluid  and  cause  recurring  pressure. 
It  has  been  found  in  some  of  these  cases 
that  irradiation  given  in  the  amounts  of 
six  times  200  air  roentgens  to  the  in- 
volved portion  of  the  cord  will  relieve  the 
symptomatology  and  hold  it  in  abeyance 
for  a matter  of  many  months  or  even 
years.  When  there  is  a recurrence  of 
symptoms  the  treatment  may  be  repeated. 
It  is  well  to  warn,  however,  that  not  more 
than  about  three  such  courses  of  treat- 
ment should  be  given  and  then  only  with 
the  greatest  caution,  since  they  may  be 
followed  by  a cutaneous  breakdown  over 
the  spine.  I have,  however,  seen  patients 
come  up  to  our  department  bedridden  and 
by  the  time  they  were  finished  with  their 
treatment,  were  walking  back  and  forth. 
This  rapid  improvement,  however,  is  un- 
usual but  many  cases  of  lesser  degrees  of 
improvement  have  been  encountered.  It 
is  well  worth  the  trial. 

UTERINE  RLEEDING 

The  question  of  uterine  bleeding  is  suf- 
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ficiently  broad  so  that  it  might  cover  sev- 
eral hours  of  dissertation.  I shall,  there- 
fore, discuss  only  briefly  some  of  the  in- 
dications for  the  use  of  radiation  in  the 
treatment  of  uterine  bleeding  of  nonmalig- 
nant  character.  As  a general  statement, 
I think  it  is  fair  to  say  that  only  cli- 
macteric bleeding  or  bleeding  associated 
with  fibroids  at  the  approximate  age  of 
menopause  can  justifiably  be  treated  by 
irradiation.  At  the  outset,  however,  I 
would  like  to  warn  against  the  indiscrimi- 
nate use  of  irradiation  for  uterine  bleed- 
ing until  every  vestige  of  a chance  of  the 
bleeding  being  due  to  a malignant  tu- 
mor has  been  eliminated.  Careful  pelvic 
examination  and  careful  segmental  curet- 
ting of  the  uterine  cavity  and  the  en- 
docervix  should  be  done  to  rule  out  a 
malignant  tumor.  Omission  of  this  simple 
examination  may  lead  to  disastrous  re- 
sults. There  is  considerable  discussion 
these  days  regarding  the  value  of  roent- 
gen sterilization.  The  main  consideration 
being  raised  is  that  perhaps  this  type  of 
treatment  does  not  eradicate  all  ovarian 
function.  This  may  perhaps  be  true,  but 
since  we  are  talking  about  uterine  bleed- 
ing and  not  castration,  I can  say  with 
assurance  that  a dosage  to  the  ovaries  of 
around  600  to  800  roentgens  is  sufficient 
to  stop  menorrhagia  or  menometrorrhagia. 
I believe  that  roentgen  sterilization  is 
superior  to  sterilization  by  intracavitary 
radium,  particularly  if  there  are  any 
uterine  fibroids.  These  may  so  displace  an 
ovary  that  the  radiation  from  the  uterus 
is  ineffective  and  sterilization  is  not  ob- 
tained. Also,  the  use  of  radium  ordinarily 
requires  dilatation  of  the  cervical  canal 
and  I have  seen  cases  where  this  procedure 
has  resulted  in  a parametritis.  Neither  of 
these  poor  results  follows  external  radi- 
ation properly  given.  I shall  not  discuss  the 
use  of  roentgen  rays  in  the  treatment  of  the 
ovaries  as  an  adjunct  to  the  treatment 
of  a malignant  neoplasm.  Under  certain 
circumstances  it  may  be  completely  justi- 
fied to  irradiate  the  ovaries  in  cases  of 
endometriosis,  however. 

INFLAMMATORY  CONDITIONS 

For  a great  many  years  roentgen  rays 


have  been  used  in  the  treatment  of  cer- 
tain inflammatory  conditions.  Before  the 
discovery  of  the  sulfonamides  and  the 
antibiotics,  it  was  almost  routine  to  treat 
such  infections  as  erysipelas,  boils,  and 
certain  carbuncles  with  small  doses  of 
irradiation.  The  results  were  quite  strik- 
ing. Before  the  advent  of  this  chemo- 
therapeutic age,  also,  many  cases  of  pneu- 
monia were  satisfactorily  treated  by  radi- 
ation. At  present,  however,  it  would  be 
folly  to  take  a patient  from  his  bed  in  a 
ward  to  a department  of  Radiology  in 
order  to  give  him  radiation  therapy  when 
he  could  be  treated  adequately  and  just 
as  well,  and  if  not  perhaps  better,  in  his 
own  bed.  There  are,  however,  a few  re- 
maining inflammatory  lesions  which  still 
seem  to  respond  better  to  radiation  than 
to  any  chemotherapy  which  is  at  present 
available.  Among  these  I would  like  to 
mention  only  two.  The  first  is  acute  or 
subacute  thyroiditis.  This  condition,  as 
you  know,  is  manifest  by  swelling  and 
pain  in  the  thyroid  gland  accompanied  by 
fever,  difficulty  in  swallowing  and  gen- 
eral malaise.  The  BMR  may  be  elevated 
and  the  patient  present  all  the  signs  of 
thyrotoxicosis.  An  important  diagnostic 
test  is  the  radioactive  iodine  uptake  stud- 
ies which  are  exceedingly  low  in  this  con- 
dition. Antibiotics  and  other  chemother- 
apeutic measures  seem  to  have  little,  if 
any  effect,  on  this  condition.  It  responds 
promptly  and  well  in  almost  all  cases, 
however,  to  small  doses  of  irradiation 
given  to  the  affected  gland.  In  the  very 
acute  cases  we  give  50  roentgens  to  each 
side  of  the  thyroid  to  include  the  isthmus, 
using  intermediate  voltage.  If,  on  the  fol- 
lowing day,  there  is  evidence  of  improve- 
ment (and  there  usually  is),  the  dosage  is 
raised  to  100  roentgens  to  each  lobe  of 
the  thyroid.  This  is  continued  until  a 
total  of  about  450  roentgens,  as  measured 
in  air,  are  given  to  each  side  of  the  neck. 
The  results  in  most  cases  are  dramatic, 
although  there  are  cases  who  have  only 
partial  subsidence  of  their  symptoms. 
The  febrile  reaction  disappears,  the  ten- 
derness of  the  gland  vanishes,  but  its  size 
does  not  perceptibly  change  during  the 
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course  of  treatment.  Some  of  these  pa- 
tients may  have  recurring  episodes  in  the 
opposite  lobe  if  at  the  first  time  only  one 
lobe  of  the  gland  is  involved.  A second 
course  of  treatment  is  well  tolerated. 
Thyroiditis  is  frequently  followed  by  hypo- 
thyroidism. When  this  occurs,  it  is  well 
to  remember  that  it  is  due  to  the  disease 
and  not  the  treatment. 

The  second  inflammatory  condition 
which  I wish  to  discuss  briefly  is  that  of 
postoperative  parotitis.  This  condition,  as 
you  know,  is  most  commonly  found  in  the 
elderly  and  debilitated  patients  following 
major  operations,  although  it  may  occur 
in  the  young.  There  is  gross  swelling  and 
tenderness  of  the  parotid,  either  unilateral 
or  bilateral,  and  the  patient  has  a febrile 
reaction.  The  treatment  of  this  condition 
is  not  confined  to  radiation,  but  radiation 
has  a large  place  in  its  care.  It  is  im- 
portant that  the  patient  have  a proper 
fluid  balance,  that  the  parotid  gland  and 
duct  be  gently  massaged  toward  the 
ductal  orifice  and  that  the  patient  be  en- 
couraged to  chew  and  to  suck  acid  foods, 
such  as  lemons,  etc.  These  are  very  im- 
portant parts  in  the  treatment  of  this 
serious  disorder.  Results  are  not  uni- 
formly good,  but  this  is  usually  because 
the  patient  is  debilitated,  elderly  and  in 
poor  condition  generally. 

EYE  LESIONS 

For  many  years,  low  voltage  roentgen 
rays  and  beta  rays  from  radium  have  been 
used  in  the  treatment  of  lesions  about  the 
eye.  With  the  discovery  of  the  radio- 
activity of  Sr.  90  with  its  emission  of  beta 
rays,  this  has  become  the  mainstay  in  the 
treatment  of  nonmalignant  conditions 
about  the  eye.  I shall  discuss  none  of 
these  in  detail  but  merely  mention  that 
lesions  as  certain  corneal  ulcers,  pterygia, 
new  vascularization,  small  hemangiomas 
and  lymphangiomas,  etc.,  may  be  greatly 
benefited  by  judicious  use  of  this  form  of 
radiation. 

As  you  can  see,  therefore,  from  these 
few  examples  discussed  briefly,  radiation 
is  an  effective  agent  in  the  treatment  of 
many  nonmalignant  conditions  and  de- 
serves greater  consideration  in  their  care. 


THE  DIAGNOSIS  AND  MANAGEMENT 
OF  CONGENITAL  CYSTIC  DISEASE  ; 

OF  THE  LUNG  . 

CHARLES  A.  BESKIN,  M.  D.  f 

Baton  Rouge  ; 

Pulmonary  cysts  arising  on  a congenital 
basis  have  only  recently  become  recog- 
nized as  not  only  an  interesting  patho- 
logical entity,  but  as  a fairly  frequent 
cause  of  pulmonary  disease  and  disability.  ' 
Congenital  cysts  of  the  lung,  more  often 
than  not,  tend  to  masquerade  as  other  : 
pathological  conditions.  Many  cases  of 
unresolved  pneumonia,  refractory  empy- 
ema, tuberculosis,  suspected  carcinoma,  ,i 
bronchiectasis,  etc.,  are  in  reality  infected  ij 
congenital  pulmonary  cysts.  Failure  to 
recognize  or  consider  this  possibility  often  j 
results  in  prolonged  and  ineffectual  treat- 
ment. I 

In  the  American  literature  there  was  !; 
no  interest  in  congenital  cystic  disease  of  |i 
the  lung  until  Koontz’s  article  appeared  in  || 
1925.  However,  Sauerbruch  earlier  wrote  ' 
extensively  of  this  entity  in  the  German 
literature,  and  reported  his  findings  in  j 
58  resections  performed  in  children.  With 
increased  recognition  of  this  condition,  |j 
much  confused  and  conflicting  thinking  j 
has  resulted.  There  have  been  innumer-  .j 
able  published  classifications,  with  little 
attempt  at  clinical-pathological  correlation.  ■ 
As  a result,  congenital  cysts  are  often  [ 
grouped  under  the  acquired  cysts  of  the 
lung.  The  latter  should  in  reality  be  con- 
sidered separately.  Probably  one  of  the  j 
best  working  classifications  is  that  of  ' 
Dickson : 

I.  True  developmental  or  so-called  con-  . 

genital  cysts  of  the  lung. 

II.  Acquired  cysts,  or  cystlike  cavities  | 
of  the  lung.  ' 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing- of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 

t Active  Staff,  Our  Lady  of  the  Lake  Sanitari- 
um, Baton  Rouge.  Associate  Staff,  Baton  Rouge 
General  Hospital.  Consultant,  Thoracic  Surgery, 
Greenwell  Springs  Tuberculosis  Sanatorium, 
Greenwell  Springs,  Louisiana.  Assistant  Visiting 
Surgeon  (Tulane),  Charity  Hospital,  New  Orleans, 
Louisiana. 


I 


Beskin — Congenital  Cijstic  Disease  of  the  Lung 


183 


A.  Cystic  bronchiectasis 

B.  Other  pulmonary  cysts 

1.  Pneumatoceles 

2.  Abscess  cysts 

3.  Emphysematous  blebs 

4.  Emphysematous  bullae 

EMBRYOLOGY 

When  the  developing  lung  buds  grow 
out  from  the  primitive  foregut  of  the 
embryo,  their  normal  development  may 
be  altered  at  any  point.  If  this  occurs,  at 
an  early  stage,  a fragment  may  be  pinched 
off  near  the  trachea,  and  a mediastinal 
bronchial  cyst  left.  If  a more  substantial 
part  goes  astray,  an  entire  sequestrated 
lobe  may  result.  If  alteration  of  normal 
development  occurs  peripherally,  solitary 
or  multiple  smaller  cysts  are  formed.  The 
cysts  are  always  lined  by  columnar,  cili- 
ated, mucus  producing  epithelium,  and 
may  or  may  not  be  connected  to  the  bron- 
chial tree.  The  cysts  generally  contain  a 
turbid,  milky  fluid  at  birth ; if  there  is  a 
communicating  bronchus,  they  will  contain 
air.  The  communicating  cyst  is  always  a 
receptive  focus  for  secondary  infection. 

There  are  associated  congenital  anom- 
alies in  about  15  per  cent  of  cases,  the 
most  common  being  accessory  lobe,  aber- 
rant systemic  arteries,  and  anomalous 
venous  drainage. 

SY.MPTO.MS 

The  symptom  complex  of  congenital 
cystic  disease  of  the  lung  is  best  expressed 
by  the  natural  history  of  the  cysts  them- 
selves and  is  largely  the  symptoms  of 
their  complications. 

1.  Inflation 

2.  Infection 

3.  Bleeding 

If  neither  of  the  three  above  sequelae 
occur,  the  patient  may  be  symptom  free 
for  many  years,  but  with  the  ever  present 
possibility  of  later  grave  complication. 

Inflation:  The  communicating  bronchus 
may  run  a tortuous  course  through  the 
cyst  wall,  and  owing  to  some  mechanical 
change,  such  as  kinking  or  retention  of 
mucus,  it  comes  to  act  as  a check-valve, 
allowing  air  to  enter  but  not  leave  the 
cyst.  This  progressive  inflation  causes  a 
“giant  cyst”.  The  pressure  inside  is  posi- 


tive, it  may  displace  the  mediastinum  and 
by  pressing  on  adjacent  vital  structures 
threaten  the  patient’s  life.  They  are  most 
often  seen  in  young  children  and  in  the 
newborn,  who  are  easily  embarrassed  by 
the  resultant  compression  of  lung  tissue. 
A giant  cyst  may  be  easily  mistaken  for 
pneumothorax,  and  needling  the  cyst  may 
produce  a resultant  true  tension  pneumo- 
thorax. Recurring  bouts  of  dyspnea  and 
cyanosis  in  young  children  should  make 
one  aware  of  the  possibility  of  underlying 
cystic  disease. 

Infection  is  probably  the  most  common 
disabling  feature  and  causes  the  entire 
gamut  of  symptoms  that  characterize  pul- 
monary infection  and  are  common  to  the 
infectious  pneumonias,  bronchial  obstruc- 
tive pathology,  lung  abscess,  etc.  If  the 
bronchus  communicates  there  will  be  ex- 
pectoration of  purulent  secretion.  There 
are  always  varying  degrees  of  pleural 
pain,  temperature  elevation,  cough,  and 
generalized  weakness.  Unless  the  prime 
cause,  cystic  disease,  is  thought  of  and 
treated,  the  patient  is  often  subjected  to 
prolonged,  expensive,  and  ultimately,  in- 
effectual programs  of  therapy. 

Bleeding  is  more  often  the  result  of  low 
grade,  chronic  infection  within  the  cavity 
of  the  cyst,  and  may  assume  threatening 
proportion.  It  is  not  unusual  to  see  ex- 
sanguinating hemorrhage  from  these  cysts, 
which  show  on  dissection  extensive  ar- 
terial and  venous  collaterals  within  their 
walls,  with  marked  increase  in  the  calibre 
of  these  submucosal  vessels.  Bronchoscopy 
is  most  helpful  in  localizing  the  bleeding 
site,  and  should  always  be  done,  if  possi- 
ble, during  the  bleeding  phase.  Bleeding, 
so  localized,  may  be  the  first  clue  to 
further  study,  in  a patient  who  appears 
to  have  a normal  chest  film.  Alarming 
hemorrhage  may  be  the  first  symptom  in 
a patient  who  has  had  benign  appearing 
cystic  disease  by  x-ray  for  years.  I have 
recently  resected  a lower  lobe  in  a patient 
who  entered  the  hospital  in  shock  from 
hemorrhage,  at  the  age  of  65,  and  who 
had  had  noted  cysts  within  his  right  lower 
lobe  for  twenty  years,  with  absolutely  no 
antecedent  symptoms. 
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ine  infected  cyst  may  on  occasions  rup- 
ture into  the  pleural  cavity,  with  resultant 
empyema  or  tension  pneumothorax.  A 
large  cyst  that  has  filled  with  purulent 
exudate  is  often  indistinguishable  from 
an  empyema,  and  may  give  the  identical 
symptoms. 

DIFP’EKENTIAL  DIAGNOSIS 

The  differential  diagnosis  depends  to  a 
great  extent  on  the  x-ray  appearances.  If 
a cyst  contains  air,  is  solitary  and  large, 
it  must  be  differentiated  from  pneumo- 
thorax, large  emphysematous  bullae,  and 
from  diaphragmatic  hernia. 

The  smaller  solitary  cyst  may  resemble 
a thin  walled  tuberculous  cavity.  If  the 
cyst  contains  fluid,  or  fluid  and  air,  it 
may  be  mistaken  for  empyema,  lung  ab- 
scess, hydatid  cyst,  or  solid  tumor. 

The  multiple  fluid  filled  cysts  are  com- 
monly mistaken  for  saccular  bronchiecta- 
sis, and  the  following  table  is  helpful  in 
their  general  differentiation.  (Table  1) 
The  following  diagnostic  measures  have 
been  the  most  helpful  to  the  thoracic  sur- 
geon : 

A.  Painstaking  x-ray  study : 

Oblique  views,  lordotics,  and  stereo- 
scopic technique  will  often  disclose  a 
rounded  density  or  rarefaction  when  the 
standard  PA  view  is  read  to  be  normal. 
Laminography  is  most  helpful  in  deline- 
ating smaller  irregular  shadows,  and  will 
often  reveal  an  air-fluid  level  where  not 
suspected.  Bronchography  is  a valuable 
adjunct,  particularly  in  mapping  the  ex- 
tent of  cystic  disease  where  there  is  bron- 
chial communication.  If  the  cyst  is  non- 


communicating, it  will  often  show  adja- 
cent crowding  of  bronchi,  and  thereby 
outline  the  extent  of  the  pathologic  pro- 
cess. 

B.  Bronchoscopy : 

Bronchoscopy  is  both  a valuable  diag- 
nostic and  therapeutic  tool.  Where  there 
is  bleeding  or  purulent  expectoration, 
endoscopic  examination  will  often  localize 
the  segment  or  lobe  involved  before  the 
cysts  have  been  discovered  by  x-ray.  At 
the  same  time,  it  is  helpful  in  ruling  out 
other  endobronchial  pathology,  particular- 
ly carcinoma.  Prior  to  surgery  or  bron- 
chographic  examination,  it  is  used  to  in- 
stitute adequate  bronchial  lavage,  and  is 
particularly  helpful  in  managing  the  pa- 
tient who  because  of  extent  of  disease  or 
other  reasons  must  be  denied  surgery. 

C.  Pulmonary  function  studies: 

Lung  volume  studies  are  helpful  in  the 
instances  of  large  inflated  cysts,  when  one 
wishes  to  know  if  there  is  a bronchial 
communication. 

TREATMENT 

The  ideal  treatment  of  congenital  cysts, 
whether  they  be  the  ballooning  air  cysts 
of  infancy  or  the  infected,  bleeding  cavi- 
ties of  later  life,  is  excision  with  careful 
closure  of  the  bronchial  defect.  In  the 
larger  mediastinal  forms,  it  is  occasionally 
possible  to  remove  the  cyst  without  sacri- 
fice of  lung  tissue.  Localized  single  or 
grouped  cysts  may  be  removed  by  seg- 
mental resection  or  lobectomy.  Pneu- 
monectomy for  diffuse,  unilateral  involve- 
ment is  occasionally  necessary. 


TABLE  1 


Size: 

CYSTIC  BRONCHIECTASIS 
Usually  small. 

2-4  cms.  in  diameter 

CONGENITAL  CYSTIC  DISEASE 
Usually  4-5  cms.  and 
much  larger 

Location: 

Usually  basilar  lobes 

Anywhere.  Even  paratracheal 
or  mediastinal 

State  of  Comm. 
Bronchus 

Always  show  dilatation 
and  thickening 

Usually  normal 

Ass’d  Parenchyma 

Ass’d  pneumonitis  with  or 
without  atelectasis 

Usually  normal 

Microscopic 

Irregular  roughened  lining. 
Squamous  metaplasia.  Lining 
epithelium  may  be  lost. 

Stratified  columnar. 
Ciliated,  mucus  producing 
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In  all  instances,  the  preservation  of  the 
maximal  amount  of  functioning  lung  tis- 
sue must  be  the  surgeon’s  aim.  Bilateral 
disease  need  not  necessarily  deny  the  pa- 
tient surgical  treatment,  but  there  are 
some  instances  in  which  the  disease  is  so 
diffuse  as  to  preclude  consideration  of 
excision. 

The  nonoperable  cases  are  treated  in  the 
same  manner  as  cases  of  diffuse,  bilateral, 
saccular  bronchiectasis.  Though  the  re- 
sults are  palliative  at  best,  these  patients 
can  be  improved  and  their  lives  prolonged 
by  judicious  use  of  postural  drainage, 
systemic  and  aerosol  antibiotics,  and  the 
newer  bronchial  dilators  and  wetting 
agents.  Bronchoscopy  and  lavage  can  of- 
fer striking  relief  to  this  palliative  group. 

CASE  REPORTS 

Case  No.  1. — (See  Figures  1 and  2)  Patient 
is  a 32  year  old,  married  male,  whose  illness 
dated  back  to  1951,  when  he  first  began  to  com- 
plain of  hemoptysis.  X-ray  at  that  time  disclosed 
2 cysts  of  the  left  lower  lobe,  one  of  which  con- 
tained a fluid  level.  Bronchography  failed  to  fill 
these  cysts,  and  did  not  disclose  other  areas  of 
cystic  disease.  No  specific  treatment  was  ad- 
vised at  the  time.  The  patient  continued  to  suf- 
fer intermittent  progressive  hemoptysis,  malaise. 


Figure  1. — Case  No.  1,  showing  cysts  of  left 
lower  lobe  during  relative  asymptomatic  stage, 
one  year  prior  to  surgery. 


Figure  2. — Case  No.  1,  showing  basal  cyst  of 
left  lower  lobe,  filled  with  blood  and  purulent 
secretion. 

left  chest  pain.  Serial  x-rays  showed  progressive 
enlargement  of  the  cysts.  The  remaining  exam- 
ination was  otherwise  negative.  During  August 
1953,  patient  suddenly  became  febrile,  his  cough 
increased,  and  he  began  to  raise  up  to  3 oz. 
daily  of  bloody  sputum.  An  x-ray  now  showed  a 
round  dense  shadow  at  the  left  base,  interpreted 
to  be  a filled  cyst.  He  was  given  a course  of 
antibiotics,  postural  drainage,  and  was  broncho- 
scoped,  the  latter  revealing  blood  clots  coming 
from  basilar  orifices  of  the  left  lower  lobe.  At 
operation,  in  September  1953,  he  was  found  to 
have  a dense,  fii-rn  left  lower  lobe,  with  con- 
siderable pleural  thickening.  The  lobe  contained 
two  large  cysts,  one  of  which  was  filled  with 
old,  changed  blood  clots.  The  upper  lobe  was  nor- 
mal. The  cysts  showed  characteristic  columnar, 
ciliated,  epithelium  in  its  lining,  with  secondary 
infection  and  associated  pneumonitis.  The  patient 
made  an  uneventful  recovery  following  lobectomy, 
and  to  date  has  been  free  of  pulmonary  symp- 
toms. 

Comment : 

This  is  a classical  case  of  unilobar  con- 
genital cystic  disease  that  ran  the  entire 
gamut  of  complications,  with  progressive 
symptoms  and  disability.  Earlier  surgery 
would  certainly  have  spared  him  two 
years  of  discomfort.  There  were  no  as- 
sociated anomalies.  Each  cyst  had  a com- 
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municating  bronchus,  but  repeated  infec- 
tion and  thickening  had  all  but  occluded 
the  bronchial  orifice  which  explains  the 
finding  of  the  lower  cyst  tensely  packed 
with  undrained  blood  clot. 

Case  No.  2. — (See  Figui’es  3 and  4)  Patient 
is  a 33  year  old,  white  married  female,  who  was 
perfectly  well  until  October  1953,  when  she  for 
the  first  time  coughed  up  1 to  2 ozs.  of  bright 
i-ed  blood.  There  was  no  associated  febrile  illness, 
cough  or  pain.  An  initial  chest  film  was  taken, 
and  reported  to  be  normal,  though  with  slight 
prominence  of  the  left  hilum.  The  patient  con- 
tinued to  raise  small  amounts  of  blood  daily. 
Sputa  studies  were  negative  for  acid  fast,  fungus 
disease,  and  neoplasm.  During  a bleeding  episode 
in  January  1954,  she  was  bronchoscoped,  and 
blood  was  seen  to  be  coming  from  the  superior 
segment  orifice  of  the  left  lower  lobe;  the  re- 
maining examination  was  negative.  With  this  in- 
formation, oblique  and  Bucky  films  were  taken  of 
the  suspected  segment,  with  disclosure  of  what 
appeared  to  be  a 3 cm.  cystic  lesion  in  the  su- 
perior segment  of  the  lower  lobe.  Hemoptysis 
continued  and  became  progressive.  At  operation, 
on  February  15,  1954,  the  patient  was  found  to 
have  a solitary  3 cm.  congenital  cyst  of  the 
superior  segment  of  the  left  lower  lobe  with  an 
aberrant  bronchus  patently  connected  to  the  left 
main  stem.  A segmental  resection  was  carried 


Figure  3. — Case  No.  2,  showing  routine  PA 
film  at  onset  of  hemoptysis,  with  only  sugges- 
tive prominence  of  left  hilum. 


Figure  4. — Case  No.  2,  showing  left  hilar  area 
one  week  after  Figure  3,  and  revealing  a 3 cm. 
cystic  lesion  in  the  superior  segment  of  left  lower 
lobe. 

out.  The  patient  made  an  uneventful  recovery, 
and  has  been  symptom  free  since. 

Comment : 

This  interesting  case  exemplifies  the 
value  of  diagnostic  bronchoscopy.  It  was 
by  this  means  that  the  site  of  bleeding 
was  localized,  and  a clue  given  that  radio- 
logically  delineated  the  cyst.  On  section 
of  the  cyst,  a myriad  of  thin-walled,  frag- 
ile vessels  were  seen  to  course  through 
the  lining.  There  was  some  secondary 
infection,  which  presumably  precipitated 
the  bleeding. 

Case  No.  S. — (See  Figure  5)  Patient  is  a 48 
year  old,  married  white  male,  who  entered  the 
hospital  with  a six  day  history  of  cough,  fever 
and  right  chest  pain.  His  hospital  temperature 
ranged  up  to  103  degrees.  X-ray  disclosed  a 
homogeneous  density  of  the  lower  half  of  the 
right  lung  field,  with  deviation  of  the  trachae, 
to  the  left.  It  was  felt  that  he  had  an  underlying 
pneumonia  and  empyema.  He  showed  no  re- 
sponse to  intensive  antibiotic  therapy.  Attempted 
aspiration  of  the  right  plural  space  was  unpro- 
ductive. At  bronchoscopy,  after  instillation  of 
1:10,000  aqueous  Zephiran,  there  was  sudden  ex- 
pectoration of  about  500  ccs.  of  thick,  purulent 
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Figure  5. — Case  No.  3,  showing  the  large  filled  cyst  of  the  right  middle  lobe  on  admis- 
sion, and  again  after  bronchoscopy  and  lavage,  when  its  cystic  configuration  became  appar- 
ent. 


secretion.  A follow-up  x-ray  now  disclosed  a 
large  cystic  area  that  had  apparently  emptied 
its  contents  through  the  communicating  bronchus. 
At  surgery,  eight  days  later,  he  was  found  to 
have  a large,  communicating,  thick  walled  con- 
g:enital  cyst,  completely  replacing  the  medial  seg- 
ment of  the  right  middle  lobe.  The  cyst  was 
about  the  size  of  a large  grape-fruit,  and  crowded 
adjacent  pulmonai'y  segments.  The  cystic  seg- 
ment was  excised,  with  complete  recovery  of  the 
patient. 

Comment : 

This  is  a classical  example  of  a large, 
communicating  tension  cyst  that  has  be- 
come secondarily  infected,  with  all  the 
symptoms  of  pneumonia  and  picture  of 
empyema.  The  value  of  bronchoscopy  in 
emptying  the  filled  cyst,  and  clarifying 
the  underlying  pathology  is  demonstrated. 

SUMMARY 

1.  Congenital  cystic  disease  of  the  lung 
is  a not  infrequent  cause  of  pulmonary 
disability,  often  masquerading  as  carci- 
noma, tuberculosis,  bronchiectasis,  and 
unresolved  pneumonia. 

2.  Secondary  infection  and  bleeding  are 
common  complications. 


3.  Painstaking  x-ray  study  and  bron- 
choscopy are  valuable  diagnostic  tools. 

4.  Surgical  excision,  when  possible,  is 
the  ideal  treatment. 

5.  Three  representative  cases  are  fllus- 
trated. 

NOTE: 

Case  No.  3 is  from  the  Thoracic  Surgical  Ser- 
vice of  Boston  City  Hospital,  Boston,  Mass.  (Dr. 
.John  W.  Strieder,  Chief  of  Service) 

Cases  Nos.  1 and  2 are  from  the  surgical  ser- 
vice of  Our  Lady  of  the  Lake  Sanatarium,  Baton 
Rouge,  La.  (Drs.  E.  Lobrano  and  R.  Coe,  re- 
ferring physicians). 
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INFECTIOUS  .hepatitis  IN 
CHILDREN  * 

CLIFFORD  G.  GRULEE,  JR.,  M.  D.  f 
HUGH  PAGE  BRAWNER,  JR.,  M.  D.  f 
New  Orleans 

Infectious  hepatitis  in  infants  and 
young  children,  in  contrast  to  the  disease 
in  adults,  is  not  usually  characterized  by 
jaundice.  Recognition  of  this  fact  has 
been  relatively  recent,  and  as  a conse- 
quence, we  are  just  learning  about  the  in- 
cidence and  duration  of  the  disease,  its 
spread,  and  the  frequency  of  permanent 
liver  damage  following  this  infection  in 
the  pediatric  age  group.  In  older  children 
the  clinical  picture  and  its  severity  be- 
comes progressively  more  like  that  seen 
in  adults.  Expressed  in  another  way,  the 
severity  of  the  disease  is  as  a rule  directly 
proportional  to  the  age,  ranging  from 
mildly  ill,  nonjaundiced  cases  in  infants 
to  severely  ill,  jaundiced  cases  in  older 
children.  There  are,  of  course,  important 
exceptions  to  this  general  trend.  Notable 
in  the  experience  of  one  of  us  (C.G.)  were 
two  fatal  icteric  cases  in  young  infants 
born  to  the  same  mother.  The  greatest 
incidence  has  been  found  between  the 
ages  of  four  and  fourteen, ^ and  has  been 
related  to  the  concentration  of  individuals 
in  this  age  group  in  schools  where  lack 
of  proper  instruction  in  hygiene  or  limited 
sanitary  facilities  may  contribute  to  the 
natural  carelessness  of  children  in  their 
personal  habits.  In  addition,  the  fact  that 
many  cases  in  the  younger  ages  are  not 
accompanied  by  jaundice,  and,  hence,  may 
not  be  diagnosed  or  reported,  suggests 
that  the  actual  incidence  in  school-age 
children  is  considerably  greater  than  re- 
corded figures  would  seem  to  indicate. 

FTIOLOGY  AND  MANNER  OF  SPREAD 

These  nonicteric  cases  greatly  compli- 
cate the  problem  of  controlling  outbreaks 
of  infectious  hepatitis,  whether  in  school 
or  elsewhere,  and  probably  are  the  source 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  at  New  Orleans. 

t From  the  Department  of  Pediatrics,  Tulane 
University  School  of  Medicine,  and  the  Charity 
Hospital  of  Louisiana  at  New  Orleans. 


of  a considerable  number  of  secondary 
cases  discovered  in  family  groups.  Drake- 
believes,  from  skin  testing  surveys,  that 
this  possibility  is  not  as  important  as 
might  be  expected.  Reports  of  other  in- 
vestigators have  indicated  that  virus  may 
be  passed  for  long  periods  of  time  in  the 
stools  of  patients  who  are  not  jaundiced. 
In  any  event,  since  it  has  been  demon- 
strated that  35  per  cent  of  adults  over 
thirty  years  of  age  have  built  up  an  im- 
munity,^ infectious  hepatitis  must  be  con- 
sidered as  a disease  to  which  a high  pro- 
portion of  young  persons  are  exposed,  and 
as  a diagnostic  possibility  which  must  be 
borne  constantly  in  mind  by  any  physician 
who  cares  for  children. 

The  viral  etiology  of  infectious  hepa- 
titis has  been  established  both  by  feeding 
experiments  in  human  volunteers,^  utiliz- 
ing bacteria-free  filtrates,  and  also  by 
isolation  and  propagation  of  the  viral 
agent  in  the  amniotic  fluid  of  embryo- 
nated  eggs.®  Cross  infection  and  immunity 
studies  have  further  established  the  dif- 
ference between  the  viruses  causing  in- 
fectious hepatitis  and  serum  hepatitis.® 
Recently  a study  in  the  St.  Vincent’s  Or- 
phanage in  Chicago  has  furnished 

very  convincing  evidence  that  spread  of 
the  disease  is  accomplished — like  typhoid 
— by  the  fecal-oral  route.  After  control- 
ling a well  established  outbreak  of  infec- 
tious hepatitis  by  conferring  passive  im- 
munity with  gamma  globulin,  Capps  and 
his  co-workers  were  able  to  prevent  the 
appearance  of  further  cases  among  new 
groups  of  student  nurses  entering  train- 
ing. Having  established  this  fact,  passive 
immunity  was  no  longer  provided,  and 
for  the  following  eight  to  ten  month  peri- 
od new  cases  again  appeared.  Then  asep- 
tic technique,  emphasizing  careful  hand- 
washing, was  instituted,  and  no  further 
cases  of  hepatitis  occurred  among  incom- 
ing nurses  exposed  to  infected  infants.  In 
this  connection  it  is  interesting  to  note 
that  no  respiratory  precautions  were  tak- 
en at  any  time.  Stokes  contends  that  at 
least  a few  cases  would  have  been  ex- 
pected, even  following  the  institution  of 
aseptic  technique,  if  respiratorj'-  spread 
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were  a significant  possibility.  However, 
because  infectious  hepatitis  in  children 
frequently  begins  with  symptoms  of  upper 
respiratory  infection,  the  possibility  of 
respiratory  spread  has  not  yet  been  com- 
pletely eliminated. 

As  would  be  expected  in  any  disease 
spread  primarily  by  the  fecal-oral  route, 
outbreaks  have  been  reported  which  re- 
sulted from  contaminated  food,^-  milk,'^ 
and  water.^^  It  is  probable,  however,  that 
more  intimate  personal  contact  explains  a 
majority  of  cases.  Finally,  it  should  not 
be  forgotten  that  the  virus  of  infectious 
hepatitis  can  be  recovered  from  the  blood 
of  infected  individuals  at  least  for  a lim- 
ited period  of  time,®  and  that  as  a result 
infection  can  be  spread  by  the  parenteral 
route,  just  as  in  the  case  of  serum  hepa- 
titis. 

DIFFICULTIES  IN  STUDY  AS  IN  POLIOMYELITIS 

In  reviewing  what  is  known,  one  is  im- 
pressed by  the  effort  and  resources,  both 
professional  and  otherwise,  which  have 
been  devoted  to  the  study  of  infectious 
hepatitis.  Yet  it  is  apparent  that  many 
important  and  fundamental  questions  re- 
main unanswered.  There  are  important 
reasons  for  this.  First,  and  most  impor- 
tant, there  is  no  animal  except  man  which 
can  be  infected  with  the  virus  of  infec- 
tious hepatitis.  Although  limited  experi- 
ments have  been  carried  out  utilizing 
human  volunteers,  this  method  does  not 
permit  extensive  studies.  Second,  there  is 
no  diagnostic  clinical  or  serological  test 
or  group  of  tests  which  can  be  used  to 
establish  a definite  diagnosis.  Finally,  as 
mentioned  previously,  the  demonstrated 
occurrence  of  nonicteric  cases  makes  the 
task  of  studying  epidemic  outbreaks  ex- 
tremely difficult  if  not  impossible.  Much 
of  the  information  we  do  have  is  based 
on  a study  of  illnesses  which  are  presumed 
to  be  infectious  hepatitis  because  they 
have  a suitable  incubation  period,  because 
they  present  a typical  sequence  and  type 
of  symptomatology,  because  they  are  as- 
sociated with  suggestive  abnormalities  in 
laboratory  tests,  and  because  the  occur- 
rence of  secondary  cases  among  exposed, 
susceptible  individuals  is  prevented  by  the 


use  of  gamma  globulin. 

Although  the  parallel  is  not  complete, 
a study  of  infectious  hepatitis  presents 
many  of  the  same  difficulties  that  are 
encountered  in  dealing  with  poliomyelitis. 
There  are  undoubtedly  many  subclinical 
cases  and  most  adults  have  acquired  im- 
munity without  manifesting  clinical  forms 
of  the  disease.  The  difficulties  in  reach- 
ing more  than  a presumptive  diagnosis 
are  legion  in  both  instances.  The  incidence 
of  each  disease  has  been  increasing  in 
spite  of  all  efforts  to  combat  it.  In  the 
case  of  infectious  hepatitis,  for  example, 
during  the  first  quarter  of  1952,  6,286 
cases  were  reported  as  compared  to  8,216 
cases  during  a similar  period  of  1953. 
During  the  first  quarter  of  the  current 
year  there  have  been  17,120  cases — over 
twice  as  many  as  in  the  preceding  year.*® 
Part  of  this  rise  is  undoubtedly  due  to 
more  accurate  diagnosis  and  reporting, 
but  there  is  also  probably  an  absolute  in- 
crease. To  carry  the  analogy  with  polio- 
myelitis further,  treatment  of  both  con- 
ditions is  largely  supportive,  and,  although 
a vaccine  is  now  being  tried  in  the  pre- 
vention of  poliomyelitis,  we  cannot  de- 
scribe a proved  method  for  active  immuni- 
zation against  either  infection.  With 
respect  to  passive  immunity,  gamma 
globulin  is  of  limited,  if  any,  value  in 
poliomyelitis,  but  is  very  useful  in  infec- 
tious hepatitis.  Finally,  the  viruses  of 
both  infectious  hepatitis  and  poliomyelitis 
are  passed  in  the  stools  of  affected  indi- 
viduals for  varying  periods  of  time. 

CLINICAL  PICTURE  AND  DIAGNOSIS 

Infectious  hepatitis  in  infants,  as  in 
adults,  begins  after  an  average  incubation 
period  of  twenty  to  thirty  days.®  The 
first  symptoms  are  fever,  irritability,  and 
frequently,  rhinitis.  These  are  shortly  fol- 
lowed by  anorexia,  nausea  and  vomiting, 
diarrhea,  and  an  enlarged,  tender  liver, 
which  at  times  is  associated  with  severe 
abdominal  pain  and  rigidity.  Laboratory 
studies  of  liver  function  become  abnormal 
during  the  prodromal  period  and  frequent- 
ly remain  so  for  a considerable  time  after 
apparent  clinical  recovery.*®  Probably  the 
earliest  change  is  an  increase  in  the  direct 
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serum  bilirubin  reaction.  This  is  ob- 
served even  in  infants  who  do  not  become 
clinically  jaundiced  and  occurs  before  the 
total  bilirubin  becomes  elevated  in  jaun- 
diced cases.  Another  early  change  is  the 
development  of  a positive  thymol  floc- 
culation test.  Since  this  reaction  is  also 
one  of  the  last  to  revert  to  normal  during 
recovery  it  is  doubly  useful  as  a clinical 
tool.  Shortly  after  these  tests  become 
positive,  the  thymol  turbidity  and  the 
cephalin-cholesterol  flocculation  also  re- 
veal abnormality,  and  still  later,  the  total 
serum  bilirubin  may  rise.  These  tests, 
along  with  urinary  urobilinogen  determi- 
nation and  an  oral  or  intravenous  hippuric 
acid  excretion  test,  are  recommended  by 
Hepler  for  evaluation  of  initial  func- 
tional impairment  in  hepatitis  and  to  fol- 
low progress  of  the  disease  process.  In 
evaluating  prolonged  cases  he  recommends, 
in  addition,  the  bromsulfalein  test,  serum 
albumin  determinations,  and  measurement 
of  prothrombin  time  in  the  presence  of 
adequate  vitamin  K.  In  this  connection, 
Stokes  and  Capps  found,  in  studies  at  the 
St.  Vincent’s  Orphanage,  that  in  infants 
infectious  hepatitis  may  follow  a course  of 
several  months  duration  as  determined  by 
either  clinical  or  laboratory  studies.  Fur- 
thermore, even  after  these  infants  appear 
well,  and  studies  of  liver  function  have 
returned  to  normal,  they  may  continue  to 
excrete  the  virus  in  their  stools  for  many 
months.  One  infant  in  the  St.  Vincent’s 
Orphanage  study  passed  stools  containing 
virus  for  at  least  fifteen  months  after 
apparent  recovery.  Of  real  interest,  and 
in  contrast  to  experience  with  adult  cases, 
most  of  these  infants  appear  to  recover 
completely  from  such  a prolonged  illness 
without  permanent  damage  to  the  liver. 

The  clinical  picture  in  older  children  is 
essentially  the  same  as  that  found  in 
adults.  Initially,  there  is  a mild  pro- 
dromal illness  with  fever  lasting  two  to 
four  days  which  is  followed  by  an  afe- 
brile interval  and  apparent  improvement 
for  three  to  eight  days.  Jaundice  then 
makes  its  appearance  and  is  accompanied 
by  an  enlarging,  tender  liver.  Typically, 
icterus  becomes  more  intense  for  a period 


of  three  to  seven  days,  at  which  cime  a 
crisis  occurs  with  a subsequent  rapid  fall 
in  serum  bilirubin,  re-appearance  of  bile 
in  the  stool,  and  prompt  subsidence  of 
nausea  and  liver  pain.  In  the  few  cases 
which  end  fatally,  the  serum  bilirubin 
continues  to  rise,  nausea  and  vomiting  per- 
sist, and  twitching  and  somnolence  rapid- 
ly progress  to  convulsions  and  coma. 
Death  occurs  soon  thereafter,  often  within 
ten  days  of  the  onset  of  symptoms.  Ex- 
cept in  these  fulminant  cases,  jaundice 
gradually  fades  during  the  one  to  three 
w'eeks  following  crisis.  In  this  convales- 
cent stage,  the  patient  may  appear  clini- 
cally well  but  continues  to  have  abnormal 
liver  function  studies  for  at  least  two  to 
three  more  weeks. 

MANAGEMENT 

Although  the  fatality  rate  of  infectious 
hepatitis  is  less  than  1 per  cent,-'^  the  pro- 
longed period  of  morbidity  makes  it  a 
disease  to  be  universally  respected.  The 
proper  management  of  it  must  accomplish 
two  objectives:  First,  it  must  provide 

proper  care  for  the  individual;  and,  sec- 
ond, it  must  protect  against  spread  of 
infection  to  susceptible  contacts.  The 
latter  task  is  made  particularly  difficult 
by  undiagnosed  early  or  nonicteric  cases 
as  well  as  by  unrecognized  chronic  cases 
which  continue  to  excrete  virus  over  long 
periods.  Unfortunately,  there  is  no  bio- 
logical, antibiotic  or  chemotherapeutic 
agent  which  affects  the  disease  process  i 

directly.  As  a consequence,  supportive  I 

therapy  in  general  and  complete  bed  rest  1 

in  particular  are  of  great  importance.  Not  I 

only  does  any  exertion  increase  nausea  i 

and  aggravate  abdominal  pain,  but  also  I 

activity  wdll  probably  lead  to  a prolonga- 
tion of  the  active  phase  of  the  disease  and  I 

an  increased  incidence  of  permanent  liver  \ 

damage.  In  a study  of  400  Navajo  Indian  j 

children,  Payne  i'’  kept  200  of  them  with  1 

active  hepatitis  at  bed  rest  for  several 
months.  The  other  200  children,  who  were  | 
thought  to  have  had  hepatitis  but  showed  j 
no  evidence  of  activity  on  physical  exami- 
nation, were  allowed  to  be  active.  At  the 
end  of  the  nine  months,  the  percentage 
of  enlarged  livers,  spider  angiomata,  and 
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abnormal  liver  function  studies  in  the  sec- 
ond group  of  children  Avas  greater  than 
in  the  first.  Some  authors-®  recommend 
ambulation  when  appetite  has  returned 
and  the  bilirubin  is  normal,  without  wait- 
ing for  the  cephalin  and  thymol  floccula- 
tion reactions  to  become  negative.  In 
contrast,  Drake-  urges  that  children  be 
kept  away  from  school  until  all  liver 
function  studies  are  normal,  and  believes 
that  even  then  they  should  be  observed 
carefully  for  fatigue,  anorexia,  or  biliru- 
bin in  the  urine. 

Diet  deserves  major  consideration  as  a 
supportive  measure  in  the  treatment  of 
hepatitis,  but  in  this  instance  palatability, 
rather  than  rigid  control  of  specific  types 
of  food,  must  be  the  primary  focus.  For 
example,  since  fat  tends  to  increase  nau- 
sea and  abdominal  pain,  it  is  logical  to 
limit  the  amount  ingested,  but  attempts 
to  devise  a fat-free  diet  yield  such  un- 
appetizing results  that  they  are  justifiably 
abandoned  in  favor  of  a tempting  well 
balanced  diet.  A liberal  allowance  of  pro- 
tein should  toe  provided  and  usually  is  well 
accepted.  The  diet  should  supply  an  ade- 
quate amount  of  all  vitamins,  but  unless 
food  intake  is  seriously  limited  by  anorexia 
or  nausea,  additional  vitamins  are  un- 
necessary. Capps  -1  has  even  suggested 
that  an  excessive  vitamin  intake  may  toe 
harmful.  Similarly,  supplemental  therapy 
with  methionine  and  choline  is  unneces- 
sary except  in  poorly  nourished  individ- 
uals or  in  those  patients  who  for  appreci- 
able periods  are  unable  to  eat  an  adequate 
diet.-^  Antibiotics,  of  course,  have  no  di- 
rect effect  on  the  virus  of  infectious 
hepatitis  itself,  and  do  not  significantly 
alter  the  course  of  the  disease.  Both 
Drake  - and  Capps,-^  however,  recommend 
a brief  course  of  aureomycin  in  severely 
ill  children  on  the  hypothesis  that  perhaps 
by  cutting  down  the  number  of  intestinal 
bacteria,  the  liver  is  relieved  of  part  of 
its  burden  in  detoxifying  the  products  of 
bacterial  metabolism.  As  in  the  case  of 
any  liver  disease,  the  response  of  patients 
to  barbiturates  is  both  exaggerated  and 
prolonged.  Nevertheless,  the  cautious  ad- 
ministration of  small  doses  of  phenobarbi- 


tal  is  indicated  for  control  of  marked 
restlessness. 

The  results  of  treatment  with  adreno- 
corticoti’opic  hormone  (ACTH)  and 
adrenal  cortical  extract  (ACE)  have  been 
spotty,  conflicting,  and  in  general,  dis- 
appointing. Webster  2-  reported  good  re- 
sults when  ACE  was  used  in  the  treat- 
ment of  several  forms  of  severe  liver 
disease,  including  infectious  hepatitis,  but 
was  not  able  to  discern  any  remarkable 
beneficial  effect  of  ACTH.-"*  In  addition, 
a high  incidence  of  side  effects  was  as- 
sociated with  its  use.  Both  Colbert-^  and 
Klatekin  reported  general  clinical  im- 
provement, with  a decrease  in  anorexia 
and  pruritis  as  well  as  a fall  in  serum 
bilirubin  with  the  use  of  ACTH,  but  they 
also  pointed  out  the  necessity  for  continu- 
ing therapy  until  recovery  is  almost  com- 
plete in  order  to  prevent  relapse  when 
therapy  is  discontinued.  While  some  au- 
thors-’^ feel  that  neither  ACTH  nor  cor- 
tisone is  indicated,  under  any  circum- 
stances, at  least  it  can  be  stated  that  they 
should  not  be  used  except  in  severely  ill 
or  comatose  children. 

Probably  the  most  important  phase  of 
the  management  of  infectious  hepatitis, 
whether  in  a community  or  family,  is  the 
pi’evention  of  secondary  cases.  In  view  of 
the  nature  of  the  disease,  this  is  not  easily 
accomplished.  The  long  incubation  period 
of  twenty  to  thirty  days  makes  it  imprac- 
tical to  isolate  contacts,  and  tends  to  dis- 
sipate the  attitude  of  watchful  waiting 
engendered  by  known  exposure.  The  virus 
has  been  demonstrated  in  the  stools  of 
patients  by  the  time  of  the  first  vague 
prodromal  symptoms,'^  and  quite  possibly 
it  is  present  even  before  this.  As  a result, 
an  obvious  reservoir  of  virus  exists  in  the 
excreta  of  recognized  cases  and  in  the 
stools  of  infants  with  nonicteric,  often  un- 
diagnosed disease.  This  latter  group  of 
patients  is  epidemiologically  quite  impor- 
tant and  can  be  considered  as  at  least 
temporary  carriers.  They  offer  a probable 
explanation  for  the  discrepancy  between 
the  frequency  of  naturally  acquired  im- 
munity in  the  general  population  as  judged 
by  skin  testing  and  a medical  history  of 
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jaundice. Unfortunately,  there  is  no 
method  by  which  this  “carrier  state”  can 
be  either  terminated  or  prevented.  There 
are,  however,  means  at  our  disposal  of 
preventing  the  spread  of  infectious  hepa- 
titis. In  the  first  place,  temporary  pro- 
tection conferred  by  gamma  globulin  has 
been  conclusively  demonstrated  and 
finds  its  greatest  usefulness  in  preventing 
secondai’y  cases  in  family  groups  and 
closed  institutions.^  Effective  levels  of 
passive  immunity  are  obtained  with  doses 
of  gamma  globulin  as  small  as  0.01  cc.  per 
pound  of  body  weight  if  given  at  least 
seven  days  before  the  expected  onset  of 
jaundice.  Protection  can  be  expected  to 
persist  for  as  long  as  six  weeks.  Isolation 
of  active  cases,  proper  facilities  and  in- 
struction in  sanitation,  and  aseptic  tech- 
niques have  their  obvious  applications, 
especially  in  institutions  with  stable  popu- 
lations. 

A recent,  unexpected  observation  has 
suggested  the  possibility  that  a vaccine 
may  be  developed  which  will  offer  active 
immunity  against  infectious  hepatitis. 
When  an  epidemic  of  infectious  hepatitis 
occurred  in  a children’s  house  of  correc- 
tion in  which  a portion  of  the  population 
had  been  previously  skin  tested  using 
irradiated  amniotic  fluid  from  embryo- 
nated  eggs  infected  with  the  hepatitis 
virus,  Drake  found  that  there  were  5 
cases  of  hepatitis  among  320  tested  chil- 
dren, or  a rate  of  1.6  per  cent  as  con- 
trasted to  112  cases  among  the  825  chil- 
dren who  had  not  been  tested — a rate  of 
13.6  per  cent.  This  suggests  that  a con- 
siderable number  of  the  skin  tested  group 
had  acquired  immunity. 

In  considering  the  marked  rise  in  the 
number  of  cases  of  hepatitis  with  jaundice 
in  the  older  age  groups,  and  the  high  in- 
cidence of  this  disease  in  children  from 
five  to  fourteen  years  of  age,  it  is  inter- 
esting to  speculate  further  as  to  the  simi- 
larity between  poliomyelitis  and  infectious 
hepatitis.  Is  this  increased  incidence  re- 
lated to  the  relatively  high  standards  of 
cleanliness  and  hygiene  which  prevail 
today,  and  which  in  turn  tend  to  prevent 
the  acquisition  of  active  immunity  in  in- 


fancy through  repeated  subclinical  infec- 
tions? Solid  active  immunity  to  infectious 
hepatitis  is  certainly  important  since  it 
has  been  variously  estimated  that  up  to 
10  per  cent  of  the  general  population 
harbor  the  virus  and  thus  serve  as  possible 
sources  for  exposure  of  susceptibles. 

SUMMARY 

Infectious  hepatitis  is  a disease  of  prime 
importance  to  any  physician  caring  for 
children.  Its  greatest  incidence  is  in  in- 
dividuals between  the  ages  of  five  and 
fourteen  years,  but  of  even  greater  im- 
portance, it  frequently  assumes  a non- 
icteric  form  in  infants  and  young  children, 
the  vague  symptomatology  of  which  is 
particularly  difficult  to  recognize.  Even 
though  the  clinical  course  in  these  young 
people  is  often  prolonged,  they  seldom  suf- 
fer permanent  liver  damage.  The  fact 
that  they  excrete  virus  in  their  stools  over 
a period  of  many  months  constitutes  a 
difficult  problem  in  preventive  medicine 
which  has  not  yet  been  solved.  The  man- 
agement of  infectious  hepatitis  in  children, 
as  in  adults,  is  almost  entirely  sympto- 
matic. Prevention  of  the  disease  is  pos- 
sible by  means  of  careful  attention  to 
personal  hygiene  and  by  the  use  of  gamma 
globulin. 
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OF  THE  HIP  JOINT* 
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Osteoarthritis,  commonly  known  as  de- 
generative arthritis  involving  the  hip 
joints,  or  malum  coxae  senilis,  comprises 
a gradually  increasing  percentage  of  the 
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practice  of  the  orthopedic  surgeon.  Un- 
douk^fedly,  this  increase  can  be  explained 
largely  on  the  basis  of  the  increase  in  life 
expectancy  and  the  admirable  attempts  of 
the  medical  profession  as  a whole  to  make 
elderly  patients  more  useful  and  comfort- 
able (Figure  1) . 

ETIOLOGY 

In  standing  and  in  walking,  at  every 
step  the  entire  weight  of  the  body  is  car- 
ried through  the  hip  joints.  Imperfect 
development,  previous  disease,  injury,  and 
the  normal  degenerative  effects  of  age  all 
contribute  to  impairment  of  function  of 
this  important  joint.  Among  the  under- 
lying etiologic  factors,  many  of  which  oc- 
cur in  childhood  or  adolescence  and  lead 
to  degenerative  changes  in  adult  life,  may 
be  mentioned  those  due  to  imperfect  de- 
velopment of  the  hip,  such  as  congenital 
coxa  vara  or  congenital  dislocation  or 
subluxation  of  the  hip  with  associated 
dysplasia  of  the  acetabulum,  and  those  due 
to  adolescent  epiphyseal  disturbances,  such 
as  coxa  plana  or  slipping  of  the  upper 
femoral  epiphysis.  Other  predisposing 
causes  include  pyogenic  infection  of  the 
joint  or  complications  of  infectious  dis- 
eases such  as  scarlet  fever.  Still  other 
degenerative  changes  develop  after  direct 
trauma  to  the  joint  (Figure  2),  such  as 
aseptic  necrosis  of  the  head  of  the  femur 
following  fractures  of  the  head  or  intra- 
capsular  fractures  of  the  neck  of  the 
femur,  traumatic  dislocations  or  fracture 
dislocations  involving  portions  of  the 
acetabulum.  The  latter  are  becoming  more 
frequent  as  the  speed  and  power  of  our 
motor  vehicles  increase.  Lastly,  the  daily 
wear  and  tear,  and  the  normal  result  of 
aging  in  major  weight  bearing  joints, 
universally  present  after  the  age  of  40 
years,  are  important  etiologic  factors. 

PATHOLOGY 

The  clinical  manifestations  of  this  dis- 
ease closely  parallel  the  pathologic  changes 
that  develop  as  the  disease  progresses 
(Figure  3).  In  the  early  stage,  the  femo- 
ral head  shows  some  subchondral  cysts 
and  some  marginal  sclerosis  with  diminu- 
tion of  the  articular  space.  Later,  there 
develop  marginal  exostoses  as  a result  of 
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Figure  1.  Severe  osteoarthritis  following  fracture  dislocation  of  hip  in  37  year  old  male. 
(A)  Immediately  following  injuiy.  (B)  17  years  later. 


Figure  2.  Fracture  dislocation  of  head  of  femur.  Immediate  treatment  with  replacement 
prosthesis  in  attempt  to  prevent  changes  such  as  those  demonstrated  in  Figure  1. 
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Figure  3.  Autopsy  specimen  following  fracture 
of  base  of  femoral  neck  in  80  year  old  patient. 
Shows  typical  pathologic  changes  of  osteoarthritis : 
(1)  Degeneration  of  cartilage  of  head;  (2)  Lip- 
ping of  cai'tilaginous  margins;  (3)  erosion  and 
thinning  of  weight  bearing  cartilage  of  acetabu- 
lum; (4)  areas  commonly  known  as  subchondral 
cysts  are  areas  of  bone  necrosis  with  replacement 
by  edematous  fibrous  tissue. 

proliferation  of  new  bone  about  the  femo- 
ral head  and  margin  of  the  acetabulum. 
The  cartilage  becomes  irregular  and  worn 
away  over  the  head  and  sclerosis  of  the 
head  as  well  as  the  adjacent  acetabulum 
becomes  evident.  Finally,  there  are  evi- 
dences of  severe  deformity.  There  may 
be  some  outward  and  actual  subluxation 
of  the  head  with  a mushroom  appearance 
over  the  neck  of  the  bone. 

CL  I ,N  I CA  L MAXI  F F S T A T I O X .S 

In  the  early  stages  the  principal  com- 
plaint is  pain  on  weight  bearing  with  in- 
creased stiffness  of  the  hip.  Pain  is  felt 
chiefly  on  motion  and  is  relieved  by  rest. 
It  may  extend  down  the  thigh  to  the  knee. 
Gradually,  muscle  spasm  develops  and  the 
hip  assumes  a characteristic  position,  pri- 
marily fixation  in  outward  rotation,  flexion 


and  adduction.  Movement  of  the  hip  joint 
is  restricted,  particularly  in  internal  rota- 
tion, and  pain  and  limping  become  progres- 
sively worse.  As  flexion  and  adduction 
increase,  the  patient  assumes  a peculiar 
gait  not  unlike  a gluteus  medius  limp  be- 
cause he  must  swing  the  body  to  the  op- 
posite side  in  order  to  clear  the  adducted 
hip  from  the  floor  in  walking.  At  this 
stage  it  may  be  necessary  for  the  patient 
to  use  a cane  or  a crutch  in  order  to  re- 
lieve the  pain  of  weight  bearing  suffi- 
ciently to  remain  ambulatory.  (Figure  4) 

TKEATMEXT 

Preventive  Measures.  — Ghormley  ^ re- 
cently listed  three  factors  which  he  be- 
lieved might  be  effective  in  reducing  the 
incidence  of  degenerative  disease  of  the 
hip.  The  first  is  eradication  of  acute  in- 
fection of  the  hip  in  infancy  and  child- 
hood as  a result  of  the  availability  of 
chemotherapeutic  and  antibiotic  agents. 
The  second  is  better  care  of  patients  with 
congenital  dislocation  or  dysplasia  of  the 
hip  because  of  earlier  recognition  and 
more  satisfactory  treatment.  The  third 
factor  is  earlier  recognition  and  more  ef- 
fective treatment  of  slipping  of  the  femo- 
ral capital  epiphysis  and  Legg  Perthe’s 
disease.  In  addition,  better  initial  care  of 
traumatic  dislocations  and  acute  fractures 
of  the  head  of  the  femur  and  acetabulum 
would  certainly  help  prevent  disabling  de- 
generative changes  in  later  life  resulting 
in  traumatic  arthritis  (Figure  6). 

Conservative  Measures.  — Osteoarthritis 
of  the  hip  causes  pain,  instability  and 
deformity  or  limitation  of  motion.  Of 
these,  pain  is  the  most  important  con- 
sideration in  determining  whether  con- 
servative or  operative  treatment  is  indi- 
cated in  the  individual  case.  A young 
person  with  an  unstable  painful  hip  is 
more  seriously  handicapped  than  an  elder- 
ly person,  since  he  is  forced  to  pursue  a 
sedentary  occupation.  Older  individuals 
can  often  be  relatively  happy  and  self  suf- 
ficient if  they  can  be  relieved  of  pain  by 
conservative  means,  even  being  willing  to 
use  a crutch  or  cane.  Many  of  them  will 
adjust  to  the  deformity  or  limitation  of 
motion  or  instability  if  only  they  can  be 
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Figrure  4.  (A)  Degenerative  arthritis  in  54  year  old  male  following  septic  arthritis  at 
age  21.  (B)  End  result,  four  years  postopera tively;  (C)  Twelve  years  after  arthrodesis  pa- 

tient has  no  pain,  works  on  feet  8 to  10  hours  daily;  required  cane  previous  to  operation. 


Figure  5.  Osteoarthritis  following  slipped  upper  femoral  epiphysis.  End  result  seven 
years  after  arthrodesis  at  age  of  56.  Works  d aily  in  hat  shop. 


Figure  6.  Vitallium  cup  arthroplasty  following  partial  fibrous  ankylosis  of  hip.  Result 
of  septic  arthritis  as  a child.  One  year  after  operation  75  of  hip  motion. 
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rid  of  the  pain.  The  ability  of  the  ortho- 
pedic surgeon  to  judge  the  amount  of 
subjective  pain,  and  the  ability  of  the  pa- 
tient to  adjust  to  his  disability  are  prob- 
ably the  greatest  factors  in  determining 
whether  conservative  or  operative  meas- 
ures are  required. 

Much  can  be  accomplished  in  the  early 
stages  by  limitation  of  activity,  weight 
reduction,  frequent  rest  periods,  use  of 
recumbency  with  traction  to  overcome 
early  deformities,  use  of  crutches  or  com- 
plete bed  rest  during  an  acute  exacerba- 
tion, and  generous  use  of  aspirin.  Physi- 
cal therapeutic  measures,  such  as  heat, 
massage  and  exercises,  are  of  secondary 
importance.  Occasionally,  use  of  a lumbo- 
sacral corset  will  be  of  material  aid  in 
improving  posture  and  holding  the  head 
of  the  femiur  snugly  against  an  uninvolved 
portion  of  the  acetabulum. 

Injection  of  procaine  into  the  obturator 
nerve  and  the  posterior  sensory  supply  to 
the  capsule  from  the  small  branches  of 
the  sciatic  nerve,  advocated  principally  by 
Steindler,2  our  experience  as  well 

as  that  of  many  others,  resulted  in  only 
transient  relief  of  pain. 

Since  the  advent  of  hydrocortone  reports 
of  its  efficiency  in  relieving  symptoms  in 
osteoarthritic  hips  have  varied  consider- 
ably. Hollander®  reported  failures  in  53 
per  cent  of  77  hips  treated  in  this  way. 
He  attributed  these  failures  principally  to 
difficulty  in  penetrating  the  hip  joint 
capsule  and  also  the  fact  that  seldom  can 
fluid  be  aspirated  to  assure  the  operator 
that  the  needle  is  within  the  joint.  He 
used  an  anterior  approach  just  lateral  to 
the  femoral  artery.  The  usual  dose  is  1.5 
cc.  or  37.5  mg.  On  the  other  hand,  Rey- 
nolds and  Ramsey^  reported  satisfactory 
results  in  14  of  18  patients  who  had  re- 
ceived 28  injections  of  hydrocortone  into 
the  hip  for  degenerative  arthritis.  A re- 
sult is  considered  satisfactory  if  at  least 
50  per  cent  of  the  pain  is  relieved  for  a 
period  of  three  weeks. 

Roentgen  ray  therapy,  although  popular 
for  short  periods  of  time,  has  been  dis- 
carded by  most  competent  radiologists. 

Operative  Measures.  — Increasing  sever- 


ity of  the  disease  and  intolerable  pain  are 
the  principal  indications  for  operative 
treatment.  Denervation  of  the  hip  joint, 
popularized  by  Obletz  and  associates, has 
proved  unreliable  in  our  experience.  This 
leaves  only  three  other  surgical  possibili- 
ties: (1)  arthrodesis,  (2)  osteotomy,  and 
(3)  arthroplasty. 

Of  all  procedures  for  the  control  of  pain 
arthrodesis  is  undoubtedly  the  most  reli- 
able. It  is  ideal  for  a young  active  man 
with  unilateral  disease  who  works  out- 
doors. It  is  the  surest  method  of  elimi- 
nating pain  as  well  as  restoring  suitable 
position  of  the  joint.  However,  it  has  the 
disadvantage  of  placing  some  additional 
stress  upon  the  lumbosacral  joint,  and  for 
this  reason  many  surgeons  consider  ex- 
tensive arthritic  changes  in  the  lumbar 
spine  a contraindication  to  its  perform- 
ance. In  addition,  prolonged  postoperative 
immobilization  is  required  in  order  to  en- 
sure fusion  of  the  denuded  articular  sur- 
faces. However,  once  fusion  is  obtained, 
the  patient  is  assured  a permanent,  pain- 
less extremity  in  good  position  on  which 
he  can  bear  almost  unrestricted  weight, 
unless  there  is  considerable  shortening  but 
this  produces  little  noticeable  limp.  We 
have  considered  this  the  procedure  of 
choice  for  unilateral  involvement  at  any 
age. 

We  have  treated  17  consecutive  osteo- 
arthritic hips  by  arthrodesis.  Seven  pa- 
tients were  under  the  age  of  50  years,  5 
in  the  sixth  decade  and  5 in  the  seventh 
decade  of  life.  All  patients  have  been  fol- 
lowed from  four  to  ten  years.  Postoper- 
ative infection  prevented  fusion  in  one 
patient  and  one  patient  died  after  three 
years.  The  other  15,  who  all  required 
crutches  preoperatively  are  not  only  able 
to  w^alk  without  crutches,  but  are  able  to 
resume  their  former  occupation  or  an 
equivalent  one.  Only  2 complain  of  mild 
low  back  pain  after  considerable  activity, 
and  only  2 have  appreciable  limitation  of 
motion  of  the  knee  due  to  immobilization. 

Most  of  the  several  standard  operative 
technics  for  securing  arthrodesis  of  the 
adult  hip  include  removal  of  the  articular 
cartilage  from  the  head  and  acetabulum. 
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Figure  7.  Replacement  prosthesis  “stem”  type  performed  for  aseptic  necrosis  of  femoral 
head  three  years  after  internal  fixation  for  fi  acture  of  femoral  neck. 


fixation  with  some  type  of  metal,  usually 
a Smith-Petersen  nail  driven  through  the 
neck  and  head  into  the  thick  portion  of 
the  acetabulum  with  additional  fixation 
screws  at  right  angles  to  the  nail,  and 
use  of  additional  bone,  usually  from  the 
ilium,  to  supplement  fusion.  The  accepted 
position  is  approximately  30  degrees  of 
flexion,  not  more  than  5 degrees  of  ab- 
duction and  slight  external  rotation. 


Usually,  at  least  four  to  six  months  are 
required  to  obtain  radiologic  evidence  of 
fusion. 

The  second  method,  osteotomy,  moves 
the  weight  bearing  line  of  the  femoral 
shaft  toward  the  midline  of  the  body  and 
corrects  faulty  position  due  to  adduction 
flexion  contracture  with  its  secondary 
strain  on  the  lumbar  spine.  Steindler- 
considered  suitable  candidates  for  osteo- 


Figure  8.  Replacement  prosthesis  “intramedullary”  type  performed  for  nonunion  of  fem- 
oral neck  fracture. 
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tomy  those  who  have  no  nocturnal  pain 
and  have  at  least  some  range  of  adduction 
and  flexion  without  pain,  because,  after 
osteotomy,  the  flexed  hip  is  extended,  the 
adducted  hip  is  abducted  and  the  range 
of  motion  in  these  directions  must  be 
painless  if  the  result  is  to  be  satisfactory. 
This  operation  not  only  corrects  the  de- 
formity but  brings  a different  or  unin- 
volved portion  of  the  femoral  head  in 
contact  with  the  acetabulum  to  carry  the 
body  weight.  This  method  has  been  em- 
ployed extensively  in  England,  particular- 
ly by  McFarland.''  It  has  not  enjoyed 
wide  popularity  in  this  country  because 
its  advantages  over  arthroplasty  or  arth- 
rodesis have  not  seemed  convincing. 

Arthroplasty  (Figure  9)  has  the  advan- 
tage of  preserving  or  increasing  motion 
but  patients  must  be  carefully  selected.  It 
is  definitely  indicated  in  patients  with  bi- 
lateral disease,  especially  if  motion  has 
been  obliterated,  since  it  is  most  desirable 
to  secure  motion  in  at  least  one  hip.  For 
a successful  result  it  is  necessary  to  have 
sufficient  strength  and  muscles  about  the 
joint  to  move  the  hip  under  weight  bear- 
ing conditions  postoperatively.  Moreover, 
the  patient  must  be  willing  to  cooperate 
in  a long  program  of  exercise  to  restore 
atrophic  muscles  to  their  normal  capacity 
and  particularly  overweight  individuals 
must  be  willing  to  demonstrate  a genuine 


desire  to  improve  their  condition  by  losing 
weight  before  the  operation  is  attempted. 

In  general  arthroplasties  have  several 
disadvantages.  Some  instability  results, 
not  all  pain  is  eliminated  in  many  cases 
and  the  extremity  frequently  cannot  with- 
stand constant  weight  bearing  so  that  the 
patient  is  forced  to  sedentary  employment. 

Two  methods  of  arthroplasty  are  in 
general  use.  One,  the  vitallium  cup  or 
mold  arthroplasty,  was  popularized  by 
Smith-Petersen.'  The  other  method  is 
prosthetic  replacement,  either  of  the  stem 
type  originated  by  Judet®  in  which  the 
head  only  is  replaced,  or  of  the  intra- 
medullary type  which  replaces  the  head 
and  all  or  part  of  the  neck  with  fixation 
in  the  femoral  shaft. 

The  vitallium  cup  arthroplasty  has  been 
in  use  since  1936.  It  requires  a high  de- 
gree of  technical  skill  on  the  part  of  the 
operator  to  reshape  the  head  and  aceta- 
bulum. In  the  hands  of  Smith-Petersen 
and  his  co-workers,  Badgley,  Ghormley 
and  others,  a high  percentage  of  good  re- 
sults has  been  obtained. 

The  replacement  type  of  arthroplasty, 
which  has  been  in  use  only  the  past  four 
years,  has  not  yet  been  perfected.  Many 
complications  have  been  reported.  The 
acrylic  and  nylon  materials  have  been 
largely  supplemented  by  metallic  materi- 
als, either  vitallium  or  stainless  steel,  and 


Figure  9.  Arthrodesis  and  arthroplasty  performed  for  relief  of  severe  bilateral  osteoar- 
thritis in  patient  56  years  of  age. 
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the  mechanical  effect  of  the  prosthesis 
upon  weight  bearing  and  stress  I'eaction 
of  the  supporting  neck  and  shaft  of  the 
femur  has  not  been  satisfactorily  deter- 
mined, because  of  the  short  period  of  time 
that  the  method  has  been  employed.  An- 
other outstanding  disadvantage  is  that 
after  sacrifice  of  the  head  or  head  and 
neck,  if  the  method  is  unsuccessful  be- 
cause of  infection  or  other  complications 
and  the  prosthesis  is  removed,  it  is  ex- 
tremely difficult  to  reconstruct  or  arth- 
rodese  the  hip  as  a secondary  procedure 
because  of  the  loss  of  bony  substance. 

SUMMARY 

Treatment  of  osteoarthritis  of  the  hip 
is  conservative  or  operative  depending 
upon  the  amount  of  pain  and  progressive 
disability  which  the  patient  experiences. 
The  surgeon’s  ability  to  evaluate  the  pa- 
tient’s complaints  as  well  as  to  estimate 
the  patient’s  ability  to  carry  on  with  cer- 
tain restrictions  in  activity  is  of  para- 
mount importance  in  abandoning  conserv- 
ative treatment  for  operative  treatment. 
There  are  three  operative  procedures  for 
correction  of  osteoarthritis  of  the  hip : 
arthrodesis,  subtrochanteric  osteotomy  or 
arthroplasty.  Again,  the  surgeon’s  ability 
to  select  the  correct  procedure  for  the  par- 
ticular patient,  based  on  his  knowledge  of 
the  requirements  of  the  patient  and  his 
own  personal  experience  with  these  meth- 
ods, is  the  key  to  successful  results. 
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SOME  PRACTICAL  ASPECTS  ON  THE 
DIETARY  TREATMENT  OF 
DIABETES  MELLITUS 

CARL  S.  NADLER,  M.  D. 

New  Orleans 

An  adequate  diet  is  a part  of  the  treat- 
ment of  every  patient  with  diabetes  mel- 
litus. The  conventional  methods  used  in 
the  past  to  attain  this  have  been  compli- 
cated ; the  foods  have  been  of  limited 
variety  and  have  required  painstaking 
weighing.  In  many  respects  the  philosophy 
of  dietary  instruction  has  overemphasized 
the  importance  of  food  restriction.  This 
negative  approach  has  resulted  in  an 
emotional  maladjustment  in  certain  pa- 
tients. The  purpose  of  this  paper  is  to 
discuss  present  day  trends  to  promote 
emotional  well-being  and  sociological  ad- 
justment of  the  individual,  while  supply- 
ing him  with  a balanced  diet. 

Calculation  of  a diet  formula  based  on 
the  standard  weight  of  the  patient  is  the 
first  step  in  providing  adequate  nutrition. 
The  total  caloric  intake  should  vary  from 
25  to  50  calories  per  kilograms  of  body 
weight  depending  upon  age  and  occupa- 
tion. An  adult  patient  doing  office  work 
or  housework  requires  about  30  calories 
per  kilogram  of  body  weight.  The  twenty- 
four  hour  total  caloric  formula  can  thus 
be  calculated.  Obese  patients  should  be 
put  on  reduction  diets  varying  from  1200 
to  1500  calories  (or  1000  calories  in  ex- 
treme cases)  and  so  regulated  that  they 
lose  1 to  2 pounds  per  week. 

After  the  diet  formula  is  computed  the 
patient  is  given  instructions  which  will 
make  it  possible  for  him  to  translate  these 
calories  into  the  proper  type  of  food.  A 
relatively  new  diet  has  been  formulated 
jointly  by  the  American  Dietetic  Associ- 
ation, American  Diabetic  Association,  and  ) 
Diabetes  Section  of  the  United  States  Pub-  | 
lie  Health  Service.^  One  of  the  chief  ad-  j 
vantages  of  this  “ADA  Diet”  is  its  sim-  i 
plicity.2  It  is  not  the  purpose  here  to  ( 
review  this  new  food  plan  in  detail,  but  J 


* Presented  at  the  Seventy-fourth  Annual  Meet-  { 
ing  of  the  Louisiana  State  Medical  Society,  May  t 
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a few  of  the  important  refinements  will 
be  discussed. 

Table  1 shows  the  caloric  formula  for 

TAI5LE  1 


CALORIC  LEVELS  OF  SAMI’! 

,E  MEAL 

PLANS 

MEAL 

PLAN 

CARBO- 

HYDRATE 

PROTEIN 

FAT 

ENEROV 

yrn. 

ym. 

ym. 

C(ilo7-ies 

1 

125 

60 

50 

1200 

2 

150 

70 

70 

1500 

3 

180 

80 

80 

1800 

4 

220 

90 

100 

2200 

5 * 

180 

80 

80 

1800 

6 * 

250 

100 

130 

2600 

* Planned  particularly  for  cUildren. 


the  6 meal  plans.  They  provide  variation 
in  intake  and  distribution  of  protein,  fat, 
and  carbohydrate,  calories  which  will  fit 
most  patients.  Plans  5 and  6 provide  a 
quart  rather  than  a pint  of  milk  and  are 
designed  primarily  for  children. 

The  last  step  in  translating  these  cal- 
ories to  actual  foodstuffs  is  done  by  the 
use  of  so-called  food  exchanges.  Each  of 
six  food  exchanges  represents  a measured 
amount  of  milk,  meat,  fruit,  vegetable, 
bread  or  fat  (Table  2).  A booklet  given 
to  the  patient  lists  the  various  foods, 
grouped  according  to  their  composition  into 
these  six  exchanges. 

The  vegetable  exchange  list  (Table  3) 
shows  several  revolutionary  changes  from 
the  older  diets.  All  vegetables  containing 
6 per  cent  or  less  carbohydrates  are 
grouped  under  A.  These  can  be  used  in 
unlimited  quantities  raw  or  as  much  as 
1 cup  when  cooked.  This  furnishes  a use- 
ful source  of  bulk  food  to  satisfy  the  ap- 
petites of  young  boys  or  of  patients  on 
reduction  diets.  Such  a method  obviates 
the  confusion  and  time  previously  spent 
weighing  and  adding  1,  3 and  6 p^’  cent 
vegetables  which  formerly  were  listed 
separately.  Vegetable  exchange  B indi- 
cates vegetables  which  contain  more  sugar 
and  should  be  used  in  measured  amounts. 

The  bread  exchange  includes  foods  con- 
taining 15  grams  of  carbohydrate,  such  as 
vegetables  of  high  sugar  content.  In 
marked  contrast  to  older  diabetic  diets  is 


the  presence  of  pure  starch  foods  such  as 
potatoes,  rice,  and  spaghetti.  For  the 
children,  as  well  as  some  adults,  cake  and 
ice  cream  may  be  used.  (Table  4) 

The  “ADA  Diet”  thus  provides  every 
variety  of  food  which  the  nondiabetic 
patient  normally  eats,  except  sugar.  Sub- 
stitutes for  this  form  of  carbohydrate, 
such  as  sucryl  and  crystallose,  are  real 
improvements  over  saccharin  with  its 
bitter  after  taste.  Diabetic  candy  and  soft 
drinks,  such  as  ginger  ale,  orange  and 
root  beer  made  with  a sugar  substitute, 
are  also  now  on  the  market.  These  are 
useful  especially  in  children  to  help  elimi- 
nate the  feeling  of  being  “different”.  It 
must  be  emphasized  that  these  are  sub- 
stitute items.  The  patient  should  not  only 
adhere  to  his  designated  diet  but  know  it 
so  well  that  he  can  eat  in  public  gather- 
ings in  complete  ease. 

The  treatment  of  patients  with  diabetes 
mellitus  who  cannot  tolerate  a solid  diet 
deserves  some  attention.  Such  occasions 
arise  during  illness  and  before  and  after 
operations  and  necessitate  the  use  of  a 
liquid  diet  or  parenteral  fluid  administra- 
tion. For  short  term  illnesses,  the  protein 
and  fat  content  of  the  diet  can  be  elimi- 
nated. The  food  given  in  twenty-four 
hours  should  adhere  to  the  total  amount 
of  carbohydrate  which  the  patient  re- 
ceived prior  to  the  illness.  A liquid  diet 
can  be  simply  compiled  using  liquid  ex- 
changes from  the  ADA  Diet.  As  an  ex- 
ample, an  eggnog  with  2 teaspoonfuls 
sugar,  one  cup  of  orange  juice  and  a slice 
of  toast  with  butter  provides  about  60 
gms.  of  carbohydrates  and  500  calories,  A 
comparable  meal  three  times  a day  can 
adequately  supply  a patient  with  this 
regular  intake  of  carbohydrates  and  cal- 
ories. 

Parenteral  fluids  should  be  adminis- 
tered by  using  glucose.  A 5 per  cent  solu- 
tion supplies  50  grams  of  carbohydrate 
per  liter  and  a 10  per  cent  solution  sup- 
plies 100  grams.  An  amount  commensu- 
rate with  the  regular  intake  of  carbohy- 
drate can  be  given.  In  long  term  illnesses 
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TABLE  2 


ADA  MEAL  PLAN  No.  5 

For 

Use  Only  As  Your  Doctor  Prescribes 
Carbohydrate  180  grams,  Protein  30  grams,  Fat  30  grams  Calories  1800 
This  meal  plan  has  been  prepared  to  use  with  the  Meal  Planning  Booklet. 
YOUR  FOOD  FOR  THE  DAY  Lunch  or  Supper: 

Amount  Kind  of  Food  Choose  From  1 Meat  Exchange  from  List  5 


1 quart 

Milk 

List 

Any  Amount 

Vegetable  Exchanges  A 

List 

1 

Vegetable  Exchanges  B 

List 

3 

Fruit  Exchanges 

List 

6 

Bread  Exchanges 

List 

5 

Meat  Exchanges 

List 

3 

Fat  Exchanges 

List 

Divide  this  food  at  follows: 
YOUR  MEAL  PLAN 

Breakfast: 

1 Fruit  Exchange  from  List  3 
1 Meat  Exchange  from  List  5 
1 Bread  Exchange  from  List  4 
1 Fat  Exchange  from  List  6 
1 cup  Milk  from  List  1 


1 2 Bread  Exchanges  from  List  4 

2A  Vegetable  from  List  2A  (any  amount) 

2B  1 Fruit  Exchange  from  List  3 

3 1 Fat  Exchang  from  List  6 

4 1 cup  Milk  from  List  1 

5 Dinner  or  Main  Meal: 

0 3 Meat  Exchanges  from  List  5 

2 Bread  Exchanges  from  List  4 
Vegetable  from  List  2A  (any  amount) 
1 Vegetable  Exchange  from  List  2B 
1 Fruit  Exchange  from  List  3 
1 Fat  Exchange  from  List  6 
1 cup  Milk  from  List  1 
Bedtime  Meal: 

1 cup  Milk  from  List  1 
1 Bread  Exchange  from  List  4 


SAMPLE  MENUS 

These  Menus  Show  Some  Of  The  Ways  Exchange  Lists  Can  be  Used  To 
Vary  The  Meal  Plan  The  Exchange  Lists  And  Recipes  May  Be  Found 
In  The  Meal  Planning  Booklet 


Breakfast: 

Orange  Juic 
Egg— 1 
Toast — 1 slice 
Butter — 1 teaspoon 
Milk — 1 cup  (8  ounces) 

Lunch  or  Supper: 

Cheese  Sandwich 

(Cheese — -1  ounce,, Bread — 2 slices. 
Butter — 1 teaspoon) 

Lettuce  and  Tomato  Salad 

Zero  Salad  Dressing  (recipe  page  17) 
Apple — 1 small 
Milk — 1 cup  (8  ounces) 

Dinner: 

Hamburg  Patties — 3 ounces 
Mashed  Potato — % cup 
Carrots — % cup  Spinach 

Bread — 1 slice 
Butter — 1 teaspoon 
Banana — % smell 
Milk — 1 cup  (8  ounces) 

Bedtime: 

Milk — 1 cup  (8  ounces) 

Graham  Crackers — 2 


Breakfast : 

Prunes — 2 medium 
Cereal,  cooked — (4  cup 
Boiled  Egg — 1 
Butter — 1 teaspoon 
Milk — 1 cup  (8  ounces) 

Lunch  or  Supper: 

Bologna — 1 slice 
Radishes,  Celery 

Potato  Salad  (A)  — (4  cup  (recipe  page  18) 
Bread — 1 slice  Butter — 1 teaspoon 

Grapefruit — (4 
Milk — 1 cup  (8  ounces) 

Dinner : 

Tomato  Juice — small  glass 
Roast  Lamb — 3 ounces 
Steamed  Rice — % cup 
Green  Peas — % cup 
Mixed  Green  Salad 

Zero  Salad  Dressing  (recipe  page  18) 
Bread — 1 slice  Butter — 1 teaspoon 

Pineapple  Gelatin  (recipe  page  15) 

Milk — 1 cup  (8  ounces) 

Bedtime : 

Milk — 1 cup  (8  ounces) 

Soda  Crackers — 3 


-14  cup 
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TABLE  3 

VEGETABLE  EXCHANGES 


VEGETABLE  EXCHANGES  A 

Contain  little  Carbohydrate,  Protein, 
or  Calories 


Asparagus 

Broccoli 

Brussel's  Sprouts 

Cabbage 

Cauliflower 

Celery 

Chicory 

Cucumbers 

Escarole 

Eggplant 

Greens 


Lettuce 

Mushrooms 

Okra 

Pepper 

Radishes 

Sauerkraut 

Young  String  Beans 

Summer  Squash 

Tomatoes 

Watercress 


VEGETABLE  EXCHANGES  B 

Contain  7 grams  Carbohydrate,  2 grams 
Protein  and  35  Calories 

Beets 

Carrots 

Onions 

Peas,  Green  1 exchange — V2  cup 

Pumpkin 

Rutabagas 

Squash,  Winter 

Turnip 


TABLE  4 

BREAD  EXCHANGES— LIST  4 

One  Bread  Exchange  contains  15  grams  Carbohydrate, 

2 grams  Protein  and  70  Calories. 

The  list  shows  the  different  amounts  of  food  for  1 Bread  Exchange. 


Amount  to  Use 


Bread  1 slice 

Biscuit,  Roll  (2"  diameter)  1 

Muffin  (2"  diameter)  1 

Combread  (1%"  cube)  — - 1 

Cereals,  cooked  V2  cup 

Dry,  flake  & puff  types % cup 

Rice,  Grits,  cooked  cup 

Spaghetti,  Noodles,  cooked  % cup 

Macaroni,  etc.,  cooked  % cup 

Crackers,  graham  (2%"  sq.)  2 

Oysters  (%cup)  20 

Saltines  (2"  sq.)  5 

Soda  (2%"  sq.)  3 

Round,  Thin  (1%")  6 


Amount  to  Use 

Flour  2 % Tablespoons 

Vegetables: 

Beans  & Peas,  dried,  cooked  % cup 

(lima,  navy,  split  pea  cowpeas,  etc.) 

Baked  beans,  no  pork  cup 

Com  % cup 

Pop  Cora  1 cup 

Parsnips  % cup 

Potatoes,  white  1 small 

Potatoes,  white,  mashed  % cup 

Potatoes,  sweet  or  Yams  cup 

Sponge  Cake,  plain  ( 1 % " cube)  1 

Ice  cream  % cup 

(Omit  2 fat  exchanges) 


where  parenteral  fluids  are  desirable 
amino  acids  are  used  to  supply  the  pro- 
tein. The  use  of  parenteral  emulsions, 
which  are  high  in  calories,  is  now  in  the 
investigative  stage.  To  date  these  prepa- 
rations have  been  found  to  be  safe,  but 
an  adequate  method  of  preventing  rancid- 
ity has  not  been  perfected. 

SUMMARY 

1.  Recent  trends  of  the  dietary  treat- 
ment of  diabetes  mellitus  are  discussed. 

2.  Emphasis  is  placed  on  methods 
which  simplify  the  diet  and  allow  greater 
food  variation. 
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ROENTGENOLOGIC  ASPECTS  OF 
GASTRIC  CANCER  * 

SEYMOUR  OCHSNER,  M.  D.  f 
EDGAR  H.  LITTLE,  M.  D.  f 
NEW  Orleans 

The  seriousness  of  cancer  of  the  stom- 
ach is  reflected  in  its  high  incidence 
among  neoplastic  diseases  and  its  con- 
tinued high  mortality  rate.c^  The  annual 
number  of  deaths  from  this  disease  in  the 
United  States  has  reached  about  40,000,^ 
and  in  Louisiana  the  annual  death  rate  is 
approximately  16  per  100,000  population.^ 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
21,  1954,  in  New  Orleans. 

t From  the  Department  of  Radiology,  Ochsner 
Clinic,  New  Orleans. 
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The  imperative  necessity  for  recognition 
of  cancer  of  the  stomach  while  it  is  a 
localized  lesion  is  thus  apparent.  In  most 
cases  this  obligation  rests  with  the  physi- 
cian who  does  the  roentgenologic  exami- 
nation. Only  by  early  recognition  is  there 
any  real  hope  of  increasing  the  present 
extremely  low  survival  rates. 

It  is  generally  agreed  that  radiologic 
examination  offers  the  simplest,  most 
available,  and  probably  most  accurate 
method  for  diagnosis.® " With  this  in 
mind  and  also  with  a view  to  correlating 
the  roentgenologic  observations,  we  under- 
took a review  of  the  cases  of  gastric 
cancer  at  the  Ochsner  Clinic  and  Ochsner 
Foundation  Hospital. 

MATERIAL 

A diagnosis  of  cancer  of  the  stomach 
was  established  290  times  in  150,000  con- 
secutive new  patient  registrations.  Eleven 
of  these  were  excluded  because  they  were 
sarcomas ; these  will  be  considered  in  a 
separate  report.  Of  the  279  carcinomas, 
32  had  to  be  excluded  because  of  incom- 
plete roentgenologic  study  or  because  of 
the  unavailability  of  the  films.  The  re- 
maining 247  cases  form  the  basis  for  this 
report.  The  roentgenograms  and  fluoro- 
scopic reports  of  all  but  9 of  these  were 
reviewed  by  us.  In  these  9,  a report  by 
a competent  radiologist  who  performed 
the  examination  was  used,  since  the  films 
were  not  available  for  restudy. 

ANALYSIS  OF  CASES 

Area  of  Involvement'.  Contrary  to  the 
usual  concept  that  the  lesser  curvature  of 
the  stomach  is  more  frequently  involved 
than  the  greater  curvature,®  in  our  series 
the  distribution  at  these  two  sites  was 
almost  the  same  (Fig.  1),  being  59.5  per 
cent  in  the  former  and  60.5  per  cent  in 
the  latter.  These  figures  indicate,  of 
course,  involvement  of  both  curvatures  in 
many  patients,  which  is  almost  inevitable 
in  advanced  disease. 

Our  data  support  the  general  opinion 
that  the  lower  half  of  the  stomach  is  more 
frequently  the  site  of  malignancy  than  the 
upper  half.®  The  cardia  and  fundus  were 
the  sites  of  disease  in  25.1  and  18.6  per 
cent,  respectively,  whereas  the  gastric 


GASTRIC  CARCINOMA 


AREA  OF  INVOLVEMENT  (247cases) 


Greater  Curvature 
Lesser  Curvature 
Body  of  Stomach 
Antrum  of  Stomach 


Cardia 
Fundus 
Pylorus 

Figure  1.  Distribution  of  247  cases  of  gastric 
carcinoma  according  to  area  of  involvement. 


antrum  and  pyloric  areas  were  involved 
in  62.4  per  cent  of  cases.  From  a roent- 
genologic diagnostic  viewpoint,  it  is  for- 
tunate that  gastric  cancer  has  a predilec- 
tion for  the  distal  half  of  the  stomach, 
since  this  portion  is  more  easily  examined 
because  of  its  lower  position  in  relation 
to  the  thoracic  rib  cage  and  its  more  an- 
terior location  in  the  abdominal  cavity. 
Both  factors  favor  manipulation  at  flu- 
oroscopy and  compression  film  technic, 
methods  which  are  accentuated  in  modern 
diagnosis.®'  ® 

Roentgenographic  Observations'.  A con- 
stant  filling  defect  in  the  outline  of  the 
stomach,  caused  by  neoplastic  growth 
above  the  surrounding  mucosa,  which  has 
been  considered  the  fundamental  roent- 
genologic sign  in  gastric  carcinoma, was 
observed  in  60.5  per  cent  of  our  cases 
(Fig.  2).  When  the  stomach  is  filled 
with  barium  mixture,  a large  fungating 
mass  (Fig.  3)  may  stand  out  in  bold  re- 
lief along  the  gastric  contour.  Demon- 
stration of  smaller  lesions  requires  a more 


60.5% 


GASTRIC  CARCINOMA 

ANALYSIS  OF  ROENTGEN  FINDINGS  (247coses) 
Filling  Defect 
Area  of  Narrowing 
Loss  of  Flexibility 
Mucosol  Change 
Ulceration 
Fluid  in  Stomach 
Cardio ‘Esophageal 
Outlet  Obstruction 


I 28.8% 

I 19.4% 

I 17% 

15% 

Chest  or  Abdomen  Film  EH  6.1% 

Figure  2.  Roentgenographic  observations  in  247 
cases  of  gastric  carcinoma. 
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Figure  3.  Filling  defect  on  gi-eater  curvature 
of  stomach. 


subtle  approach,  as  they  may  be  observed 
with  only  a small  amount  of  barium  coat- 
ing the  gastric  mucosa.  Kirklin,'-  as  Car- 
man before  him,  stressed  the  imperative 
necessity  of  alert,  methodical  and  under- 
standing fluoroscopic  study  of  the  gastric 
mucosa.  The  examination  must  be  done 
after  only  one  or  two  swallows  of  the 
barium  mixture.  Shanks  emphasized 
this  by  quoting  with  approval  Berg’s 
aphorism,  “The  less  you  give  the  more  you 
see.”  The  desirability  of  visualizing  the 
stomach  in  the  supine  and  pi’one  positions, 
as  well  as  in  the  erect  one,  has  also  been 
emphasized.® 

Narrowing  of  the  gastric  outline  (Fig. 
4)  and  loss  of  flexibility  of  the  stomach 
wall,  which  were  noted  in  slightly  more 
than  one  half  the  cases  in  this  series,  are 
usually  related.  They  result  when  the 
tumor  infiltrates  the  wall  of  the  stomach, 
stiffening  it  and  preventing  normal  flexi- 
bility and  distensibility.  In  advanced  le- 
sions the  whole  stomach  may  be  involved, 
producing  a “leather  bottle  stomach”  or 
linitis  plastica.  A less  extensive  lesion 
may  be  limited  to  one  part  of  the  stomach, 
or  even  one  curvature  alone.  Disordered 
gastric  peristalsis  may  at  times  be  associ- 


Figure  4.  Area  of  narrowing,  lower  half  of 
stomach. 


ated  with  these  infiltrative  changes  in  the 
wall  of  the  stomach.  Detecting  alterations 
in  the  peristaltic  waves  is  of  debatable 
value,  and  in  our  experience  has  been  of 
only  limited  diagnostic  aid. 

Changes  in  the  appearance  of  the  gas- 
tric mucosa  were  present  in  slightly  less 
than  half  the  cases  in  the  present  series. 
These  produce  two  quite  different  appear- 
ances. In  one  type  the  mucosa  appears 
flattened  and  “washed-out,”  with  loss  of 
the  normal  pliable  folds.  As  seen  in  pro- 
file, there  is  a fine  uneven  irregularity, 
suggestive  of  small  mucosal  ulcerations. 
Kirklin,^®  who  described  this  as  a “granu- 
lar internal  relief,”  considered  it  one  of 
the  most  reliable  signs  of  scirrhous  carci- 
noma. In  the  other,  less  common  type  of 
mucosal  change  the  folds  are  larger  than 
average  and  show  evident  irregularity  and 
defoi’mity.  These  changes  result  from  in- 
filtration of  the  mucosa  by  the  cancer, 
which  produces  a stiffening  of  the  mucosa. 
It  is  this  stiffening  and  irregular  deformi- 
ty of  the  mucosal  folds  which  usually  per- 
mit differentiation  from  “gastritis.”  Like- 
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wise,  in  our  experience,  associated  changes 
are  almost  always  present  to  aid  in  the 
diagnosis.  Rarely  does  gastric  carcinoma 
produce  only  enlargement  of  the  mucosal 
folds. 

Ulceration  as  a roentgenologic  feature 
in  gastric  cancer  is  a complex  and  inter- 
esting problem.  The  controversy  continues 
as  to  whether  or  not  benign  gastric  ulcers 
frequently  become  malignant.  The  cur- 
rent trend  seems  to  be  toward  the  belief 
that  ulcerating  carcinoma  is  generally 
cancer  from  the  onset.*^-^'  Roentgeno- 
graphic  evidence  of  ulceration  (Fig.  5) 


Figure  5.  Ulcerating  carcinoma  on  greater  cur- 
vature side  of  gastric  antrum.  Note  so-called 
“meniscus  sign”. 


was  found  in  28.8  per  cent  of  our  series. 
Of  these,  48  were  less  than  2 cm.  in  size, 
32  being  on  the  lesser  curvature  and  18 
on  the  greater  curvature.  One  showed 
ulceration  on  both  curvatures.  Of  the  26 
ulcerations  greater  than  2 cm.  in  size,  11 
were  on  the  lesser  curvature  (3  in  antrum, 
8 in  body  of  stomach),  14  on  the  greater 
curvature  (4  in  antrum,  10  in  body),  and 
one  on  the  posterior  aspect  of  the  fundus 
of  the  stomach. 


Much  has  been  written  about  differen- 
tiation of  benign  and  nvalignant  ulcers. 
Factors  favoring  a diagnosis  of  malig- 
nant ulcer  are:  older  age  of  patient,  non- 
tenderness over  visualized  ulcer,  associated 
mass,  location  of  ulcer  in  prepyloric  area 
or  greater  curvature,  larger  size  of  ulcer, 
irregular  ulcer  crater,  stiffening  or  alter- 
ation of  adjacent  mucosa,  inset  of  ulcer 
in  relation  to  normal  mucosal  outline,  and 
the  “meniscus  sign”  of  Carman  and  Kir- 
klin  due  to  the  raised  neoplastic  margin 
of  the  malignant  ulcer.  When  the  barium 
coated  stomach  is  compressed,  with  the 
malignant  ulcer  in  profile,  a translucent 
zone  about  the  base  of  the  ulcer  which 
has  the  appearance  of  a meniscus  is  visu- 
alized; when  seen  en  face  this  zone  ap- 
pears as  a halo  about  the  ulceration.^-- 
No  one  of  these  observations  in  itself  is 
definitive.  Failure  to  respond  promptly 
to  adequate  medical  therapy  is  as  impor- 
tant as  any  other  factor.  Evaluation  of 
this  healing  response  by  serial  roentgeno- 
logic study  is  not  always  easy.  We  agree 
with  Shanks  ‘ that  “if,  after  careful  sur- 
vey of  all  the  x-ray  features,  there  is 
doubt  (and  there  often  is),  the  radiologist 
should  not  hesitate  to  say  so  . . . Surgi- 
cal exploration  may  be  necessary.  It  is 
far  better  to  cure  a simple  ulcer  by  partial 
gastrectomy  than  to  miss  a carcinoma.” 

It  is  interesting  that  3 of  our  cases 
occurred  in  patients  with  a known  “gas- 
tric ulcer”  which  had  been  treated  medi- 
cally at  the  Ochsner  Clinic  for  periods  of 
one  to  six  months ; in  4 others  the  “gastric 
ulcers”  had  been  treated  by  other  physi- 
cians for  periods  of  two  to  twelve  months. 
It  is  this  feature  about  gastric  ulceration 
— that  10  to  20  per  cent  of  those  con- 
sidered originally  benign  are  proved  sub- 
sequently to  be  malignant — which  has  led 
Ochsner  and  Blalock  and  other  surgeons 
to  advocate  prompt  excision  for  ulcerating 
disease  of  the  stomach. 

Fluid  in  the  stomach  at  the  beginning 
of  the  examination,  despite  fasting,  was 
observed  in  19.4  per  cent  of  these  patients. 
Such  observation  should  arouse  suspicion 
of  some  obstructive  lesion  at  the  gastric 
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outlet.  This  is  not  always  indicative  of 
obstruction ; however,  as  some  patients 
will  have  ingested  fluid  without  admitting 
it.  In  others,  the  flow  of  gastric  secretion 
may  be  excessive  or  pylorospasm  may  be 
responsible.  Although  it  may  alert  the 
examiner  to  possible  outlet  obstruction, 
the  presence  of  excessive  fluid  seriously 
hampers  examination  of  the  gastric  mu- 
cosa. If  the  gastric  contents  cannot  be 
aspirated  before  the  examination,  it  is 
usually  wise  to  reexamine  the  patient  on  a 
subsequent  day. 


Figure  6.  Cardio-esophageal  type  of  tumor. 


In  17  per  cent  of  our  patients  the  car- 
dio-esophageal  area  (Fig.  6)  was  involved. 
This  is  the  same  percentage  reported  by 
Pack,-**  who  added,  “In  our  experience 
most  cancers  involving  the  lower  esopha- 
gus are  found  to  be  of  stomach  origin.’’ 
Cancer  originating  in  the  stomach  readily 
spreads  to  the  esophagus.  Reporting  that 
22  per  cent  of  resected  carcinomas  of  the 
stomach  were  located  in  the  region  of  the 
cardia,  Sherman  stressed  the  features 
of  mucosal  alteration  and  infiltration  with 
rigidity  or  contour  change. 

Outlet  ohstriiction  (Fig.  7)  was  present 
in  15  per  cent  of  the  247  patients.  Re- 


Figure  7.  Outlet  obstruction  with  dilated  stom^ 
ach. 


tained  fluids  or  food  may  obscure  the 
features  which  would  suggest  neoplastic 
obstruction,  such  as  irregular  narrowing, 
filling  defect,  and  loss  of  flexibility.  It  is, 
therefore,  extremely  important  to  examine 
the  stomach  when  it  is  empty.  An  annular 
neoplastic  lesion  at  the  outlet  may  readily 
mimic  a chronic  stenosing  gastric  or  py- 
loric ulcer.  Visualization  of  a large  stom- 
ach with  flexible  walls  does  not  mean  that 
the  obstructing  lesion  is  necessarily  be- 
nign. 

In  6 per  cent  of  these  247  patients,  or 
33  per  cent  of  the  cardio-esophageal  can- 
cers the  tumor  could  be  seen  in  plain 
roentgenograms  of  the  chest  or  abdomen. 
This  is  dependent  upon  the  tumor  being 
cast  into  relief  by  air  in  the  stomach. 
Such  tumors  must  of  necessity  be  fungat- 
ing masses  and  must  almost  always  be  in 
the  fundus  or  at  the  cardia  of  the  stomach. 
This  is  an  interesting  and  important  ob- 
servation, indicating  that  the  gastric  air 
bubble  should  be  carefully  scrutinized  in 
all  films  of  the  chest  and  abdomen.  In 
reviewing  68  cases  of  cancer  at  the  cardia 
of  the  stomach,  Kirklin  and  Gilbertson 
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found  that  about  half  of  these  could  be 
seen  as  a projecting  soft  tissue  mass  in 
the  gastric  air  bubble.  As  Templeton  ® 
pointed  out,  the  tumor  is  more  clearly  de- 
fined by  coating  it  with  barium  and  then 
visualizing  it  in  the  air  bubble. 

Negative  Roentgenograms:  Cases  in 

which  a significant  gastric  lesion  was  not 
discerned  were  included  in  this  study  in 
an  attempt  to  detect  faults  in  the  exami- 
nation. There  were  13  such  cases  in  this 
series;  this  represents  a known  diagnos- 
tic error  of  5.2  per  cent.  In  order  to 
avoid  bias  in  favor  of  the  radiologist, 
fairly  vigorous  standards  were  established. 
Thus,  included  among  these  13  cases  are 
1 in  which  carcinoma  of  the  pancreas  was 
the  radiologic  diagnosis  and  2 in  which 
carcinoma  of  the  esophagus  was  correctly 
diagnosed  but  an  associated  gastric  neo- 
plasm was  not  detected. 

Worthy  of  note  is  that  in  6 of  these  13 
cases  a positive  diagnosis  was  made  on  re- 
examination— 2 within  one  week,  3 more 
within  one  year,  and  1 three  years  later. 
In  2 additional  cases,  in  which  the  films 
showed  positive  evidence  of  disease,  which 
w^as  overlooked,  conspicuous  lapses  of  per- 
sonal judgment  must  be  accepted.  Thor- 
ough and  conscientious  work  will  reduce 
errors  to  a minimum. 

A gastric  cancer  which  is  missed  on 
initial  roentgenographic  examination  rare- 
ly remains  undetected  for  a prolonged 
period.  In  this  series  one  case  was  classi- 
fied as  “missed,”  which  showed  extensive 
disease  three  years  later.  This  may  be 
too  critical  a criterion,  for  these  lesions 
are  by  nature  progressive,  and  often  rap- 
idly so.  In  the  usual  case,  re-examination 
is  soon  demanded,  or  else  the  associated 
findings  are  so  compelling  that  explora- 
tory laparatomy  is  undertaken  despite  the 
negative  radiologic  report. 

Five  Year  Survival : Twelve  patients 

survived  at  least  five  years  after  surgical 
excision  of  the  carcinoma,  all  of  whom 
had  lesions  of  the  distal  half  of  the  stom- 
ach. Two  showed  outlet  obstruction,  8 in- 
volvement of  the  gastric  antrum,  and  3 
the  body  of  the  stomach.  In  6 the  type 


of  lesion  was  a marginal  filling  defect 
due  to  the  fungating  tumor,  and  in  5 it 
was  an  ulcerating  lesion.  Two  of  the 
ulcerations  were  less  than  2 cm.  in  diam- 
eter; 3 w'ere  greater  than  2 cm.  In  1 the 
stomach  was  considered  normal  roentgeno- 
graphically. 

Types  of  Roentgenographic  Pattern: 
There  are  five  fairly  distinct  roentgeno- 
graphic patterns  which  cancer  of  the  stom- 
ach may  exhibit.  Based  upon  these  gross 
manifestations,  a satisfactory  roentgeno- 
logic classification  is  possible  (Table  1). 


TABLE  1 

TYPES  OF  GASTRIC  CARCINOMA  IN  247  CASES 


TYPE 

CASES 

% 

Cardio-esophag:eal 

42 

17 

Fungating: 

149 

61 

Ulcerating 

71 

29 

Infiltrating 

127 

52 

Obstructing 

37 

15 

In  advanced  disease  combined  types  are 
seen. 

At  the  upper  orifice  of  the  stomach, 
where  the  esophagus  is  readily  involved, 
cardio-esophageal  carcinoma  is  found.  This 
type  accounted  for  17  per  cent  of  the  247 
cases  in  our  series.  Disease  which  mani- 
fests itself  chiefly  by  exuberant  growth 
protruding  into  the  gastric  lumen  produces 
a fungating  or  polypoid  lesion,  noted  in  61 
per  cent  of  these  series.  Ulcerating  car- 
cinoma w'as  seen  in  29  per  cent.  Infiltrat- 
ing lesions  result  in  thickening  and  stif- 
fening of  the  gastric  wall,  with  oblitera- 
tion or  deformity  of  the  mucosal  pattern, 
often  called  scirrhous  carcinoma.  We  ob- 
served these  changes  in  52  per  cent  of  the 
patients.  In  his  review  of  gastric  neo- 
plasms, Stout  listed  these  lesions  with 
the  following  percentages:  fungating  22.7 
per  cent,  ulcerating  27.4  per  cent,  infil- 
trating 12.9  per  cent,  with  37  per  cent  i 
showing  mixed  characteristics.  j 

At  the  lower  ga.stric  orifice,  carcinoma  i 
may  result  in  outlet  obstruction.  This  was  i 
found  in  15  per  cent  of  our  series. 

CONCLUSIONS 

1.  Cancer  of  the  stomach  is  a common  i 
neoplasm,  with  an  insidious  onset  and  a 
high  mortality. 

2.  Roentgenologic  examination  of  the  | 
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stomach  is  at  present  the  easiest,  most 
available  and  probably  most  accurate 
method  of  diagnosis. 

3.  The  examination  must  be  methodical 
and  thorough,  with  careful  fluoroscopy 
and  compression  spot-films  in  addition  to 
conventional  films. 

4.  There  are  five  roentgenographic  pat- 
terns of  cancer  of  the  stomach:  cardio- 
esophageal,  fungating,  ulcerating,  infiltra- 
ting, and  outlet  obstruction. 

5.  If  the  results  of  the  roentgenologic 
examination  are  inconclusive,  prompt  re- 
examination is  recommended.  If  doubt 
still  remains,  gastroscopy  and  exploratory 
laparotomy  deserve  immediate  considera- 
tion. 
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POTENTIAL  DANGER  IN  THE 
TREATMENT  OF  ASTHMA  WITH 
ARSENIC  CONTAINING  MIXTURES 
Arsenic  has  long  been  known  as  a dan- 
gerous drug  and  as  an  insidious  poison. 
In  recent  years,  an  arsenic  containing  mix- 
ture has  been  advocated  by  certain  prac- 
titioners for  the  treatment  of  asthma. 
These  prescriptions  contain  inorganic  ar- 
senic in  the  form  of  Fowler’s  solution 
(potassium  arsenite).  One  reported  pre- 
scription for  this  type  of  mixture  is  as 
follows : 


Fowler’s  solution  6.00  cc. 

Potassium  iodide  6.5  Gm. 

Tincture  digitalis  2.33  cc. 

Saccharin  0.065  Gm. 

Elixir  of  phenobarbital  q. s.  120  cc. 

The  dosage  of  Fowler’s  solution  (potas- 
sium arsenite)  in  the  prescription  is  ap- 
proximately 3 minims  per  teaspoon.  In 
certain  other  mixtures  there  may  be  three 
times  as  much  arsenic,  and  in  one  re- 
ported case  the  patient  was  taking  20  to 
28  drops  of  Fowler’s  solution  three  times 
a day. 

Various  reports  have  been  made  indi- 
cating that  these  asthma  remedies  have 
been  shipped  through  the  mails  over  an 
extended  period,  during  which  the  patient 
was  not  seen  or  examined  for  the  possible 
toxic  effects  the  arsenic  might  have  pro- 
duced. Sollman  ^ has  stated : “Inorganic 
arsenic  is  capricious,  unpredictable,  and 
uncontrollable  both  as  to  good  and  harm; 
but  the  harm  is  more  certain  and  gener- 
ally more  frequent  than  the  good.” 

Inorganic  arsenic  and  organic  arsenic 
are  both  capable  of  acute  and  chronic  poi- 
soning with  far  reaching  effect.  Symptoms 
appear  with  reference  to  all  organ  systems 
and  may  produce  a variable  number  of 
disease  pictures.  The  development  is  in- 
sidious and  fatigue  and  loss  of  energy 
may  be  the  only  early  manifestations.  In 
the  nervous  system,  there  may  be  blind- 
ness, sensory  disturbances,  pains  in  the 
joints,  sensory  and  motor  paralyses,  pos- 
sibly with  muscle  atrophy  and  hypes- 
thesia.  In  the  gastrointestinal  system, 
there  may  be  jaundice,  signs  of  toxic 
hepatitis,  diarrhea,  anorexia,  emaciation, 
and  nausea.  Acute  hepatitis  may  be  fatal. 
The  effects  produced  in  the  skin  are  num- 
erous, such  as  edema,  hyperhidrosis,  flush- 
ing, acne,  eczema,  scaling  of  the  skin, 
keratoses  of  the  palms  and  soles,  and  a 
pigmentary  condition.  The  toxic  effect  on 
the  bone  marrow  may  produce  aplastic 
anemia. 

Inorganic  arsenic  is  absorbed  promptly 
through  the  intestinal  tract,  part  of  which 
is  excreted  in  the  urine,  and  other  portions 
go  to  the  epithelial  and,  to  a less  extent, 
the  endothelial  structures.  Arsenic  may  be 
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found  in  the  urine  many  months  after  the 
cessation  of  its  ingestion.  It  is  stated  that 
it  may  be  found  in  the  hair  and  in  the 
nails  for  an  indefinite  number  of  years 
after  ingestion, 

A recent  article  by  Hansen-Pruss  ^ gives 
the  report  of  a study  of  17  adults,  ranging 
in  age  from  33  to  65,  These  patients  re- 
ceived inorganic  arsenic  in  the  form  of  an 
asthma  mixture,  such  as  the  “Gay  Treat- 
ment,” or  possibly,  variations  of  this  for- 
mula, The  individuals  studied  received 
this  treatment  over  a period  ranging  from 
two  weeks  to  two  and  one-half  years.  The 
time  interval  elapsed  between  the  last  ad- 
ministration of  inorganic  arsenic  and  the 
time  they  came  to  Duke  Hospital  under 
this  investigator  ranged  anywhere  from 
three  weeks  to  three  years.  Fifteen  of  the 
17  patients  gave  a positive  test  for  arsenic 
when  their  hair  was  examined.  Seven  of 
the  17  had  a urinary  content  of  arsenic 
which  exceeded  the  normal.  Skin  lesions 
varied  from  a mild  and  transient  erythro- 
dermia  to  an  irreversible  hyperkeratosis 
involving  mainly  the  extensor  surfaces  of 
the  extremities  and  the  soles  of  the  feet. 
Two  of  the  group  had  abnormal  biochemi- 
cal tests  compatible  with  liver  damage. 
A majority  of  the  group  developed  some 
form  of  gastrointestinal  complaint.  Symp- 
toms in  this  field  appeared  two  to  six 
weeks  after  the  treatment  had  been 
started  with  arsenic. 

In  addition  to  the  reports  by  this  au- 
thor, there  are  other  articles  in  the  last 
several  years  showing  the  serious  toxic 
effects  from  the  arsenic  contained  in  this 
treatment.  Consideration  of  the  known 
facts  about  the  toxicology  of  arsenic  and 
the  data  presented  in  these  several  reports 
indicates  that  the  tolerance,  as  has  been 
known  for  generations,  for  arsenic  is 
variable.  It  also  indicates  that  in  certain 
individuals  there  is  an  extreme  suscepti- 


bility to  the  poisonous  effects  of  arsenic, 
and  that  in  such  individuals  serious  toxic 
degenerations  are  set  up  with  the  inor- 
ganic form  in  a subtle  fashion,  just  as 
much  as  with  the  organic  form  when 
organic  compounds  of  arsenic  were  being 
used  in  the  treatment  of  syphilis. 

Among  the  conclusions  offered  by  the 
author  of  the  most  recent  article,^  it  is 
stated  that  there  is  no  authenticated  thera- 
peutic reason  why  inorganic  arsenic  should 
be  effective  in  asthma,  and  that  its  ad- 
ministration is  often  deleterious.  It  is 
further  stated  that  the  ingestion  of  inor- 
ganic arsenic  compounds  produces  immedi- 
ate or  delayed  skin  reactions  in  many  in- 
dividuals. The  latter  appear  usually  after 
three  to  eight  years,  are  irreversible,  and 
at  times  are  carcinogenic.  It  is  also  con- 
cluded by  this  author  that  the  17  patients 
reported  on  were  not  benefitted  by  this 
type  of  treatment. 

It  is  quite  clear  then  that  arsenic  is 
an  insidious  poison  and  is  to  be  used  only 
with  great  care  under  adequate  super- 
vision. It  is  also  to  be  remembered  by 
physicians  that  an  individual  suffering 
from  asthma  and  presenting  bizarre  and 
unusual  symptoms  may  be  one  who  has 
had  this  type  of  treatment.  It  becomes 
necessary,  therefore,  to  suspect  the  toxic 
effects  of  arsenic  in  any  asthma  patient. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


REPORT  OF  PRESIDENT 

Soon  after  adjournment  of  the  House  of  Dele- 
gates last  IMay,  it  became  necessary  to  focus  at- 
tention on  the  proceeding’s  of  the  State  Legislature. 
It  was  gratifying-  to  see  at  one  committee  hearing 
over  two  hundred  physicians  from  all  parts  of  the 
state.  This  is  the  kind  of  assistance  that  our 
legislative  committee  must  have  if  we  expect  to 
accomplish  anything  constructive  in  legislation  for 
better  health  of  the  community.  Taking  every- 
thing into  consideration,  the  results  were  good. 
However,  for  the  first  time  in  history,  the  chiro- 
practic issue  came  to  the  floor  of  the  House  of 
Representatives  as  a proposed  Constitutional 
Amendment.  Though  this  was  soundly  defeated, 
it  is  evident  that  sentiment  in  favor  of  licensui’e 
for  this  cult  is  becoming  stronger  every  day.  If 
we  desire  to  continue  this  fight,  and  continue  we 
must,  a sound  program  must  be  developed  in  the 
Louisiana  State  Medical  Society  to  work  every  day 
of  every  year  instead  of  just  a few  weeks  before 
the  session  of  the  Legislature. 

The  matter  of  medical  testimony  in  the  courts 
is  important.  In  a court  of  law  when  a physician 
is  called  as  a witness  he  not  only  testifies  for  a 
patient  and  his  lawyer,  he  represents  a great  pro- 
fession and  by  his  performance  which  is  given  in 
public,  he  can  reflect  credit  or  discredit  on  the 
whole  medical  profession.  Court  records  bear 
witness  to  the  fact  that  a few  members  of  this 
noble  profession  at  times  appear  in  court  unpre- 
pared, some  are  inexperienced  and  incompetent, 
and  only  a few,  thank  God,  are  dishonest. 

Malpractice  cases  have  increased,  the  amount  of 
money  granted  by  the  courts  has  also  increased 
tremendously.  The  attorney  for  the  Medical  De- 
fense Committee  handled  sixteen  cases  for  the 
Society  in  1954,  and  is  prosecuting  at  present  ap- 
proximately fifty  chiropractic  injunction  suits  for 
the  Louisiana  State  Board  of  Medical  Examiners. 
He  advises  there  were  numerous  other  malpractice 
claims  handled  by  insurance  companies  and  not  re- 
ported to  the  Society.  Many  of  the  answers  to 
prevention  of  further  increase  in  this  insidious 
hazard  may  be  found  in  the  list  of  rules  for  pre- 
vention of  malpractice  suits  which  was  mailed  to 
every  member  of  the  Louisiana  State  Medical 
Society  in  February  of  this  year.  Proper  indoc- 
trination of  new  members  by  component  societies, 
establishing  grievance  committees  and  discussion 
of  fees  with  patients  before  treatment,  also  appli- 
cation of  the  Golden  Rule  will  help  materially.  A 
poor  medical  record  is  all  a plaintiff’s  attorney 
needs  to  obtain  a quick,  easy  and  lucrative  judg- 
ment. 


At  the  present  time  the  analysis  of  the  suiwey 
in  the  state  in  regard  to  malpractice  insurance 
rates  and  the  possibility  of  obtaining  blanket 
coverage  has  not  been  completed.  As  to  the  pos- 
sibility of  coverage  from  the  national  level,  this 
is  remote  because  rates  vary  so  markedly  thi’ough- 
out  the  states. 

In  legal  circles  there  are  murmurs  of  a white- 
wash being  given  in  our  own  investigations  and 
reports  by  our  committees.  Each  case  must  be 
thoroughly  and  honestly  investigated  and  evalu- 
ated at  local  level.  The  inquiry  should  not  origi- 
nate with  bias  or  prejudice  in  either  direction,  nor 
should  the  recommendation  from  the  parish  society 
committee  bear  false  witness. 

Uniform  insurance  blanks  are  near  to  becoming 
reality  and  this  will  come  from  AM  A level  where 
it  belongs. 

Membership  and  component  society  activity  is 
improving  because  of  the  more  realistic  approach 
to  our  need  for  better  public  relations.  There  is 
much  to  be  accomplished  along  these  lines.  It  is 
impossible  to  accomplish  what  is  necessary  in  this 
day  and  time  with  entire  dependence  on  the  volun- 
tary part-time  effort  of  the  officers  and  the  com- 
mittees no  matter  how  proficient  or  diligent  they 
may  be. 

Activities  of  component  societies  lag  perceptibly 
in  some  areas  because  of  poor  geographical  dis- 
tribution. For  instance  in  the  Seventh  District, 
doctors  of  two  parishes  on  the  eastern  end  of  the 
district  rarely  attend  the  Seventh  District  meet- 
ing. In  the  Third  District  a similar  situation 
exists.  If  agreeable  with  the  majority  of  mem- 
bers concerned,  it  will  be  proposed  that  a ninth 
district  be  added. 

The  physical  facilities  of  the  State  Society  office 
are  totally  inadequate.  The  Louisiana  State  Medi- 
cal Society  certainly  should  not  be  dependent  for 
their  office  space  forever. 

All  through  the  above  one  can  denote  a thread 
of  much  to  be  accomplished.  There  is  reflected 
the  need  for  something  in  organization  that  this 
Medical  Society  does  not  have.  There  has  long 
been  the  need  for  closer  contact  between  the  Lou- 
isiana State  Medical  Society  office  and  the  indi- 
vidual member.  Because  the  House  of  Delegates 
requested  the  Executive  Committee  to  work  out  a 
plan  for  employment  of  public  relations  counsel 
and  as  a result  of  attendance  at  Public  Relations 
Conferences  in  Chicago  and  Miami,  a special  com- 
mittee was  asked  to  work  out  the  details.  Every 
delegate  has  a copy  of  this  report  or  will  have  by 
the  time  the  1955  House  of  Delegates  convenes.  A 
considerable  number  of  component  organizations 
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have  been  briefed  on  the  details.  The  reason  this 
was  done  is  that  if  this  program  is  accepted  it 
will  be  necessary  to  raise  the  dues  again. 

A full  time  layman  trained  in  public  relations 
can  assist  the  component  societies  by  setting  up 
contact  meetings  of  parish  society  officers  with 
a public  official  and  his  physician  before  and 
after  his  election  to  an  office  concerned  with  the 
health  of  the  community.  This  elected  representa- 
tive will  know  of  the  attitude  and  program  of 
organized  medicine  before  the  opposition  has  de- 
veloped its  program.  The  public  relations  direc- 
tor will  be  able  to  be  present  at  meetings  of  the 
component  societies  for  advice  and  assistance  in 
an-anging  membership  canvassing,  TV  and  radio 
programs,  development  of  indoctrination  and 
grievance  committee  programs.  It  is  visualized 
that  the  function  of  this  office  will  be  varied  and 
will  bring  about  better  organization  and  under- 
standing. There  should  be  no  authority  as  to 
policy  vested  in  this  office.  Both  the  Council  on 
Medical  Service  and  Public  Relations,  and  the 
Public  Policy  and  Legislation  Committee  will  be 
well  served  by  this  employee;  overlapping  activities 
of  these  two  groups  can  thus  be  avoided. 

Recommendations 

1.  Increase  dues  ten  dollars  yearly  to  develop 
public  relations  department. 

2.  Increase  dues  five  dollars  yearly  to  establish 
a fund  for  a domicile. 

3.  Make  provision  for  a ninth  district  if  no 
major  objection  from  members  so  concerned. 

4.  Send  copies  of  abstracted  Minutes  of  House 
of  Delegates  to  presidents  of  component  societies 
for  their  information  with  suggestion  that  they 
be  read  to  the  members. 

5.  Encourage  the  practice  of  physicians  insist- 
ing that  prescriptions  be  filled  at  pharmacies  of 
patient’s  own  choice  (a  step  forward  in  keeping 
peace  and  harmony  resulting  from  personal  com- 
munication with  representative  of  Louisiana  Phar- 
maceutical Association). 

6.  Serious  thought  be  given  to  the  problem  of 
integration.  The  Louisiana  State  Medical  Society 
must  be  prepared  for  any  eventuality. 

7.  Resolution  to  AMA  with  copies  to  other  state 
societies,  requesting  medical  schools  to  intensify 
medico-legal  courses,  with  emphasis  on  medical 
testimony  and  prevention  of  malpractice  cases. 

8.  President  of  each  component  society  be  urged 
to  request  a lawyer  to  address  each  society  on 
malpractice  prevention  and  medical  testimony  once 
each  year. 

9.  Programs  related  to  School  Health,  Mental 
Health,  Rural  Health  and  Health  Council  work 
should  continue  to  be  of  interest  and  concern  to 
the  physician  and  organized  medicine. 

Walter  Moss,  M.  D.,  President 


RECOMMENDATION  FOR  ADMINISTRATION 
OF  THE  SALK  VACCINE 

The  National  Foundation  for  Infantile  Paralysis 
announced  today  that  it  would  follow  the  recom- 
mendation of  Dr.  Jonas  E.  Salk  that  for  the  year 
1955  vaccine  be  administered  in  two  doses,  sepa- 
rated by  an  interval  of  two  to  four  weeks,  fol- 
lowed by  a third  dose  not  earlier  than  seven  months 
later  but  before  the  1956  poliomyelitis  season. 

Dr.  Hart  E.  Van  Riper,  Medical  Director  of  the 
National  Foundation,  stated  that  this  decision  was 
made  on  the  recommendation  of  the  Vaccine  Ad- 
visory Committee  of  the  National  Foundation,  con- 
sisting of  Dr.  Thomas  E.  Rivers,  Chairman,  Di- 
rector of  the  Rockefeller  Institute  for  Medical 
Research;  Dr.  David  E.  Price,  Assistant  Surgeon 
General,  United  States  Public  Health  Service; 
Dr.  Richard  E.  Shope,  member,  the  Rockefeller 
Institute  for  Medical  Research;  Dr.  E.  L.  Steb- 
bins.  Director,  School  of  Hygiene  and  Public 
Health,  The  Johns  Hopkins  University;  Dr.  Nor- 
man Topping,  Vice  President  in  charge  of  Medical 
Affairs,  University  of  Pennsylvania,  and  Dr. 
Thomas  Turaer,  Professor  of  Microbiology,  School 
of  Hygiene  and  Public  Health,  The  Johns  Hopkins 
University. 

The  pharmaceutical  houses  manufacturing  the 
Salk  vaccine  agreed  to  supply  the  National  Foun- 
dation sufficient  vaccine  to  immunize  all  children 
in  the  first  and  second  grades  throughout  the 
United  States  and  its  tendtories,  and  all  children 
who  participated  in  the  1954  field  trials  but  who 
did  not  receive  vaccine.  The  total  number  of 
these  children  is  estimated  to  be  9,000,000. 

Reducing  the  number  of  doses  that  can  be  given 
before  the  oncoming  epidemic  season  from  three 
to  two,  as  recommended  by  Dr.  Salk,  will  require 
the  use  of  approximately  9,000,000  less  doses  of 
1 cc.  each  than  would  otherwise  have  been  neces- 
sary. These  9,000,000  doses  will  remain  with  the 
pharmaceutical  houses  for  distribution  through 
commercial  channels  and  will  provide  the  first 
two  doses  for  an  additional  4,500,000  children 
immediately. 

Since  Dr.  Salk’s  recommendation  is  that  the 
third  dose  be  given  not  earlier  than  seven  months 
later,  it  will  be  impossible  for  the  National  Foun- 
dation to  offer  that  dose  to  the  same  children,  for 
obvious  reasons.  This  fact,  however,  will  be  com- 
pensated by  the  immediate  availability  through 
commercial  channels  of  the  first  two  doses  for  an 
additional  four  and  a half  million  children  because 
of  the  National  Foundation’s  following  Dr.  Salk’s 
recommendations. 

The  National  Foundation  >vill  offer  a booster 
dose  to  the  500,000  children  who  actually  received 
vaccine  in  the  1954  field  trials,  which  was  also 
recommended  by  Dr.  Salk. 

Dr.  Van  Riper  also  announced  that  the  National 
Foundation  was  requesting  all  pharmaceutical 
houses  to  ship  immediately  sufficient  vaccine  to 
cover  the  first  dose. 
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CONFERENCE  ON  VACCINE  ALLOCATION: 
AMA  TO  PARTICIPATE 

Following  announcement  that  the  Salk  vaccine 
was  effective  in  preventing  poliomyelitis,  these 
developments  occurred  in  Washington; 

1.  President  Eisenhower  ordered  a national'  sur- 
vey to  determine  a fair  voluntary  method  for 
allocating  supplies,  with  a general  conference  of 
interested  associations  scheduled  on  April  22. 

2.  The  White  House  announced  that  full  in- 
foiTnation  on  Dr.  Salk's  vaccine  would  be  turned 
over  to  every  nation  with  which  the  U.  S.  has 
diplomatic  relations,  including  a number  behind 
the  Iron  Cui’tain.  This  was  regarded  mainly  as  a 
humanitarian  gesture,  as  data  on  the  vaccine  and 
the  field  tests  have  been  made  public. 

3.  The  Department  of  Health,  Education,  and 
Welfare  officially  licensed  six  firms  to  manu- 
facture and  sell  the  product,  thereby  leaving  de- 
cisions on  allocation  and  price  in  the  hands  of 
private  industiy,  public  health  departments,  and 
physicians. 

Under  instructions  from  President  Eisenhower, 
Seci’etaiy  Hobby  of  the  Department  of  Health, 
Education,  and  Welfare  has  begun  a survey  to 
determine  the  best  way  to  insure  tbe  “fair  dis- 
tribution” of  Salk  poliomyelitis  vaccine  to  children 
in  greatest  need  of  it.  The  President  said  he  was 
interested  in  setting  up  a voluntary  system  for 
allocating  the  product  until  expanding  production 
facilities  can  meet  the  demands. 

Mrs.  Hobby  already  has  held  conferences  with 
medical  officers  of  federal  agencies  to  get  basic 
information  and  their  recommendations.  Next 
step  is  contact  with  representatives  of  the  AMA 
and  other  groups,  as  spokesmen  for  physicians, 
and  with  representatives  of  all  other  interests  in- 
volved in  the  vaccine  question,  including  pharma- 
ceutical houses.  A meeting  was  tentatively  sched- 
uled for  Friday,  April  22,  when  these  groups  would 
meet  with  government  officials. 

Pres.  Eisenhower  asked  that  the  discussions  cover 
two  points,  “to  insure  that  channels  of  distribution 
of  the  vaccine  be  kept  open  and  that  equal  op- 


portunity of  treatment  is  given  every  section  of 
the  country.”  He  said  he  wanted  a mechanism 
set  up  whereby  the  doctors  and  the  drug  industry 
would  “see  to  it  that  no  child  who  should  receive 
the  vaccine  will  be  denied  it.” 

The  six  fii-ms  licensed  by  the  Department  of 
Health,  Education,  and  Welfare  to  make  and  dis- 
tribute the  vaccine  are:  Cutter  Laboratories, 

Berkeley,  Calif.,  Eli  Lilly  Co.,  Indianapolis,  Ind., 
Parke-Davis  & Co.,  Detroit,  Mich.,  Pittman-Moore 
Co.,  Zionville,  Ind.,  Sharp  and  Dohme,  Phila- 
delphia, Pa.,  and  Wyeth  Laboratories,  Inc.,  Mari- 
etta, Pa. 


INFORMATION  ON  INSECTICIDE 
POISONINGS  REQUESTED 

A special'  grant  has  been  made  to  the  Depart- 
ment of  Pathology,  Louisiana  State  University 
School  of  Medicine,  to  investigate  the  mechanism  of 
action  of  anticholinesterase  insecticides  and  the 
therapy  of  poisoning  resulting  from  excessive  ex- 
posure. The  widespread  use  of  Parathion  and 
TEPP  (tetraethyl  pyrophosphate)  in  agriculture, 
industry  and  the  home  is  causing  an  increased 
number  of  accidental  exposures.  Our  interest 
encompasses  clinical  obseiwations  as  well  as  studies 
on  fatal  cases  at  autopsy. 

If  a case  of  poisoning  by  any  of  the  anticho- 
linesterase insecticides  comes  to  your  attention, 
it  would  be  appreciated  greatly  if  you  would  al- 
low us  to  obtain  information  on  the  case.  Because 
of  the  rarity  of  this  condition  and  certain  unusual 
aspects  of  therapy  we  are  prepared,  when  re- 
quested, to  give  recommendations  as  to  treatment 
in  a surviving  patient.  We  are  also  prepared  to 
send  an  investigative  team  at  our  expense. 

Telephone  calls  to  report  cases  and  request  in- 
formation will  be  accepted  at  any  time,  day  or 
night,  to: 

Dr.  Stanley  H.  Durlacher,  New  Orleans, 
Franklin  4141,  collect 

Department  of  Pathology 
Louisiana  State  University 
School  of  Medicine 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

ANNUAL  MEETING 
LOUISIANA  HEART  ASSOCIATION 

The  Louisiana  Heart  Association  will  hold  its 
annual  meeting  on  June  16,  1955  in  the  Louisiana 
State  University  Medical  School  Auditorium,  New 
Orleans.  The  scientific  session  will  begin  at  2:00 
p.  m.,  followed  by  the  first  annual  assembly  of 
Louisiana  Heart  Association  members  at  4:00 
p.  m.  A public  forum  on  heart  disease  will  be  held 
at  8:00  p.  m.,  sponsored  by  the  Louisiana  State 
University  Medical  School  and  the  Louisiana  Heart 
Association. 

CAUSES  AND  CURES  TOLD 
FOR  BACKACHES 

Standing  erect  may  help  distinguish  man  from 
the  animals  but  it  certainly  lets  him  in  for  a 
lot  of  trouble,  a doctor  of  public  health  said  re- 
cently. 

Dr.  James  A.  Tobey,  Newton,  Conn.,  said  the 
human  skeleton  “is  not  particularly  well  adapted 
to  the  upright  position,”  except  for  a short  time 
when  a man  is  young,  “lean,  lithe,  and  buoyant.” 
The  rest  of  his  life,  he  is  particularly  prone  to 
backache  and  other  ills  which  might  not  occur 
“if  he  ran  on  all  fours,”  Dr.  Tobey  said  in  the 
February  issue  of  Today’s  Health  magazine,  pub- 
lished by  the  American  Medical  Association. 

Instead  of  actually  standing  erect,  many  people 
“slouch  and  sag,  droop  and  sway,”  sometimes  be- 
cause of  fat  or  cares  and  emotional  stresses. 
Other  factors  are  extra  high  heels,  occupational 
hazards,  later  stages  of  pregnancy,  strains,  and 
disease.  Faulty  body  mechanics  is  one  of  the 
most  common  causes,  one  of  the  most  important, 
and  usually  the  easiest  to  correct. 

The  one-third  of  each  day  spent  in  bed  may  be 
a factor,  he  said.  Mattresses  should  be  flat  and 
even,  not  too  soft,  and  free  of  “hollows,  lumps 
and  slants.”  But  a good  mattress  is  not  enough. 


There  are  57  other  possible  causes  of  backache. 
Dr.  Tobey  said. 


CRIPPLED  CHILDREN’S  HOSPITAL 
COMPLETED 

The  $1,750,000  Crippled  Children’s  Hospital  at 
New  Orleans  has  been  completed  and  has  received 
its  fii’st  patients.  The  facility,  which  will  provide 
convalescent  and  rehabilitation  care  in  beautiful 
modem  surroundings,  is  open  to  patients  from 
the  entire  state.  Initial  patients  are  from  Lafay- 
ette, Crowley  and  New  Orleans. 

Children  undergo  surgery  or  pass  the  acute 
stage  of  their  illness  in  general  hospitals,  then 
are  transferred  to  the  Crippled  Children’s  hospi- 
tal. After  they  no  longer  require  hospitalization, 
they  may  receive  follow  up  care  through  the  hos- 
pital’s extra  large,  air-conditioned  outpatient  de- 
partment. 

The  hospital  has  50  beds  for  inpatients,  x-ray, 
laboratory,  examination  rooms,  physical  therapy 
cubicles,  a Hubbard  tub,  whirlpool  bath,  thera- 
peutic pool,  plaster  cast  facilities,  a large,  spe- 
cially equipped  gymnasium,  occupational  therapy 
workshop,  music  room,  two  classrooms  and  other 
facilities. 

Care  of  the  patients  may  be  financed  through 
the  state  health  department.  National  Foundation 
for  Infantile  Paralysis,  National  Society  for 
Crippled  Children  and  Adults  and  other  health 
organizations,  insurance  plans,  or  by  the  patient, 
according  to  his  ability  to  pay.  All  children  up 
to  the  age  of  21,  regardless  of  creed,  color  or 
ability  to  pay  may  be  admitted,  but  they  must  be 
handicapped  children  for  convalescent  or  rehabili- 
tation care,  and  in  no  case  are  they  to  be  alcoholic, 
insane,  custodial  whether  due  to  mental  or  physical 
handicaps,  narcotics  addicts  or  have  a communi- 
cable disease. 

Further  information  may  be  obtained  from  the 
Administrator,  Crippled  Children’s  Hospital,  200 
Henry  Clay  Avenue,  New  Orleans. 


216 


Book  Revieivs 


BOSTON  CLINICAL  MEETING 
AMERICAN  MEDICAL  ASSOCIATION 
November  29-December  2,  1955 
All  persons  who  desire  a place  on  the  lecture 
program  at  the  Boston  Clinical  Meeting  of  the 
American  ^Medical  Association  are  urged  to  com- 
municate immediately  with  the  Chairman  of  the 
Program  Committee — Theodore  L.  Badger,  M.  D., 
c/o  Massachusetts  Medical  Society,  22  The  Fen- 
way, Boston  15. 

Applications  for  space  in  the  Scientific  Exhibit 
are  now  available  and  will  be  sent  on  request. 
Exhibits  will  supplement  the  lectures  as  far  as 
possible,  and  should  portray  subjects  of  a broad 
general  interest.  Requests  for  application  should 
be  sent  to  the  Secretary,  Council  on  Scientific 
Assembly,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  Illinois. 


ANNUAL  ASSEMBLY  IN 
OTOLARYNGOLOGY 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  announces  its  An- 
nual Assembly  in  Otolaryngologj'  from  September 
19  through  October  1,  1955.  This  Assembly  will 
consist  of  two  parts. 

Part  I.  September  19  through  September  24, 
1955,  will  be  devoted  to  surgical  anatomy  of  the 
head  and  neck,  fundamental  principles  of  neck 
surgerj’  and  histopathologj’  of  the  ear,  nose  and 
throat.  This  week  will  be  under  the  personal 
direction  of  Maurice  F.  Snitman,  M.  D. 

Part  II.  September  26  through  October  1,  1955, 
will  be  devoted  entirely  to  lectures  and  panel  dis- 
cussion of  advancements  in  otolarjngologj’.  The 
chairman  of  this  section  will  be  Emanuel  ]\I.  Skol- 
nik,  M.  D. 

Registration  is  optional  for  one  or  both  weeks. 


TENTH  ANNUAL  SCHERING  AWARD 
COMPETITION  OPENS  FOR  NATION’S 
MEDICAL  STUDENTS 

The  tenth  annual  Sobering  Award  competition 
for  medical  students  has  opened,  it  was  announced 
by  Robert  W.  Burlew,  M.  D.,  chairman  of  the 
award  committee.  Its  aim  is  to  encourage  medical 
writing  and  exploration  of  current  research  liter- 
ature. 


Titles  of  three  subjects  on  which  American  and 
Canadian  students  are  invited  to  submit  papers 
this  year  are:  Current  Concepts  in  the  Manage- 
ment of  Osteoporosis;  Prevention  and  Treatment 
of  Blood  Ti’ansfusion  Reactions;  and  Recent 
Trends  in  the  Clinical  Use  of  Adrenocortical 
Steroids. 

Both  a $500  first  prize  and  a second  one  of  $250 
will  be  awarded  for  each  of  the  three  subjects. 
Outstanding  authorities  in  each  field  will  select 
the  winners.  Special  recognition  in  the  fonn  of 
a professional  gift  will  be  given  each  student  sub- 
mitting a meritorious  paper. 

Deadline  for  entry  forms  specifying  the  choice 
of  title  is  July'  1st.  Manuscripts  should  be  mailed 
not  later  than  October  1st.  Students  may  compete 
individually'  or  cooperatively  in  teams. 

Information  and  instructions  for  the  award 
competition  are  available  from  the  Sobering  Award 
Committee,  60  Orange  Street,  Bloomfield,  N.J. 


PHYSICIANS  OFFER  IDEAS  ON  AUTO 
SAFETY 

Physicians  are  continuing  their  search  for  a 
way'  to  reduce  highway'  accident  deaths. 

Two  physicians,  in  letters  published  in  a recent 
(Feb.  5)  Joui-nal  of  the  American  Medical  Asso- 
ciation, today'  debated  the  merits  of  auto  safety 
belts  and  agreed  that  belts  alone  are  not  the  en- 
tire answer.  They'  said  over-all  automobile  design 
must  be  improved  and  other  safety'  measures  de- 
veloped. 

The  A. INI. A. ’s  House  of  Delegates,  meeting  in 
San  Francisco  in  June,  passed  a resolution  calling 
for  wider  use  of  safety  belts,  and  recommending 
that  auto  manufacturers  emphasize  safety  in  all 
car  designs. 

Dr.  John  H.  Schaefer,  Los  Angeles,  said  he  be- 
lieves that  auto  seat  belts  as  presently  designed 
will  save  no  lives.  He  said  a device  that  would 
distribute  force  evenly  over  a large  area  of  the 
body  and  would  yield  in  absorbing  this  force 
would  be  “valuable.” 

He  also  said  that  placing  seats  facing  badcvs'ard 
and  building  them  high  enough  to  support  the 
head  would  be  a “logical  answer  to  the  problem 
of  motor  car  collision,  but  I doubt  that  the  public 
would  accept  it.” 


BOOK  REVIEWS 


Hernia:  The  Pathologic  Anatomy  of  the  More 
Common  Hernias  and  Their  Anatomic  Repair; 
by  Chester  B.  McVay,  M.  D.,  Springfield,  Illi- 
nois, Charles  C Thomas,  Pp.  40,  Price  $4.75. 

This  is  an  excellent  review  of  the  hernia  problem 
in  general  and  the  more  common  hernias.  It  is 
well  witten  and  contains  numerous  self-explana- 
tory semi-diagrammatic  illustrations.  It  gives  a 


clear  concise  picture  of  the  anatomical  approaches 
and  is  recommended  for  use  by  surgeons  and 
students. 

Charles  C.  Abbott,  M.  D. 


Neck  Dissections ; by  James  Barrett  Bro^vn,  M.  D., 
and  Frank  JIcDowell,  M.  D.,  Springfield,  111., 
Charles  C Thomas,  1954,  Pp.  163,  Price  $7.50. 
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This  book  discusses  the  indications,  limitations, 
complications,  and  usefulness  of  neck  dissections. 
It  presents  techniques  of  various  types  of  neck 
dissections.  It  also  discusses  the  treatment  of  lip 
and  oropharyngeal  lesions.  The  discussion  of  pre- 
operative and  postoperative  treatment  is  good. 
There  are  many  pictorial  case  presentations  and 
a fine  series  of  colored  drawings  of  neck  dis- 
sections. It  is  recommended  to  anyone  interested 
in  cancer  of  the  lip,  oropharynx,  and  neck  dis- 
sections. 

Charles  C.  Abbott,  M.  D. 


Fundamentals  of  Neuropathology;  by  William 
Brooks  Dublin,  M.  D.,  Springfield,  Illinois, 
Charles  C Thomas,  1954,  Pp.  685,  $18.50. 

Of  the  several  textbooks  recently  published  on 
the  fundamentals  of  neuropathology.  Dr.  Dublin 
has  written  one  of  the  most  practical  and  read- 
able. The  purpose  of  this  book  is  to  emphasize 
neuropathology  in  terms  of  general  pathology. 
The  clinico-pathological  correlations  are  excellent 
and  make  the  book  good  reading  for  the  general 
pathologist  as  well  as  for  the  clinician.  Pertinent 
associated  pathological  findings  outside  the  central 
nervous  system  are  skilfully  blended  in  the  text. 
The  laboratory  techniques  are  discussed  in  the 
beginning  of  the  book  thus  orienting  the  reader 
in  the  interpretation  of  later  histologic  description. 
Laboratory  staining  methods  which  are  likely  to 
be  of  use  in  a general  pathology  laboratory  are 
emphasized.  Occasionally,  the  author  is  ambigu- 
ous in  his  description  of  a few  of  the  rarer  dis- 
eases, but  this  does  not  detract  from  the  general 
usefulness  of  the  book.  The  sections  of  the  book 
are  well  organized.  The  gross  and  microscopic 
descriptions  of  the  pathological  lesions  are  ade- 
quate. The  illustrations  are  excellent.  The  de- 
velopment of  the  nervous  system  and  the  histo- 
genesis of  its  several  cell  types  are  well  reviewed. 

This  is  a practical  textbook  of  neuropathology 
and  the  author  is  to  be  commended  for  his  clear 
and  concise  presentation  of  a difficult  subject.  In 
the  reviewer’s  opinion  the  bibliography  would  have 
served  a better  purpose  had  it  been  placed  at  the 
end  of  the  appropriate  chapters.  The  book  is 
printed  on  good  paper. 

This  textbook  fills  a long  recognized  need  and 
merits  little  adverse  criticism.  It  can  be  read  by 
clinician  and  pathologist  alike  with  considerable 
benefit  to  both. 

John  H.  Dent,  M.  D. 


Review  of  Medical  Microbiology;  by  Ernest  Ja- 
wetz,  Ph.  D.,  M.  D.,  Joseph  L.  Mel'nick,  Ph.  D., 
and  Edward  A.  Adelberg,  Ph.  D.,  Los  Altos, 
California,  Lange  Medical  Publications,  1954. 
Ulus.  Pp.  360.  Price  $4.50. 

This  modestly  priced,  paper-bound  textbook  is 
intended  primarily  for  the  medical  student,  house 
officer,  and  practicing  physician.  It  is  clearly 


and  concisely  written  with  the  effective  use  of 
underlines,  and  a revision  is  to  be  published  every 
two  years.  This  first  edition  seems  to  be  fairly 
cuiTent  on  most  subjects  and  offers  a broad  cov- 
erage, including  material  on  bacterial  cytology 
and  physiology,  variation,  culture  technics,  chemo- 
therapeutic and  other  antibacterial  agents,  as  well 
as  specific  information  on  the  most  important 
pathogenic  bacteria,  rickettsiae,  viruses  and  fungi. 

In  an  effort  to  limit  the  size  and  therefore  the 
cost  of  the  book,  the  writers  have  been  brief  to 
the  point  of  omitting  some  fairly  important  mat- 
ters, i.e.,  there  is  no  clear  discussion  of  bacterial 
hemolysis  on  blood  agar  plates  and  in  the  section 
on  blood  groups  no  mention  is  made  of  the  Rh 
factor.  The  discussion  of  the  Neisseria  group  is 
extremely  short,  no  more  space  being  devoted  to 
this  than  to  the  relatively  unimportant  pleuro- 
pneumonia-like organisms. 

The  order  of  chapters  is  faulty  in  one  instance: 
allergy,  hypersensitivity,  and  active  and  passive 
immunity  are  discussed  before  antigens  and  anti- 
bodies. 

A major  limitation  of  this  text  is  the  absence 
of  specific  references  other  than  a list  of  general 
reference  at  the  end. 

However,  the  book  is  readable,  concise,  up-to- 
date,  and  seems  to  be  especially  good  in  its  pres- 
entation of  the  material  on  viruses  and  rickettsiae. 

William  A.  Pierce,  Jr.,  M.  D. 


Textbook  of  Pediatrics ; by  Waldo  E.  Nelson,  M.  D. 
(ed.)  6th  ed.,  Philadelphia,  Pa.,  W.  B.  Saunders 
Company,  1954,  Pp.  1581,  Price  $15.00. 

This  edition  is  a continuation  of  the  Griffith, 
Griffith-Mitchell  series  of  text-books  on  Pediatrics. 
The  foundation  of  the  series  was  laid  many  years 
ago  by  Dr.  Griffith  of  Philadelphia  and  the  edi- 
torial responsibility  was  soon  shared  by  Graeme 
Mitchell  late  of  Cincinnati  and  at  his  death  Waldo 
E.  Nelson,  who  also  joined  Graeme  Mitchell  after 
the  death  of  Dr.  Griffith,  assumed  full  responsi- 
bility for  subsequent  editions.  The  series  for 
many  years  was  confined  to  one  volume,  later  it 
appeared  m two  volumes  and  is  now  presented  ir 
a single  volume  of  1581  pages. 

As  in  most  text-books  of  this  magnitude  Dr. 
Nelson  has  associated  with  him  72  contributing 
authors,  each  of  whom  are  outstanding  authorities 
in  the  special  field  of  pediatrics  on  which  they 
have  written  sections  or  chapters.  The  format 
has  been  very  much  improved  over  previous  edi- 
tions. The  two-column  page  is  used  in  keeping 
with  what  has  now  become  a conventional  style. 
It  has  long  since  been  agreed  that  this  style  en- 
ables the  reader  to  use  a minimum  amount  of 
ocular  effort  because  of  the  short  lines. 

The  plan  of  the  entire  book  as  shown  in  the 
table  of  contents  enables  the  reader  quickly  to 
obtain  the  information  sought  with  the  expenditure 
of  a minimum  amount  of  time  and  effort.  The 
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text  throughout  the  book  is  adequately  illustrated 
with  good  photographs  and  a few  colored  plates. 

This  edition  is  dedicated  to  “The  Doctor  devoted 
to  the  welfare  of  children”  as  exemplified  by  Dr. 
Frank  E.  Stevenson,  a colleague  of  the  editor  and 
contributors — whose  influence  is  continued  in  the 
many  physicians  who  as  students,  interns,  and 
resident  physicians  saw  in  him  an  ideal. 

This  book  will  continue  to  serve  students,  gen- 
ei'al  practitioners,  and  specialists  in  pediatrics 
just  as  previous  editions  have  down  through  the 
years. 

Robert  A.  Strong,  M.  D. 


Pediatric  Diagnosis;  by  Morris  Green  and  Julius 
B.  Richmond,  Philadelphia  and  London,  W.  B. 
Saunders  Company,  1954.  Pp.  436 — xvii.  Price 
$10.00. 

In  Pediatric  Diagnosis  the  authors  clearly  sum- 
marize the  diagnostic  approaches  used  by  the  well 
grounded  and  thoughtful  pediatrician.  Skilfully 
woven  into  the  text  are  certain  therapeutic  meas- 
ures which  the  reader  will  find  valuable  additions 
to  his  armamentarium.  The  importance  of  growth 
and  development  as  it  effects  the  evaluation  of 
signs  and  symptoms  is  clearly  presented. 

This  book  should  appeal  to  a broad  range  of 
readers.  The  pediatrician  will  enjoy  and  profit 


by  the  excellent  review.  General  practitioners  will 
find  reading  this  book  an  extremely  painless  way 
to  improve  his  appraisal  of  both  the  sick  and  the 
healthy  child.  The  medical  student  likewise  will 
find  this  text  most  helpful  when  he  is  introduced 
to  the  complex  phenomena  presented  by  his  first 
pediatric  patients. 

One  of  the  virtues  of  the  book  is  the  fact  that 
many  controversial  and  unimportant  details  are 
omitted.  The  references  are  incorporated  in  the 
text  and  have  been  carefully  selected.  This  inno- 
vation will  serve  to  stimulate  the  reader’s  interest 
in  the  available  current  literature. 

In  general  this  is  an  excellent  book.  The  au- 
thors are  to  be  commended  on  their  concise  presen- 
tation of  a broad  and  difficult  subject. 

John  H.  Dent,  M.  D. 


PUBLICATIONS  RECEIVED 

The  Philosophical  Library  Inc.,  N.  Y. : Pomp 

and  Pestilence;  In^pctious  Disease,  Its  Origin  and 
Conquest,  by  Ronald  Hare,  M.  D.;  Management  of 
Addictions,  by  Edward  Podolsky,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Reflections  on  Renal  Function,  by  James  R.  Robin- 
son, M.  D.,  Ph.  D.;  Bi’itish  Journal  of  Haematol- 
ogy, edited  by  J.  V.  Dacie,  M.  D. 
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DRAMAMiNE®  IN  VERTIGO 


I . Barany  Pointing  Test.  The  patient  points  at  a stationary  object,  first  with  his  eyes  open 
and  then  dosed.  A constant  error  in  pointing  (past  pointing)  with  his  eyes  dosed  in  the 
presence  of  vertigo  indicates  peripheral  labyrinthine  disease  or  an  intracranial  lesion. 


2.  The  Caloric  (Barany)  Test. 

The  patient  sits  with  his  eyes  fixed  on 
a stationary  object  and  the  external 
ear  caned  is  irrigated  with  hot  d 10  to 
120  F.)  or  cold  (68  F.)  water.  If  the 
vestibular  nerve  or  labyrinth  is  de- 
stroyed, nystagmus  is  not  produced 
on  testing  the  diseased  side. 


3.  The  Rotation  (swivel  chair)  Test. 
The  patient  sits  in  a swivel  chair  with 
his  eyes  dosed  and  his  head  on  a level 
plane.  The  chair  is  turned  through  ten 
complete  revolutions  in  twenty  seconds. 
Stimulation  of  a normal  labyrinth  will 
cause  nystagmus,  past  pointing  of  the 
army  and  subjective  vertigo. 


Notes  on  the 


Diagnosis  and  Management  of  “Dizziness” 


I.  Vertigo 


The  term  “dizziness”  (vertigo) 
should  be  restricted  to  the  sensa- 
tion of  whirling  or  a sense  of  mo- 
tion.* This  sensation  is  usually  of 
organic  origin  and  is  the  tangible 
symptom  of  a specific  pathology. 

Moderate  vertigo,  with  a sense 
of  motion  and  a whirling  sensa- 
tion, may  be  produced  by  infec- 
tion, trauma  or  allergy  of  the 
external  or  middle  ear.  Examina- 
tion of  the  ear  will  usually  dis- 
close the  abnormality. 

Severe  vertigo,  which  will  not 
permit  the  patient  to  stand  and 
causes  nausea  and  vomiting,  in- 
dicates an  irritation  or  destruction 
of  the  labyrinth.  The  specific  con- 
dition may  be  labyrinthine  hy- 
drops, an  acute  toxic  infection, 
hemorrhage  or  venospasm  of  the 


labyrinth  or  a fracture  of  the  laby- 
rinth. Multiple  sclerosis  and 
pathology  of  the  brain  stem  should 
be  considered  also. 

It  is  important  to  learn  if  the 
patient’s  sensation  is  continuous 
or  paroxysmal. 2 Paroxysmal  ver- 
tigo suggests  specific  conditions: 
Meniere's  syndrome,  cardiac  dis- 
ease and  epilepsy.  Continuous 
vertigo  without  a pattern  may  be 
due  to  severe  anemia,  posterior 
fossa  tumor  or  eye  muscle  im- 
balance. 

Dramamine®  has  been  found 
invaluable  in  many  of  these  con- 
ditions. In  mild  or  moderate  ver- 
tigo it  often  allows  the  patient  to 
remain  ambulatory.  A most  satis- 
factory treatment  regimen  for 
severe  “dizziness”  is  bedrest,  mild 


sedation  and  the  regular  adminis- 
tration of  Dramamine. 

Dramamine  is  also  a standard 
for  the  management  of  motion 
sickness,  is  useful  for  relief  of 
nausea  and  vomiting  of  radiation 
sickness,  eye  surgery  and  fenestra- 
tion procedures. 

Dramamine  (brand  of  dimen- 
hydrinate)  is  supplied  in  tablets 
(50  mg.)  and  liquid  (12.5  mg.  in 
each  4 cc.).  G.  D.  Searle  & Co., 
Research  in  the  Service  of  Medicine. 

1.  Swartout,  R.,  Ill,  and  Gunther.  K.: 
“Dizziness:”  Vertigo  and  Syncope,  GP 
5.-35  (Nov.)  1953. 

2.  DeWeese,  D.  D. : Symposium  : Medical 
Management  of  Dizziness:  The  Impor- 
tance of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  5^.694  (Sept.-Oct.)  1954. 
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Particularly  now. . . 

Why  is  KENT  the  one 
fundamentally  different 
filter  cigarette? 


The  more  brands  of  filter  cigarettes  that 
are  introduced— the  more  innovations  in 
filtering— the  clearer  becomes  the  differ- 
ence in  KENT.  Consider  for  a moment  why. 

Only  KENT,  of  all  filter  brands,  goes  to 
the  extra  expense  to  bring  smokers  the 
famous  Micronite  Filter.  All  others  rely 
solely  on  cotton,  paper  or  some  form  of 
cellulose. 


Indeed,  the  material  in  Kent’s  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  KENT  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
—why  KENTis /Jrorcd effective inimpartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  Kent’s  flavor  is  not  only  light  and 
mild.  It  stays  fresh-tasting,  cigarette  after 
cigarette. 

May  we  suggest  you  evaluate  KENT  for 
yourself,  doctor?  \\  e firmly  believe  that, 
with  the  first  carton,  you  will  reach  the 
same  conclusion.  As  always,  there  is 
difference  in  KENT.  And  now  more  than 
ever  before. 


with  exclusive 

MICRONITE 

FILTER 
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More  Boar 


f OR  THE  MONEY! 


([SaitlCraft^ 


Troll  from  comfortable  swivel  chairs.  Get 


mackerel,  tarpon,  cobia,  sailfish! 


Ladies  love  the  big,  roomy  cabin 
luxurious  equipment  and  galley. 


A Profitable  Investment 
in  Good  Times  Afloat! 

When  symptoms  indicate  recreation  afloat, 
here  is  the  boat  that  fills  your  prescription 
with  integrity.  Thirty  feet  of  sturdy  steel 
Safticraft,  made  by  craftsmen  familiar  with 
Gulf  water  requirements  for  top  perform- 
ance and  safety.  Speed  up  to  23  miles  per 
hour.  Comfortably  large  enough  for  yourself 
and  your  family  or  friends.  Luxuriously  ap- 
pointed. Sleeps  four  restfully.  Because  it  is 
built  right  here  in  Louisiana,  you  have  the 
finest  service  facilities  close  at  hand.  We 
make  smaller — and  larger  models,  but  this 
size  has  proved  to  be  the  outstanding  favor- 
ite among  professional  men  from  coast  to 
coast.  This  season,  invest  in  life-preserving 
relaxation  and  fun  afloat.  Send  in  the  cou- 
pon for  further  details  and  prices. 


Air  foam  mattresses,  good,  stable 
design,  make  for  restful  sleep. 


E.  W.  & A.  P.  Dupont,  Inc.,  Dept.  M 
Morgan  City,  La. 

Please  send  me  details  on  the  Safticraft  Express  Flagliners: 

□ 30’  Flagliner  Express  □ 34’  Flagliner  Express 

□ 36’  Flagliner  Express 

Name 


Address- 
City 


_State_ 
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‘ANTEPAR’ 


© 


* 


for  '^This  Wormy  World' 


f: 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pad.S,Qf  jdirectLons  sheets  fq^jjatients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


in  its  completeness 
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PILLS 


Digitalis  I 

< Davies.  Rose) 

0.1  Gram 


(awm.  IH  gr»in») 
C.^UTION;  Federal 
lew  prohibits  dUpens- 
ing  witbopt  pcMcTip. 
tion  

MVItS.  »BSI  t C8.  U1 
Bass,.  B S-* 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 
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Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  ore 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because  

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
^ lapse.  Insulated  by  a special  layer  of  Texon  which 

also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 
There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


Results  With 


ANTE PAR 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.H.R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 


ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


I 

I 

1 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

:•  J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

’ ' - Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

* TABLETS  OF  'ANTEPAR'  Citrate  brand 

' Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


on  all  4 counts 


wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 

'he  decision  often  favors 


HYDROCHLORIDE 


* 


TETRACYCLINE  HCI  LEDERLE 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 

With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 


LEDERLE  LABORATORIES  DIVISION  AMERicA.vCifanamid companv  P63rl  RivGr,  Ngw  York 


*REG.  U.  S.  PAT.  OFF. 
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New,  Well  Tolerated  Medium 
for  Excretory  Urography 


DIAGNOSTIC  FILMS 

in  a series  of  1123  patients 


Write  for  detailed  literature  or  consult  your  local 
Winthrop-Stearns^  representative. 


Hypaque  sodium,  brand  of  diatrizoate  sodium  (sodium  3,5-diacetamido-2,4,6-triiodobenzoate) 

A M. A.  CONVENTION,  JUNE  6-10,  1955,  VISIT  OUR  BOOTHS  #12-14  AND  C 11-13 


. . . a comfortable  voyage  now  assured  with 


BRAND  OF  MECLtZINE  HYDROCHLORIDE 


the  first  motion-sickness  preventive 
effective  in  a single  daily  dose 

prevents  or  relieves  motion  sickness 
due  to  all  forms  of  travel 

available  on  prescription  only  for 
full  physician  supervision 

Bonamine^^  Msc/id  in  controlling  the 
nausea,  vomiting  and  vertigo  associated 
with  vestibular  and  labyrinthine  disturbances, 
cerebral  arteriosclerosis,  radiation  therapy 
and  Meniere’s  syndrome. 

Supplied  in  scored,  tasteless  25  mg.  tablets, 
boxes  of  8 and  bottles  of  100  and  500. 
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widely  prescribed 

\ 

for  oral  penicillin  therapy 

PENTIDS 

SQUIBB  200,000  UNIT  PENICILLIN  G POTASSIUM 

TABLETS  I CAPSULES 


for  adults 


proved  effectiveness 


for  infants  & children 


open  and  add 
soluble  penicillin  to 
fruit  juice  . . . 


convenient  dosage  ...  cola,  ginger  ale,  etc. 


economical  for  patient 
Bottles  of  12  and  100 


. . . milk  or  formula 
Bottles  of  24  and  100 


PCNtics®  IS  A sou«ea  roAceM 


Squibb 
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new  Analomalic  “Century  II” 

well  within  reach  of  the  modest  budget 

soon 

coll  in  your  local  Picker  representative 


What^S  new  in  x-ray  equipmonl? 


, 


plahned-to-praciMce  x-ray  units 
with  “dial-the-porf  ’ automation 


Address 

City  - Zone Stote. 


Nome 


or  send  this 

siniiimm 


Picker  X-Ray  Corp.,  25  So.  Bway.,  White  Plains,  N.  Y. 
Send  me  information  about  "Anatomatic"  Century  II 


PICKER  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 
LAFAYETTE,  LA.,  407  Roosevelt  Street  HATTIESBURG,  MISS.,  618  S.  19th  Street 
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ENJOY  A SCIENTIFIC  VACATION 

AT  THE  AIR  CONDITIONED  SHAMROCK  HOTEL,  HOUSTON,  TEXAS 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 
TWENTY-FIRST  ANNUAL  MEETING 
JULY  18,  19,  20,  1955 

GUEST  SPEAKERS 


Gynecology 

A.  N.  ARNESON,  M.  D.,  St.  Louis 
Proctology 

GARNET  W.  AULT,  M.  D.,  Wash.,  D.  C. 
Orthopedics 

WALTER  P.  BLOUNT,  M.  D.,  Milwaukee 
Surgery  of  Trauma 

JAMES  BARRETT  BROWN,  M.  D.,  St.  Louis 
Psychiatry 

EWALD  W.  BUSSE,  M.  D.,  Durham 
Dermatology 

J.  LAMAR  CALLAWAY,  M.  D.,  Durham 
Pathology 

PAUL  R.  CANNON,  M.  D.,  Chicago 
Internal  Medicine 

DONALD  F.  HILL,  M.  D.,  Tucson 

E.  A.  HINES,  M.  D.,  Rochester,  Minn. 

MAURICE  S.  SEGAL,  M.  D.,  Boston 


Geriatrics 

THOMAS  M.  DURANT,  M.  D.,  Philadelphia 
Otolaryngology 

FRANK  D.  LATHROP,  M.  D.,  Boston 

F.  JOHNSON  PUTNEY,  M.  D.,  Philadelphia 
Ophthalmology 

JOHN  M.  McLEAN,  M.  D.,  New  York  City 

ALGERNON  B.  REESE,  M.  D.,  New  York  City 
Surgery 

GEORGE  T.  PACK,  M.  D.,  New  York  City 

HAROLD  A.  ZINTEL,  M.  D.,  New  York  City 
Urology 

TRACY  O.  POWELL,  M.  D.,  Los  Angeles 
Pediatrics 

JOSEPH  STOKES,  JR.,  M.  D.,  Philadelphia 
Obstetrics 

H.  HUDNALL  WARE,  JR.,  M.  D.,  Richmond,  Va. 


REGISTRATION  FEE  $20.00  INCLUDES: 

(KKI)UCED  FEE  OF  $10.00  TO  DOCTOKS  ON  ACTIVE  DUTY  IN  THE  ARMED  FORCES) 

SCIENTIFIC  PROGRAM;  THREE  LUNCHEONS;  ENTERTAINMENT;  SCIENTIFIC  AND  TECHNICAL 
EXHIBITS;  SPECIAL  ENTERTAINMENT  FOR  THE  LADIES 

Meeting  simultaneously  will  be  three  separate  sections;  Medical,  Surgical  and  Ophthalmology  & 

Otolaryngology. 

Please  Register  now,  mailing  your  check  to  the  Postgraduate  Medical  Assembly  of  South  Texas, 
412  Jesse  H.  Jones  Library  Building,  Houston  25,  Texas. 


.Since  1860  A.  S.  Aloe  Company  lia.s  seen  three  gen- 
erations of  physicians  open  tlieir  offices  for  the 
[iractice  of  medicine,  and  has  always  stood  hy  with  a 
helping  hand.  Whether  you  plan  to  hegin  i>ractice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  liave  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearhy 
locations. 

K(|uipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regidar  “new  office”  extended  payment  plan. 

Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  he  published  to  our 
field  force.  Write  or  see  your  local  rei)resentative 
for  complete  details. 


S«  AMjOE  OF  LOUISIANA  142.5  Tulanc  Ave.,  New  Orleans  12,  La. 

ST.  LOUIS  LOS  ANGELES  SAN  FRANCISCO  SEATTLE  MINNEAPOLIS 

KANSAS  CITY  DALLAS  ATLANTA  WASHINGTON,  D.  C. 
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they  benefit  f om 


Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 
to  maintain  protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 

VIRTUALLY  FAT  AND  SODIUM  FREE  ('Less  than  0.03%  Na\ 

Hess  than  1.0%  Fat/ 


The  National  Drug  Company  Philadelphia  44,  Pa. 


Available:  Delicious  in  either  vanilla 
or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb., 
5 lb.,  and  25  lb.  containers. 


*VI-PROTINAL— Palatable  whole  protein-carbohydrate-vitamin-mineral  mixture  of  high  biological  value 


30 


ADVERTISEMENT  DEPARTMENT 


DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


TO  FUJI R -FIIJJR- 
YOUR  SMOKE 
WHILE  THE  RICH"RICH 
FLAVOR  COMES  THROUGH 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 

20i000  Filtei'Daps 

IN  EVERY  FILTER  TIP 


WORLD'S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy 

'filter  '^ip 

CIGARETTES 

KING-SIZE 


Upjohn 


Ulcer  protection 
that 

lasts  all  night; 


Famine  tablets 


Bromide 


ftEQISTEREO  TRADEMARK  FOR  THE  UPJOHN  BRAND  OF 


METHSCOPOLAMINE 


Each  tablet  contains: 
Methscopolamine  bromide 

2.S  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before 
meals,  and  1 to  2 tablets  at 
bedtime. 

Supplied: 

Bottles  of  100  and  500  tablets. 

The  Upjohii  Company,  Kalamazoo,  Michigan 
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Meat. 


• • 


Dietary  Cholesterol 

and  Vascular  Sclerosis 


Recent  studies  reaffirm  the  "hypothe- 
sis that  atherosclerosis  is  fundamen- 
tally a metabolic  disease  subject  to 
important  dietary  influences”*  and  do 
much  to  refute  contentions  that  foods 
containing  cholesterol  should  be 
avoided  in  general  diets. 

Arterial  disease  resembling  that  in 
human  subjects  was  produced  in 
Cebus  monkeys  fed  diets  high  in  cho- 
lesterol and  low  in  sulfur  amino  acids. 
Within  2 to  8 weeks  after  initiation 
of  the  regimen  serum  concentration  of 
cholesterol  rose  to  levels  of  300  to  800 
mg.  per  100  ml.  "The  hypercholester- 
olemia could  be  largely  prevented  by 
feeding  1 gram  per  day  of  dl-methio- 
nine  or  1-cystine  as  supplements  to  the 
diet.”  Also,  the  elevated  cholesterol 
levels  "could  be  restored  to  normal  by 
feeding  1 gram  of  dl-methionine  but 
only  partially  restored  by  0.5  gram  of 
1-cystine  daily.” 

According  to  the  investigators,  the 
"vascular  lesions  were  in  the  ascend- 
ing aorta  but  extended  from  the  valves 
of  the  left  ventricle  to  the  proximal 
portions  of  the  carotid  and  femoral 
arteries  . . . The  aortic  lesions  were 
chiefly  characterized  by  the  presence 
of  lipid-laden  phagocytes  and  increase 
in  collagen  and  elastic  fibers.  The  lipids 
were  in  part  cholesterol  derivatives.” 

1.  Mann,  G.  V.;  Andrus,  S.  B.;  McNally,  A.,  and 
Stare,  F.  J.:  Experimental  .‘\therosclerosis  in 
Cebus  Monkeys,  J.  Exper.  Med.  98:195,  1953. 

2.  Okey,  H.:  Use  of  Food  Cholesterol  in  the  Animal 
Body;  Relation  of  Other  Dietary  Constituents, 
J.  Am.  Dietet.  A.  30:231  (Mar.)  1954. 

3.  McLester,  J.  S.,  and  Darby,  W.  J.:  Nutrition 
and  Diet  in  Health  and  Disease,  ed.  Phila- 
delphia, W.  B.  Saunders  Company,  1952,  pp. 
517-518. 


Cholesterol,  an  essential  metabolite 
produced  in  intermediary  metabo- 
lism,2  is  biosynthesized  from  dietary 
protein,  fat,  and  carbohydrate.*  Nor- 
mally, its  synthesis  is  exquisitely  con- 
trolled to  insure  adequacy  as  well  as 
to  protect  against  an  oversupply. 
Furthermore,  considerable  evidence 
indicates  that  an  increased  cholesterol 
intake  is  not  an  etiologic  factor  in 
alleged  aberrations  of  cholesterol 
metabolism  such  as  atherosclerosis. 

In  widely  variable  amounts,  choles- 
terol occurs  in  foods  of  animal  origin  — 
meat,  poultry,  fish  and  marine  foods, 
eggs,  milk  products— all  foods  of  great 
nutritive  value.*  Present  knowledge 
in  no  way  warrants  alteration  in  the 
customary  consumption  of  these  foods 
because  of  their  contained  cholesterol. 

Skeletal  muscle  of  beef,  lamb,  pork, 
and  veal  provides  but  small  amounts 
of  cholesterol,  approximately  0.06  Gm. 
per  100  Gm.  moist  weight  of  meat.* 
Since  atherosclerosis  may  interfere 
sharply  with  normal  nutrition,  the 
patient  should  consume  diets  rich  in 
protein  foods  (such  as  meat),  vitamins, 
and  fruit.®  In  addition  to  high  quality 
protein,  meat  supplies  valuable 
amounts  of  needed  B vitamins  and 
essential  minerals. 

4.  Editorial:  The  Biosynthesis  of  Cholesterol, 
J.A.M.A.  752:1435  (Aug.  8)  1953. 

5.  Okev,  R.:  Cholesterol  Content  of  Food,  J.  Am. 
Dietet.  A.  27:341  (June)  1945. 

6.  Wright,  I.  S.:  Arteriosclerosis,  in  Stieglitz,  E.  J.: 
Geriatric  Medicine,  Medical  Care  of  Later 
Maturity,  ed.  3,  Philadelphia,  J.  B.  Lippincott 
Company,  1954,  chap.  28,  p.  413. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Ihanlc  you  Schr  ibt  kllir^  twfhet  afcouf. 


he  Befit  TasKhq  Afipirin  you  eati  pmseribe 
l^he  Ra\/or  Pemaihfi  fi-fable  domioihe.  lasf  fablef 
Baffle  of  24  -fableffi  ( each ) 


ITe  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 


. . . long  recognized  tor  outstanding 

results  and  economy 


in  infant  feeding 


► 

► 

► 

► 

► 


Unusually  well  tolerated  and  easy  to  digest 
because  of  zero  curd  tension. 

Assures  optimal  growth  and  development, 
since  it  contains  one-third  more  protein 
than  does  breast  milk. 

Reinforced  with  iron  and  fortified  with 
vitamins  A and  D. 

May  be  prescribed  with  confidence  even  for 
prematures. 

So  convenient,  easy,  and  safe  to  prepare. 
Simply  stir  into  previously  boiled  water. 


A natural  all-milk  formula,  Lactogen 
jg  modified  with  milk  fat  and  milk  sugar 
to  approximate  the  fat  and  carbohydrate  com- 
position of  breast  milk.  It  is  pasteurized, 
homogenized  and  spray  dried.  In  addition  to 
supplying  one-third  more  protein  than  does 
breast  milk,  Lactogen  is  naturally  higher  than 
breast  milk  in  vitamin  Bg  and  is  fortified  with 
vitamins  A and  D and  iron.  Yet  Lactogen 
provides  all  these  vital  nutritional  needs  at 
remarkably  low  cost. 


THE  NESTLE  COMPANY,  INC.  - Professional  Products  Division 
White  Plains,  New  York 
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CLIN  IT  ESP 

«.  BRAND  . . 

for  rapid,  reliable  urine-sugar  testing 


AMES  DIAGNOSTICS 


Adjuncts  in  Clinical  Management 


AMES  COMPANY.  INC* ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto  €2855 


395 

life  insurance  companies  approve 


reliability  and  standardization  recognized  by 
9 out  of  10  leading  insurance  companies  jJ: 
convenience  and  time-saving  appreciated  by 
thousands  of  examining  physicians 
Recent  survey  of  437  insurance  companies 
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It’s  actually  easy  to  save  money  — when  you 
buy  I nited  Slates  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  ’ton  just  sign  an  application 
at  your  pay  office:  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rale  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly wliere  you  bank.  There’s  no  surer  place  to 
pul  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 

Safe  as  America^ 

U.S.  Savings  Bonds 


A red- nosed  Fokker 
slowly  spun  to  earth 


At  4:35  P.M.,  on  October  30,  1918,  a lone 
Spad  Itiplane,  marked  with  the  symbol  of 
the  “Hat-in-tlie-Ring”  Squadron,  hawked 
down  through  the  quiet  skies  over  Grande 
Pre.  Seconds  later,  a twenty-round  burst  of 
its  guns  smashed  full  into  the  center  of  a low- 
flying  Fokker  and  sent  the  German  plane 
swirling  earthward  like  an  autumn  leaf. 

The  squadron  C.O.,  Captain  Eddie  Ricken- 
hacker,  hatl  downed  his  last  enemy  plane  of 
the  war,  setting  a record  for  aerial  combat 
never  equaled:  26  victories  in  7 months.  It 
made  him  the  American  ace  of  aces. 

A year  earlier,  his  mother  had  written,  “fly 
slowly  and  close  to  the  ground”;  but  it  was 
advice  that  Eddie  Rickenbacker  — like  many 
of  his  fellow  Americans— has  never  been  able 
to  take.  His  calculating  courage,  ingenuity 
and  drive  are  typical  of  our  greatest  asset. 

Whicli  is  not  simply  factories,  farms,  or 
gold  — but  millions  of  a particular  kind  of 
people  called  Americans.  And  it  is  these 
people— people  like  yourself— who  stand  be- 
hind what  is  probably  the  world’s  finest  in- 
vestment: U.  S.  Series  E Savings  Bonds. 

To  buy  these  Bonds  is  to  join  them  in  their 
proud  confidence  of  their  country  and  its 
future  — and  to  protect  your  own  personal 
security  as  well. 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  thQ 
Advertising  Council  and  the  Magazine  Publishers  oj  America, 
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PSYCHIATRY  FOR  THE  GENERAL  PRACTITIONER 

AND 

NON-PSYCHIATRIC  SPECIALIST 

A Two-day  Review  Course  Arranged  by 
the  Department  of  Psychiatry  and  Neurology  of  the 
Louisiana  State  University  School  of  Medicine 
With  Guest  Lecturers  from  the  Department  of  Psychiatry 
and  Neurology  of  the  Tulane  University  School  of  Medicine 

The  course  will  consist  of  sixteen  hours  of  lectures  and  demonstrations  on  aspects 
of  psychiatry  relevant  to  general  practice  and  other  specialties.  Among  the  topics  to 
be  covered  will  be  "Essentials  of  Interviewing  and  Mental  Examination”,  "Psychosomatic 
Relationships”,  "The  Detection  of  Common  Psychiatric  Syndromes”,  "Psychotherapy 
for  the  General  Practitioner”,  "The  Use  of  the  Newer  Sedative  Drugs”,  "Management 
of  Minor  Psychiatric  Illnesses  and  Selection  of  Patients  for  Referral  to  Psychiatrists”. 

Dates  for  the  course:  Friday,  June  3rd  and  Saturday,  June  4th  from  8:00  a.  m.  to 
5:30  p.  m.  each  day. 

Fee  for  the  course  will  be  $15.00,  which  will  include  luncheon  on  Friday.  The  fee 
for  the  course  may  be  paid  at  the  time  of  registration. 

The  course  will  be  held  in  the  L.S.U.  School  of  Medicine’s  auditorium.  Registration 
will  be  at  7:30  a.  m.  on  Friday,  June  3rd. 

Physicians  interested  in  taking  the  course  should  apply  to  Dr.  Ian  Stevenson,  Chair- 
man of  the  course.  Department  of  Psychiatry,  Louisiana  State  University  School  of 
Medicine,  1542  Tulane  Avenue,  New  Orleans,  Louisiana. 


A NEW- BETTER -SERVICE  FOR  YOU 
A NEW  SOUTHWESTERN  BRANCH  FOR  US  . . . 


Served  by  your  local  representatives,  you  can  now  take  advantage  of  all  the 
world-wide  resources  of  V.  Mueller  & Company  — instrument  makers  to  the  profes- 
sion since  1895.  Really  fine  instruments — standard  and  special — and  modern  sur- 
gical equipment  are  available  here  for  every  field  of  modern  surgical  practice.  We 


offer  you  intelligent  service,  the  world 

Instruments  For  All  Surgery 
Herb-Mueller  Explosion-Proof  Ether- 
Vapor-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Office  & Hospital  Equipment 


's  finest  quality  products  at  moderate  prices. 

Cutter  Laboratory  Products 
Sutures — Dressings — All  Kinds 
Rubber  Goods — Sundries 
AN  EXCELLENT  REPAIR  SERVICE 
For  Diagnostic  and  Surgical 
Instruments 

Office  Sterilizers,  Autoclaves 


INSTRUMENT  MAKERS  TO  THE  PROFESSION  SINCE  1895 


CARMODY  ASPIRATOR  . . . 

For  all  office,  bedside,  and  many  surgi 
cal  procedures  . . . Dependable,  simple 
quiet  . . . Develops  to  25"  (Hg.)  vac 
uum,  spray  pressure  to  15  lbs.  . . 
Compact,  portable,  with  vacuum  gauge 
control  valve,  filter  in  spray  stream 
safety  trap,  full  quart  vacuum  bottle 
automatic  thermal  overload  protection 
Suction  tip,  cut-off,  tubings  included 
Each,  $145. 


^l/^cMcteUe^  & Gy. 

MEDICAL  ARTS  BUILDING  DALLAS  1,  TEXAS 

Telephone:  Prospect  4881 

MAIN  PLANT;  330  S.  HONORE  ST.,  CHICAGO  12,  ILLINOIS 
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LEDERLE 


POLIOMYELITIS 
IMMUNE  GLOBULIN 


(human) 


\ ' ■ . 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


★ 

Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 


LEDERLE  LABORATORIES  DIVISION 


AMERicA.v  Ciiamimit/  roMPANV  Pearl  River,  New  York 


PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D. 

DR.  EUGENE  L.  WENK 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C,  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 

Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AiND  SAJNDEKS  CLIINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  - 0796 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Raditim  Treatment 
and  Diagnosis 

DR.  ALFRED  T.  BUTTERWORTH 
Psychiatry 

4335  ST.  CHARLES  AVENUE 
JAckson  0793 
Hours  by  Appointment 
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PROFESSIONAL  CARDS 

DR.  HARRY  ZOLLER 

GEORGE  GAETHE,  M.  D. 

TEMPORAL  BONE  SURGERY 

and 

DERMATOLOGY 

FENESTRATION  FOR  OTOSCLEROSIS 

SURGICAL  PLANING  FOR  ACNE  SCARS 

1109  Pere  Marquette  Building 

and 

OTHER  SKIN  DEFECTS 

RA.  Z535  By  Appointment 

300  Medical  Arts  Bldg.  TY.  3355 

DR.  NATHAN  H.  POLMER 

BLAISE  SALATICH,  D.D.S.,  M.D. 

Physical  Medicine — Rehabilitation 

PRACTICE  LIMITED  TO  ORTHOPEDIC 

2209  Carondelet  St. 

SURGERY 

2-5  P.  M. 

1212  .Maison  Blanche  Building 

Off.:  JA  3318  Res.:  JA  3180 

CAnal  7697  By  Appointment 

THE  OWENS  CLINIC 

for 

DR.  B.  G.  EFRON 

PLASTIC  AND  RECONSTRUCTIVE 

SURGERY 

DR.  STANLEY  COHEN 

2223  Carondelet  Street 

New  Orleans  13,  Louisiana 

ASTHMA,  HAY  FEVER,  AND  OTHER 

Telephone:  CAnal  0106 

ALLERGIC  DISEASES 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 

1441  Delachaise  Street  New  Orleans 

Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

DR.  LUCIAN  W.  ALEXANDER 

for 

DISEASES  OF  THE  SKIN 

FENESTRATION  FOR  OTOSCLEROSIS 

SCAR  REMOVAL  BY  ABRASION 

OTOLARYNGOLOGY 

Maison  Blanche  Building 

1230  Maison  Blanche  Budding 

New  Orleans  16,  La. 

RA.  4829 

MA.  5317  By  Appointment 

KENNETH  A.  RITTER,  M.  D. 

WM.  H.  SYLL,  SR.,  M.  D. 

Psychiatry  and  Neurology 

GENERAL  SURGERY 

8211  Apricot  Street 

Hours  by  Appointment 

New  Orleans 

WA.  2324  By  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 

The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


"HORIZONS  OF  HOPE" 

Physicians  will  find  a recently  released  film  on 
cancer  a valuable  adjunct  in  giving  talks  on  cancer  to 
school  and  college  groups,  service  clubs,  etc. 

The  film,  produced  for  the  Alfred  P.  Sloan  Foun- 
dation, Inc.,  is  entitled  HORIZONS  OF  HOPE.  Built 
around  the  work  of  the  Sloan  Kettering  Institute  of 
the  Memorial  Cancer  Center,  it  presents  a clear  and 
interesting  picture  of  the  planned  research  for  cures 
for  cancer. 

Copies  of  the  film,  which  is  in  color  with  sound, 
16  mm.,  with  a running  time  of  approximately  eight- 
een minutes,  are  available  on  a loan  basis  from  the 
office  of  the  American  Cancer  Society,  Inc.,  822  Per- 
dido Street,  New  Orleans. 
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Lotmiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


UNSURPASSED 

cr.. 


HYPOALLERGENIC 
SOYA  FORMULA 

nTiTiT-  p R g e I 

FOR  I N F A N T S 


. . . due  to  exclusive  formulation  and  dramatic  new  processing 
methods 


• pleasant,  bland  flavor  ...  no  "burned  or  raw  bean”  taste 
. . . color  is  light,  appetizing,  "formula-like.” 

• exceptionally  well  tolerated  . . . stools  satisfactory  . . . does 
not  cause  diarrhea  or  other  gastrointestinal  disturbances 
. . . babies  take  feedings  well. 

• easy  to  prepare — 1 part  Liquid  Sobee  to  1 part  water  for  a 
formula  supplying  20  calories  per  fluid  ounce. 


• Liquid  Sobee®  is  a well  balanced  formula,  not  a mere  "soy- 
bean milk”  . . . caloric  distribution  based  on  authoritative 
recommendations  for  infant  formulas  ...  no  added  car- 
bohydrate needed. 

• new  processing  methods  prevent  usual  destruction  of  amino 
acids  and  important  B vitamins  . . . Liquid  Sobee  supplies 
4.8  mg.  of  iron  per  quart  of  normal  dilution. 


The  important  first  step  in  management  of  infant  food  sensitiv- 
ities is.  Liquid  Sobee.  Because  milk  is  the  most  common 
offender, 4 many  physicians  start  infants  on  Liquid  Sobee 
at  the  slightest  suspicion  of  food  allergy. 

Available  in  1514  fl.  oz.  cans 

(1)  Butler.  A.  M.,  and  Wolman,  I.  J.:  Quart.  Rev.  Pedlat.  9:  63. 1954. 

(2)  Moore,  I.  H.:  Journal-Lancet  74:  80, 1954.  (3)  Collins-Wllliams,  C.: 

J.  Pediat.  45:  337,  1954.  (4)  Cleln.  N.  W.:  Ann.  Allergy  9:  195,  1951. 


L I Q U I D 

MEAD  JOHNSON  & COMPANY  • 


SOBEE 


EVANSVILLE,  INDIANA,  U.S.A. 


Copyright  1955  by  Published  monthly  by 
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1430  Tulane  Ave.,  New  Orleans  12 
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wide  clinical  range: 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  all 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 
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LOUISIANA  STATE  BOARD  OF  HEALTH 

1855-1955 


The  oldest  State  Board  of  Health  in  the  United  States. 

Birth  Statistics  — 

Legislative  Act  passed  establishing  the  State  Board  of  Health  signed 
by  the  Governor,  March  15,  1855 

Board  appointed  by  Governor,  June  13,  1855 


Mr.  James  Graham 
Circumstances  of  Birth  — 

The  yellow  fever  epidemic  of  1853  killed  approximately  1200  persons 
out  of  a population  of  155,000  in  New  Orleans.  At  the  opening  of  the 
1854  Legislature,  Governor  Hebert  made  an  impassioned  plea  to  protect 
the  state  against  “all  pestilential  epidemics.”  This  legislature  formulated 
a law  based  on  evidence  regarding  disease  prevention  which  had  been 
supplied  by  all  physicians  of  the  state.  This  legislation  was  carried  over 
into  the  1855  session  and  the  State  Board  of  Health  was  created  to  protect 
the  .state  from  all  epidemics  by  means  of  both  quarantine  and  sanitation. 


100  YEARS  OF  CONTINUOUS  OPERATION 


FIRST  BOARD 


Dr.  E.  H.  Barton 
Dr.  N.  B.  Benedict 


Mr.  A.  L.  Trudeau 
Mr.  Th.  Thayer 
Mr.  William  Gilmore 
Captain  Thomas  J.  Ivy 
Captain  Charles  A.  Labuzan 


Dr.  Thomas  J.  Wilkinson 
Dr.  Samuel  Choppin,  President 
Mr.  Glendy  Burke 


OOCD 


Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 


State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 
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know 

your 

diuretic 


how  safe  is 


the  diuretic  you  prescribe? 


the  utmost  in  safety,  confirmed  by  long  clinical  usage, 
is  one  reason  more  physicians  choose  the  organomercuri- 
als  for  diuresis. Their  dependable  action  does  not  involve 
production  of  acidosis  or  specific  depletion  of  potassium, 
and  side  effects  due  to  widespread  enzyme  inhibition 
are  absent. 


TABLET 

P4EOHYDRIN 

-2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 

no'Vest"' periods  • no  refractoriness 

NEOHYDRIN  can  be  prescribed  every  day, 
seven  days  a week  as  needed 


a standard  for  initial  control  of  severe  failure 


ATORIES,  INC..  MILWAUKEE  1,  WISCONSIN 


MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


88€55 
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TIMBERLAWN  SANITARIUM 

For 


Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  I rv  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L Bloss,  M.D.  ) Lo-Uirectors  ^ Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Prescription  Headquarters  Since  1905 


^iiHiiiiiiuiiiiuiiiiiiiniiiiiiiiiHiiiiiiiiiiiimiiiiiHiiiiiiiiiiimiuiiimiuiiiiiiiiiiiiiiiiiiiiiiiiig^T 

I In  very  special  cases 
I A very 
I superior  Brandy 

I SPECIFY  ir  ic 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY  = 

S 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  s 

^iiniiiiiniiHiiiiiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiniiiniiiiiiiuiiiiiiiiiiiiiiiiiiinininuiiiiiiiiiiiiiiiF. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


normal  living  for 


at  work  and  at  play 


adults  should  be  encouraged 
to  work... and  every 
effort  should  be  made 
to  keep  children  in  school. 
With  accurate  diagnosis 
and  proper  treatment, 
the  majority  of  epileptics, 
like  the  diabetics,  can  carry 
on  a normal  life. 


DILANTIF  SODIUM 


(diphenylhydantoin  sodium,  Parke-Davis) 


a mainstay  in  anticonvulsant 
therapy,  alone  or  in 
combination,  for  control  of 
grand  mal  and  psychomotor 
seizures — 

with  the  added  advantages 
of  greater  safety  and  of  little 
or  no  hypnotic  effect. 

DILANTIN  Sodium  is  supplied  in  a variety  of  forms  - 
including  Kapseals®  of  0.03  Gm.  0^  gr.)  and  0.1  Gm. 
{V/2  gr.)  in  bottles  of  100  and  1,000. 


DETROIT.  MICHIGAN 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 

* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


GAMOPHEN  SURGICAL  SOAP-ANTISEPTIC 

First  soap  containing  hexachlorophene  to  receive  seal  of 
acceptance  from  Council  on  Pharmacy  and  Chemistry, 

American  Medical  Association. 

You'll  say  it's  a top  quality  bar  of  hard-milled  soap — yet  its  ingredients  give  results 
never  before  obtained  from  any  type  of  soap. 

When  used  routinely  for  all  cleansing  occasions  in  hospital,  office  and  home, 
Gamophen  establishes  a protective  antibacterial  film  which  exerts  a continuous  action. 
The  marked  degree  of  suppression  achieved  is  maintained  as  long  as  this  soap  is  used 
regularly  and  for  several  days  after  its  use  is  stopped.  The  use  of  alcohol  or  other 
solvent  rinses  is  contraindicated. 

Place  your  order  now  for  the  4'/2  oz.  bar  for  home  and  office;  or  2 oz.  bar  for 
hospital  personnel  and  patients'  use. 
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SURGICAL  COMPANY  'hc. 


i235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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(reserpine  ciba) 


A pure  crystalline  alkaloid  of  rauwolfia  root 
first  identified,  purified  and  introduced  by  CIBA 


In  anxiety,  tension,  nervousness  and  mild  to  severe  neu- 
roses—as  well  as  in  hypertension— SERPASIL  provides 
a nonsoporific  tranquilizing  effect  and  a sense  of  well- 
being. Tablets,  0.25  mg.  (scored)  and  0.1  mg. 


t/ao44H 


New!  SERPASIL®  ELIXIR 

Each  4-ml.  teaspoonful  contains  0.2  mg.  of  Serpasil 
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for  your 
seborrheic 
dermatitis 
patients 


when  patients  complain  of  itching, 
scaling,  burning  scalps  — or 
when  you  spot  these  symptoms 
of  seborrheic  dermatitis  — you  can 
be  sure  of  quick,  lasting  control 
when  you  prescribe 


controls  81-87%  of  all  seborrheic 
dermatitis,  92-95%  of  all  dandruff 
cases.  Once  scaling  is  controlled, 
Selsun  keeps  the  scalp  healthy  for 
one  to  four  weeks  with  simple, 
pleasant  treatments.  In  4-fluid- 
ounce  bottles,  available  on 
prescription  only. 


SELSUN 


60C127 


® SELSUN  Sulfide  Suspension  / Selenium  Sulfide,  Abbott 
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for  happy  travel 


BONAMINE. 

Brand  of  meclizine  hydrochloride 

Bonamine  Chewing  Tablets— provide 
motion-sickness  medication  which 


tsiblets 

the  NEWEST 
prescription  for 
travel  freedom 
from 

motion  sickness 


(1)  is  pleasantly  mint  flavored,  acceptable  to 
children  and  adults  who  dislike  taking  pills 
(2  ) is  rapidly  effective  (most  of  the  medication 
is  extracted  by  5 minutes  of  chewing) 

(3)  requires  no  water  for  administration 
(4  ) promotes  salivation  and  maintains  the 
normal  downward  gastrointestinal  gradient. 

Bonamine  in  a single  oral  dose  of  25  to 
50  mg.  has  a remarkably  prolonged  action  — 

9 to  24  hours.  Notably  free  from  side 
reactions. 

Bonamine  medication  is  also  indicated  for  the 
control  of  vertigo  associated  with  vestibular 
and  labyrinthine  disturbances,  cerebral 
arteriosclerosis,  radiation  therapy,  Meniere’s 
syndrome  and  fenestration  procedures. 

Bonamine  Chewing  Tablets  contain  25  mg. 
of  Bonamine  each  and  are  supplied  in  packets 
of  8,  individually  wrapped. 


Also  supplied  as  Bonamine  Tablets  of  25  mg. 
each,  scored  and  tasteless,  in  boxes  of  8 and 
bottles  of  100  and  500. 

•Trademark 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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THE  MEMBERS  OF  THE  LOUISIANA 

PATHOLOGY  SOCIETY  DEDICATE  THIS 

PAGE 

MONTHLY  TO  THEIR  FELLOW 

PHYSICIANS  INTERESTED  IN  NEW  DEVELOP- 

MENTS,  CURRENT  IDEAS  AND  CHANGING  CONCEPTS  IN  THE  FIELD  OF  LABORATORY 

AND 

TISSUE  PATHOLOGY  AS  IT  AFFECTS 

THE  PRACTICE  OF  GENERAL  MEDICINE 

AND 

SURGERY. 
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OF  MORAL  AND  ETHICAL  MEDICINE 

Upjohn 


Intra-articular 
treatment  of 
arthritis, 
bursitis . . , 


Each  cc.  contains: 

Hydrocortisone  acetate.  . . .50  mg. 
Physiological  salt  solution.  . . .q.s. 
(containing  4 mg.  polysorbate  80 
and  5 mg.  carboxymethylcellulose) 
Preserved  with  benzyl  alcohol  0.9% 


Supplied: 

5 cc.  vials 

^RCQtSTeRED  TRAOCMARK  FOR  THE  UR>OHN 
SRANO  OF  HVOROCORTISONE  (COHPOUHO  F) 

Thz  Upjohn  Company,  Kalamazoo,  Michigan 


STERILE.  AQUEOUS 


announcing 


a new  era  in 


corticosteroid  therapy 


— n 


new  crystalline 
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In  a planned  search  for  more  effective  substances  without 
undesirable  actions,  new  crystalline  corticosteroids  have 
been  discovered  in  Schering’s  research  laboratories. 


Possessing  three  to  five  times  the  therapeutic  effectiveness 
of  cortisone  or  hydrocortisone  in  rheumatoid  arthritis  and 
other  so-called  collagen  diseases,  intractable  asthma 
and  other  allergies,  and  nephrosis,  the  first  of  these, 
Meticorten*  is  less  likely  to  produce  undesirable  side 
actions,  particularly  sodium  retention  and  excessive  potas- 
sium depletion.  Patients  treated  with  this  new  steroid 
exhibit  less  tendency  to  fluid  retention,  and  sedimentation 
rate  may  be  lowered  even  where  other  corticoids  cease  to 
be  effective— “therapeutic  escape.”  This  new  compound 
affords  excellent  relief  of  pain,  swelling  and  tenderness, 
diminishes  joint  stiffness  and  is  effective  in  small  dosage. 


Meticorten,  is  available  as  5 mg.  scored  tablets,  bottles 
of  30.  In  the  treatment  of  rheumatoid  arthritis,  dosage  of 
Meticorten  begins  with  an  average  of  20  to  30  mg.  (4  to 
6 tablets)  a day.  This  is  gradually  reduced  by  2V^  to  5 mg. 
until  maintenance  dosage  of  5 to  20  mg.  daily  is  reached, 
usually  by  the  14th  day.  The  total  24-hour  dose  should  be 
divided  into  4 parts  and  administered  after  meals  and  at 
bedtime.  Patients  may  be  transferred  directly  from  hydro- 
cortisone or  cortisone  to  Meticorten  without  difficulty. 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


Ergotrate  Maleate 

^ (ERGONOVINE  maleate,  U.S.P.,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


The  administration  of  'Ergotrate  Maleate’  almost  com- 
pletely eliminates  the  incidence  of  postpartum  hemor- 
rhage due  to  uterine  atony.  Administered  during  the 
puerperium,  'Ergotrate  Maleate’  increases  the  rate,  ex- 
tent, and  regularity  of  uterine  involution;  decreases  the 
amount  and  sanguineous  character  of  the  lochia;  and 
Supplied:  decreases  puerperal  morbidity  due  to  uterine  infection. 


Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


Dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 


ELI  LILLY  AND  COMPANY 


• INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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$4.00  Per  Annum,  35c  Per  Copy  ^ UiMHi,  1*700  1430  Tulane  Avenue,  New  Orleans  12,  La. 


SOME  CAUSES  OF  CARDIAC  ARREST  * 
JOHN  ADRIANI,  M.  D.  t 
New  Orleans 

There  are  almost  as  many  meanings  to 
the  term  cardiac  arrest  as  there  are  users 
of  the  term.  The  term  is  not  easily  de- 
fined. It  should  be  used  to  designate  un- 
explained, unexpected  failure  of  cardiac 
action  when  all  physiologic  systems  ap- 
pear to  be  functioning  normally.  The  im- 
pression has  been  created  that  a new  per- 
plexing clinical  entity  has  been  discovered. 
Actually  the  same  difficulties  previously 
experienced  are  now  being  designated  by 
another  name.  A decade  ago  physicians 
were  timid  and  limited  resuscitation  of 
the  heart  to  the  intracardiac  injection  of 
epinephrine.  Today,  when  cardiac  arrest 
is  suspected  the  chest  is  promptly  opened' 
and  attempts  are  made  to  restore  the  beat. 
Inasmuch  as  most  cardiac  arrests  are  as- 
sociated with  operation  the  subject  is  of 
especial  interest  to  both  surgeons  and 
anesthetists. 

Some  say  that  cardiac  arrest  is  on  the 
increase.  If  this  is  true  it  is  because 
situations  leading  to  cardiac  arrest  are 
increasing.  Some  of  these  predisposing 
factors  are:  (1)  more  formidable  surgery 
is  being  performed ; particularly  intra- 
thoracic  surgery.  Factors  precipitating 
cardiac  arrest  are  greater  in  this  type  of 
surgery.  (2)  Operations  are  unnecessarily 


* Pi'esented  at  meeting-  of  the  Louisiana  Surgi- 
cal Society,  October  31,  1954. 

t Department  of  Anesthesia,  Charity  Hospital, 
and  Dept,  of  Surgery,  Louisiana  State  University 
School  of  Medicine,  New  Orleans,  Louisiana. 


long.  Refinements  in  methods  of  anes- 
thesia and  surgical  technique  have  led  some 
surgeons  to  become  unduly  complacent 
and  to  disregard  operating  time.  Conse- 
quently four,  five,  and  six  hour  procedures 
are  not  uncommon.  (3)  The  widespread 
use  of  combinations  of  drugs,  particularly 
the  nonvolatile  anesthetic  drugs  may  have 
a bearing  on  the  increased  incidence. 
(4)  The  extension  of  the  life  expectancy 
of  the  general  population  accounts  for 
the  increase  in  the  number  of  surgical 
patients  in  the  upper  decades.  Many  of 
these  have  advanced,  degenerative  diseases 
and  do  not  always  withstand  the  opera- 
tion. 

The  problem  of  cardiac  arrest  presents 
two  phases,  that  of  prevention  and  that 
of  treatment.  Many  cardiac  arrests  are 
unjustifiably  blamed  on  anesthesia.  Fatali- 
ties associated  with  and  solely  due  to 
general  anesthesia  result  from  (1)  as- 
phyxia, (2)  overdosage,  (3)  a combination 
of  asphyxia  and  overdosage,  (4)  untoward 
reactions  or  to  misuse  of  drugs.  Fatalities 
ascribed  to  anesthesia  but  due  to  other 
causes  usually  result  from  (1)  pulmonary 
emboli,  from  clots,  air  or  fat  or  (2)  car- 
diac failure  from  coronary  insufficiency. 
Severe  irreversible  shock  or  massive  hem- 
orrhage causes  death  but  rarely  is  it  sud- 
den. There  is  a forewarning  of  the  catas- 
trophe and  death  comes  as  no  surprise. 
Cerebral  accidents  are  uncommon  during 
operation,  and  when  they  do  occur,  rarely 
precipitate  sudden  death.  Adrenal  insuf- 
ficiency, though  rare,  may  cause  sudden 
death  during  operation. 
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When  postmortem  examinations  are 
lacking,  deaths  are  often  ascribed  to  ob- 
scure highly  speculative  causes.  The 
mythical  status  lymphaticus  has,  in  the 
past,  been  used  to  excuse  technical  anes- 
thetic errors.  This  syndrome  does  not 
exist  as  a clinical  entity.  Another  con- 
venient alibi  for  technical  errors  or  un- 
explained fatalities  is  the  somewhat  con- 
troversial vago-vagal  reflex.  The  occur- 
rence of  the  reflex  cannot  be  denied,  but 
how  often  it  causes  fatalities  is  another 
matter.  Many  clinicians  feel  the  reflex 
causes  death  only  when  associated  with 
anoxia  or  carbon  dioxide  excess  or  both. 
Death  does  not  occur  if  the  subject  is  ade- 
quately ventilated  irrespective  of  the  in- 
tensity of  the  stimulus.  The  writer  sub- 
scribes to  this  view. 

Most  fatalities  due  to  anesthesia  ai-e 
unexpected  and  occur  in  the  operating 
room.  Some  postoperative  deaths,  how- 
ever, result  from  insidious  deterioration 
not  related  to  anesthesia  which  begins 
during  operation.  Others  result  from  some 
difficulty  with  anesthesia  during  opera- 
tion the  results  of  which  carry  over  to  the 
postoperative  period.  The  anesthetic  death 
is  delayed. 

Fatalities  due  to  asphyxia  are  due  to 
(1)  reduction  of  oxygen  tension  in  the 
inhaled  mixture  below  the  physiologic 
limit.  (2)  Obstruction  of  the  airway. 
(3)  Hypoventilation  from  respiratory  de- 
pression or  apnea  from  respiratory  para- 
lysis. Anoxia  is  usually  considered  the 
responsible  factor  in  obstruction  and  hypo- 
ventilation. However,  respiratory  acidosis 
may  be  more  responsible  than  suboxygena- 
tion. Experimentally,  ventricular  fibrilla- 
tion is  easily  induced  by  irritating  the 
heart  mechanically  or  stimulating  the  vagi 
during  respiratory  acidosis  even  though 
oxygenation  is  adequate. 

Accidents  due  to  administering  inade- 
quate concentrations  of  oxygen  may  be 
caused  by  (1)  defective  apparatus  which 
fails  to  deliver  the  necessary  gas  flow, 
even  though  the  instruments  indicate  an 
adequate  flow;  (2)  inadvertently  adminis- 
tering the  wrong  gas  instead  of  oxygen ; 


(3)  mechanical  factors  due  to  defects  in 
apparatus.  Kinking,  compressing,  plug- 
ging or  improper  placement  of  endo- 
tracheal tubes,  defects  in  the  valves  or 
tubing  or  improper  use  of  shut-off  valves 
may  interfere  with  ventilation  and  cause 
asphyxia.  Cylinders  containing  helium, 
nitrous  oxide  and  ethylene  have  inadver- 
tently been  substituted  for  oxygen  and 
the  error  has  resulted  in  fatalities. 

(4)  Administering  gases  of  low  potency, 
which  require  high  alveolar  partial  pres- 
sure for  anesthesia,  above  their  safe  limit, 
particularly  when  administered  in  resis- 
tant individuals.  Death  then  occurs  from 
anoxic  anoxia.  This  type  of  accident  is 
responsible  for  fatalities  due  to  nitrous 
oxide  or  ethylene.  In  anemic  individuals 
partial  pressures  of  oxygen  tolerated 
without  harm  by  the  average  person, 
prove  fatal.  Anesthetists  who  rely  upon 
cyanosis  as  a guide  to  the  degree  of  oxy- 
genation are  deluded  into  a false  sense  of 
security  when  anesthetizing  anemic  pa- 
tients. Cyanosis  may  not  appear  until 
fatal  anoxia  is  present. 

Overdosage  of  general  anesthetics  causes 
apnea  which  is  easily  corrected  by  ade- 
quate artificial  respiration.  It  is  possible, 
with  most  anesthetic  drugs,  to  induce  res- 
piratory failure  by  overdosage  and  still 
sustain  life  by  artificial  respiration.  The 
lethal  dose  of  most  anesthetic  drugs  is 
greater  than  the  dose  which  causes  medul- 
lary paralysis.  The  more  potent  and  rapid 
acting  an  anesthetic  is,  the  greater  the 
danger  from  lethal  concentrations.  Fatali- 
ties from  overdosage  are  oSten  the  result 
of  nonchalance  on  the  part  of  the  adminis- 
trator. Apnea  due  to  overdosage  has  been 
mistaken  for  one  due  to  a reflex  or  acap- 
nia and  proper  measures  to  ventilate  the 
patient  were  not  instituted  promptly. 

Untoward  reactions  to  drugs,  surpris- 
ingly account  for  comparatively  few  un- 
expected deaths.  Combinations  of  drugs 
which  increase  cardiac  irritability  may 
cause  ventricular  fibrillation.  Ethyl  chlor- 
ide, chloroform,  cyclopropane,  trichlorethy- 
lene  all  increase  cardiac  irritability.  When 
administered  with  epinephrine  and  related 
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sympathomimetic  drugs  ventricular  fibril- 
lation results.  These  drugs  may  also  de- 
press the  myocardium  and  cause  asystole. 
Intolerance  particularly  to  nonvolatile  sub- 
stances is  uncommon  but  accounts  for 
some  fatalities.  The  response  is  identical 
to  overdosage.  When  a drug  is  incrimi- 
nated as  the  cause  of  death  it  is  the  abuse 
rather  than  the  use  which  is  responsible. 
The  increased  use  of  combinations  of  non- 
volatile anesthetics,  relaxing  agents  and 
inhalation  anesthetics  has  been  blamed  for 
the  alleged  mounting  death  rate  from  an- 
esthesia. 

Fatalities  associated  with  anesthesia  oc- 
cur at  any  time,  but  they  are  most  fre- 
quent during  the  induction  or  at  the  con- 
clusion of  anesthesia.  They  are  less  fre- 
quent during  maintenance.  There  are  vari- 
ous reasons  for  this.  Vomiting  and  its 
attendant  asphyxia  occurs  more  often  dur- 
ing induction.  Asphyxial  concentrations 
of  primary  agents  such  as  nitrous  oxide 
or  ethylene  are  used  during  the  induction. 
Obstruction  develops  at  this  time  in  in- 
dividuals inclined  to  become  obstructed 
such  as  the  obese,  spastics  or  asthmatics. 
Once  the  difficulties  of  induction  are  over- 
come and  anesthesia  has  been  established 
matters  usually  continue  smoothly.  Non- 
chalance, carelessness,  or  thoughtlessness 
are  often  the  underlying  factors  respon- 
sible when  complications  develop  during 
the  maintenance  phase.  Overdosage  dur- 
ing the  maintenance  phase  causes  death 
when  the  anesthetist  is  thoughtless,  inat- 
tentive and  is  unaware  of  his  difficulty 
and  does  not  institute  artificial  respira- 
tion immediately. 

Aspiration  and  obstruction  are  the  most 
common  causes  of  asphyxia  in  the  immedi- 
ate postanesthetic  period.  There  is  a ten- 
dency at  this  time  for  members  of  the 
operating  team  to  relax  their  vigilance  and 
for  senior  members  of  the  surgical  staff 
to  relegate  the  patient  to  the  care  of  less 
experienced  persons.  The  thoughtless  an- 
esthetist neglects  the  patient  to  complete 
the  chart,  to  arrange  for  details  of  the  next 
anesthetic  or  to  attend  to  comparatively 
trivial  chores.  The  careful  anesthetist  re- 


mains with,  and  observes  the  patient  close- 
ly until  all  reflexes  have  returned  and  the 
possibility  of  respiratory  obstruction  has 
passed.  During  the  immediate  postanes- 
thetic pei’iod  the  anesthetist  must  remain 
with  the  patient  until  the  possibility  of 
respiratory  obstruction,  emesis,  and  cir- 
culatory collapse  have  passed.  This  is  the 
most  dangerous  period  and  the  one  accom- 
panied by  the  greatest  number  of  fatali- 
ties. 

These  forementioned  causes  of  death 
apply  to  general  anesthesia,  but  regional 
anesthesia  also  has  its  hazards.  Spinal 
anesthesia  is  ideal  for  many  types  of  sur- 
gery but  when  misused  is  hazardous. 
Death  from  spinal  anesthesia  is  caused 
by  respiratory  paralysis  or  circulatory  col- 
lapse. Both  complications  appear  shortly 
after  induction  of  the  block.  Respiratory 
failure  results.  If  sufficient  concentra- 
tions of  the  drug  pass  into  the  upper 
thoracic  and  cervical  portion  of  the  spinal 
canal  the  intercostal  muscles  and  the  dia- 
phragm are  paralyzed  and  apnea  results. 
If  recognized  and  treated  immediately 
with  artificial  respiration  this  accident 
is  not  serious.  However,  if  overlooked  and 
not  treated  promptly  the  circulation  fails 
and  death  results  from  asphyxia.  An  at- 
tentive spinal  anesthetist  closely  observes 
both  the  respiratory  exchange  and  the 
status  of  the  circulatory  system.  Of  the 
two  complications  circulatory^  collapse 
causes  the  most  deaths.  The  cause  of  the 
collapse  has  not  been  established.  A num- 
ber of  factors  are  involved,  such  as  pool- 
ing of  the  venous  blood  in  the  relaxed 
muscles,  and  loss  of  vasomotor  tone  due 
to  the  sympathetic  paralysis.  The  severity 
of  the  circulatory  disturbances  increases 
as  more  dermatomes  are  anesthetized.  For- 
tunately this  circulatory  derangement  is 
effectively  treated  by  vasopressor  drugs. 
Untreated  hypotension  during  spinal  anes- 
thesia progresses  to  the  point  of  complete 
collapse  and  cardiac  arrest.  Pre-existing 
disease  of  the  circulatory  system  increases 
the  hazard  of  spinal  anesthesia.  Patients 
with  myocardial  disease,  anemia,  hypoten- 
sion, increased  intra-abdominal  pressure 
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from  ascites,  large  tumor  masses  or  gase- 
ous distention  are  poor  subjects  for  spinal 
anesthesia  because  they  often  develop  sud- 
den severe  irreversible  hypotension. 

There  is  a deep-rooted  impression  in  the 
minds  of  many  that  local  anesthesia  is 
the  safest  and  best  for  poor  risk  patients. 
Although  generally  true,  shock  and  other 
complications  of  surgery  may  occur  as 
readily  during  operations  performed  wdth 
local  anesthesia  as  with  general  anes- 
thesia. 

Unfortunately  some  accidents  occur  be- 
cause the  anesthetist  is  thoughtless.  The 
anesthetist  who  does  not  attend  to  the 
patient  constantly  while  administering  an 
anesthetic  is  a dangerous  individual.  Any 
anesthetist  who  walks  about  the  operating 
room,  gazes  out  of  the  window  or  leaves 
the  room  to  smoke  or  to  make  a telephone 
call  is  a thoughtless  one.  A capable  sur- 
geon aware  of  the  fundamentals  and  haz- 
ards of  anesthesia  expects  nothing  more 
of  an  anesthetist  than  the  administration 
of  the  anesthetic.  He  appreciates  the  con- 
stant vigil  of  a conscientious  anesthetist. 
Too  often  the  anesthetist  is  expected  to 
perform  tasks  incidental  to  but  not  re- 
lated to  anesthesia  which  take  him  from 
his  patient.  Such  distractions  have  been 
responsible  for  fatalities  or  near  fatalities. 
Constant  attendance  on  the  patient  regard- 
less of  the  type  of  anesthesia  being  admin- 
istered must  be  practiced  by  responsible 
individuals.  Such  tasks  as  starting  infu- 
sions or  transfusions,  shifting  of  lights, 
cranking  The  table  are  none  of  the  anes- 
thetist’s concern  and  should  be  relegated 
to  other  members  of  the  operating  team, 
unsterile  nurses  or  orderlies. 

In  studying  operating  room  deaths  it  is 
remarkable  how  frequently  the  statement 
is  made  in  relating  the  sequence  of  events 
leading  to  the  accident  “the  patient  was 
doing  well  but  all  of  a sudden  he  stopped 
breathing  and  we  could  not  feel  the  pulse.’’ 
However,  it  is  also  interesting  to  note, 
upon  further  questioning,  that  significant 
prodromal  signs  were  not  recognized. 
Changes  in  the  character  of  respiration 
and  the  quality  of  the  pulse  and  the  ac- 


tivity of  the  reflexes  or  in  the  status  of 
the  neuromuscular  system,  any  of  w”hich 
are  significant  warnings  of  impending 
disaster  to  an  experienced  observer,  were 
overlooked.  At  times  failure  to  observe 
and  heed  these  w'arnings  is  not  necessarily 
due  to  thoughtlessness  or  neglect  but 
rather  to  a lack  of  experience  or  know- 
ledge of  the  science  of  anesthesiology.  Un- 
less one  who  administers  anesthetics  is 
familiar  with  human  physiology  and  of 
the  pharmacology  of  anesthetic  drugs  and 
how  such  drugs  affect  the  patient’s  dis- 
ease, he  is  merely  a technician  and  not 
an  anesthesiologist. 

The  results  of  cardiac  massage  and  de- 
fibrillation are  disapointing  more  often 
than  not.  To  be  successful  cardiac  resusci- 
tation must  be  instituted  without  delay. 
Many  attempts  at  cardiac  resuscitation 
are  successful  as  far  as  restoration  of  the 
beat  is  concerned  but  the  patient  ultimate- 
ly dies  because  the  circulation  was  inter- 
rupted too  long  and  cerebral  damage  re- 
sulted. Those  who  survive  have  serious 
neurologic  sequelae  and  often  impaired 
mental  processes.  Valuable  time  is  wasted 
listening  with  stethoscopes,  attempting  to 
obtain  electrocardiographic  tracings  or  in- 
jecting intracardiac  epinephrine.  An  in- 
cision should  be  made  between  the  fourth 
and  fifth  ribs  on  the  left  side  as  soon  as 
one  suspects  the  heart  has  stopped.  The 
incision  must  not  be  extended  too  far 
medially  towards  the  sternum  otherwise 
the  internal  mammary  vessels  are  cut. 
The  ribs  are  spread  and  held  apart,  the 
heart  is  grasped  in  the  hand  between  the 
thumb  and  other  fingers  and  massaged  as 
rapidly  as  the  operator  can  wdthout  caus- 
ing trauma  to  the  muscle.  Every  10  or  15 
beats  the  aorta  is  compressed  to  force  the 
blood  thi'ough  the  coronary  vessels.  Too 
great  an  intrathoracic  pressure  must  not 
be  exerted  in  doing  artificial  respiration 
because  it  interferes  with  the  venous  re- 
turn to  the  heart.  If  the  myocardium  is 
atonic  2 cc  of  a 0.5%  solution  of  barium 
chloride  may  be  injected  into  the  ventricle 
to  increase  tone.  Whether  or  not  to  use 
epinephrine  is  controversial  because  the 
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drug  increases  cardiac  irritability  and  may 
precipitate  ventricular  fibrillation.  It  is 
indicated,  however,  when  the  heart  is  de- 
pressed and  atonic.  It  should  be  injected 
into  the  right  auricle  and  not  the  ventricle. 
It  is  not  necessary  to  open  the  pericardium 
for  massage.  A less  desirable  method  of 
compressing  the  heart  is  through  an  ab- 
dominal incision  on  the  left  side  behind 
the  diaphragm.  This  can  be  done  when 
arrest  occurs  during  abdominal  surgery 
until  one  opens  the  chest. 

If  instead  of  asystole  ventricular  fibril- 
lation has  occurred  cardiac  massage  is 
commenced  and  continued  until  a defibril- 
lator is  readied  for  use.  Adequate  blood 
flow  to  the  myocardium  and  cerebrum  is 
thus  maintained  during  the  period  of  wait- 
ing. A fibrillating  heart  cannot  be  re- 
stored to  a normal  rhythm  by  massage  or 
drugs.  The  defibrillator  delivers  an  ordi- 
nary 110  volt  60  cycle  alternating  current 
at  11/2  amperes  through  two  circular  elec- 
trodes approximately  3 inches  in  diameter 
applied  to  each  surface  of  the  heart.  The 
organ  is  shocked  3 to  7 times  for  one 
tenth  of  a second  at  two  second  inteiwals 
between  shocks.  Before  the  shocks  are 
applied  the  heart  is  massaged  for  thirty 
to  forty  seconds  in  order  to  expel  the 
blood  from  its  chambers  to  overcome  any 
dilatation  which  exists.  After  defibrilla- 
tion it  is  necessary  to  massage  the  heart 
because  asystole  follows  the  shocks. 

Neither  highly  specialized  training  nor 
elaborate  equipment  is  required  in  emer- 
gencies involving  cardiac  arrest.  The 
chance  of  performing  the  procedure  on 
someone  who  might  have  survived  without 
massage  must  be  accepted.  In  order  to  be 
of  any  value  and  to  be  effective,  a systolic 
blood  pressure  of  at  least  60  to  80  mm. 
Hg.  should  be  maintained.  If  this  pressure 
is  not  maintained,  the  massage  is  not  ef- 
fective and  more  vigorous  attempts  must 
be  made. 


UNEXPLAINED  HYPERTROPHY  OF 
THE  HEART  IN  INFANTS  AND 
CHILDREN  * 

HENRY  C.  McGILL,  JR.,  M.  D.  f 
JACKSON  L.  THATCHER,  M.  D.  t 
New  Orleans 

Pediatricians  and  pathologists  have  long 
recognized  “idiopathic  hypertrophy  of  the 
heart”  as  a rare  condition  causing  rapidly 
developing  heart  failure  in  infants  and 
children,  with  the  only  significant  autopsy 
finding  being  unexplained  cardiomegaly. 
In  recent  years,  an  entity  called  “endo- 
cardial fibroelastosis”  has  been  described 
with  increasing  frequency  and  has  been 
widely  accepted  as  a distinct  disease  lead- 
ing to  cardiac  enlargement  and  accounting 
for  a large  proportion  of  the  cases  former- 
ly classified  as  “idiopathic  hypertrophy”. 
Evidence  will  be  presented  here  confirm- 
ing the  impression  of  the  greatly  increased 
incidence  of  this  condition  in  the  past  few 
years;  but  the  cases  studied  locally  have 
led  to  the  conclusion  that  endocardial 
fibroelastosis  does  not  represent  a definite 
pathologic  entity,  contrary  to  the  prevail- 
ing opinion. 

In  cases  of  idiopathic  hypertrophy,  re- 
ports of  which  go  back  into  the  medical 
literature  of  the  19th  century,  the  hearts 
were  usually  described  as  showing  endo- 
cardial thickening,’-  and  in  cases  of  fetal 
endocarditis,  as  it  was  called  during  that 
period,  the  hearts  were  usually  described 
as  showing  marked  hypertrophy.”  Both 
conditions  were  considered  to  be  very  rare. 
In  the  early  1940’s  the  now  widely  used 
term,  endocardial  fibroelastosis,  replaced 
fetal  endocarditis  and  from  about  this 
time  articles  concerned  with  this  disease 
began  to  appear  much  more  frequently 
and  began  to  include  greater  numbers  of 
cases.  During  this  time  reports  and  dis- 
cussions of  idiopathic  hypertrophy  became 
less  and  less  common.  With  a few  excep- 
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tions*  the  papers  on  endocardial  fibro- 
elastosis did  not  indicate  any  clear  rela- 
tionship between  the  cases  discussed  and 
the  previously  described  cases  of  idio- 
pathic hypertrophy.  Selected  items  from 
the  literature  of  the  past  twenty  years 
illustrating  the  trend,  both  in  frequency 
and  nomenclature,  are  summarized  in 
Table  1. 

The  present  study  was  undertaken  in 
order  to  determine  the  local  incidence  of 
this  condition,  whatever  its  proper  name 
might  be,  and  to  attempt  to  clarify  the 
significance  of  endocardial  fibrosis  with 
respect  to  hypertrophy.  The  noncommittal 
term  “unexplained  enlargement  of  the 
heart”  was  used  to  refer  to  a heart  ap- 
proximately twice  or  greater  the  expected 
weight  according  to  age,  and  showing  no 
gross  or  microscopic  abnormality  which 
might  reasonably  account  for  hypertrophy 
such  as  septal  defects,  stenotic  valves, 
coarctation  of  the  aorta,  myocarditis,  von 
Gierke’s  disease,  etc.  The  presence  of  en- 
docardial thickening,  for  these  purposes, 
was  not  considered  an  adequate  cause  for 


hypertrophy.  Autopsy  protocols  from 
Charity  Hospital  at  New  Orleans  on  chil- 
dren between  the  ages  of  two  weeks  and 
two  years  were  reviewed  for  several  re- 
cent years  and  also  for  several  one  year 
periods  one  and  two  decades  previously. 
The  lower  limit  of  this  age  group  was 
selected  because  the  autopsy  records  on 
infants  under  two  weeks  of  age  were  gen- 
erally not  sufficiently  complete  for  re- 
view, and  the  upper  limit  was  selected 
because  both  in  our  experience  and  in  the 
literature,  the  incidence  of  such  cases  is 
quite  rare  over  the  age  of  two  years. 

The  results  of  a simple  count  of  the 
cases  found,  in  comparison  with  a count 
of  the  usual  forms  of  congenital  heart 
disease,  are  summarized  in  Table  2.  It  is 
seen  that  in  the  recent  years,  unexplained 
cardiac  enlargement — as  defined  above — 
is  found  in  a quite  appreciable  number  of 
children  dying  in  this  age  group,  and  in 
fact  is  approximately  one-half  as  frequent 
as  the  other  forms  of  congenital  heart 
disease  lumped  together.  This  incidence 
agrees  remarkably,  insofar  as  comparison 


TABLE  1 

.SU.MMAKY  OF  SELECTED  REPORTS  FROM  THE  RECENT  LITERATT  RE  CONCERNING 
‘IDIOPATHIC  HYPERTROPHY"  AND  “ENDOCARDIAL  FIBROELASTOSIS" 

OF  THE  HEART 


FrertneiKy 

Cases 

Y'ea  r 

Authors 

Nonienclatiire 

Indicated 

I )escrib»‘d 

1933 

Kugel  and  Stoloff 

Idiopathic  hypertrophy 

Very  rare 

7 

1939 

Mahon 

Idiopathic  hypertrophy  "with 
endocardial  fibrosis 

Rare 

2 

1941 

Gross  9 

Fetal  endocarditis 

— 

1 

1942 

Sano  and  Anderson  >>) 

Elastic  tissue  hyperplasia 

of  endocardium 

— 

1 

1943 

Weinberg  and  Himelfarh  -■ 

Endocardial  fibroelastosis 

— 

9* 

19.50 

Prior  and  Wyatt  ’♦> 

Endocardial  fibroelastosis 

— 

8 

1951 

Collier  and  Rosahn  3 

Endocardial  fibroelastosis 

2 out  of  205 
under  2 years 

2 

1952 

.Johnson  n 

Endocardial  fibroelastosis 

— 

23 

1952 

Adams  and  Katz  i 

Endocardial  fibroelastosis 

— 

21 

19.52 

Blumberg  and  Lyon  2 

Endocardial  sclerosis 

Common 

25 

19.53 

Lambert,  Shumway,  and 

Endocardial  fibrosis 

Half  other 

Terplan 

congenital 
heart  disease 

4 

1953 

Rosenbaum,  Nadas,  and 
Neuhauser 

Subendocardial  sclerosis 

Frequent 

10 

1953 

Denis,  Hansen,  and 
Corpening  ^ 

Endocardial  fibroelastosis 

Common 

— 

• Two  cases  described  in  siblings 
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TAP.LK  2 


Total  No. 

Autopsies  in 

Congenital  Heart 

Unexplained  Car- 

.\utopsies 

.\ge  Grouj) 

Disease 

(liac  Hypertrophy 

Year 

-Vll  .Vges 

2 wks  - 2 yrs. 

No. 

Percent 

No. 

Percent 

1929 

553 

56 

0 

0 

0 

0 

1940 

1,367 

115 

2 

1.7 

1* 

0.8 

1941 

1,241 

103 

2 

1.9 

1* 

0.9 

1942 

872 

72 

3 

4.2 

0 

0 

1943 

1,001 

107 

6 

5.6 

0 

0 

1949 

— 

36 

5 

14.0 

3 

8.0 

1952-53 

— 

82 

11 

14.0 

6 

7.0 

• Possible  cases  of  type  uiuler  discussion  tint  not  definitely  proven,  due  to  lack  of  sufficient  data. 


is  possible,  with  the  figures  presented  by 
Lambert,  Shumway,  and  Terplan  from 
Buffalo, in  which  they  report  15  cases 
of  “endocardial  fibrosis”  to  33  cases  of 
various  forms  of  congenital  heart  disease 
between  1935  and  1952. 

Our  failure  to  find  such  numerous  ex- 
amples in  the  earlier  years  reviewed  seems 
to  indicate  a genuine  increase  in  the  pro- 
portion of  these  cases  coming  to  autopsy. 
It  is  possible  that  a few  such  abnormal 
hearts  were  overlooked  in  the  earlier 
years,  and  this  possibility  cannot  be  com- 
pletely eliminated  because  some  of  the 
heart  weights  are  not  recorded.  However, 
the  heart  weights  in  cases  where  it  was 
recorded  did  not  disclose  any  undiagnosed 
cases. 

The  next  step  was  to  study  in  greater 
detail  a series  of  recent  cases  of  unex- 
plained hypertrophy  of  the  heart  in  chil- 
dren on  which  adequate  clinical  and  patho- 
logic data  was  available.  Clinical  charts, 
autopsy  protocols,  microscopic  sections, 
and  gross  specimens  and  photographs  were 
collected  on  a total  of  14  such  cases. 

REVIEW  OF  CLINICAL  RECORDS 

A striking  feature  of  the  clinical  his- 
tories of  these  children  was  the  short 
duration  of  their  acute  illnesses.  One  out 
of  14  had  had  symptoms  for  a month ; 9 
had  been  ill  for  two  to  seven  days,  and  4 
had  been  ill  for  one  day  or  less.  The  most 
prominent  symptoms  were  those  of  an 
upper  respiratory  infection,  often  de- 
scribed as  a “cold”,  with  cough,  fever,  and 
dyspnea.  Many  of  the  cases  were  seen 
in  the  outpatient  clinic  and  dismissed 
after  treatment  with  antibiotics,  only  to 
return  within  hours  with  a severely  dysp- 


neic  and  sometimes  cyanotic  child.  At 
least  one  of  the  patients  was  dead  on 
arrival. 

Physical  examination  on  admission  usu- 
ally disclosed  acutely  ill  infants  with 
dyspnea,  fever  (102°  to  105°F.)  and  some- 
times cyanosis.  The  heart  was  enlarged 
to  physical  examination  and  the  rate  was 
quite  rapid,  but  no  consistent  murmurs 
were  heard.  There  were  usually  rales  over 
the  lung  fields.  A few  infants  showed 
edema  of  the  extremities.  X-rays  of  the 
chest,  when  done,  showed  greatly  enlarged 
hearts.  Anemia  of  moderate  degree  was 
occasionally  present  but  was  by  no  means 
constant.  White  blood  cell  counts  varied 
from  10,000  to  28,000  per  cu.  mm. 

The  fulminant  nature  of  the  terminal 
course  is  illustrated  by  the  fact  that  most 
of  the  children  died  within  twenty-four 
hours  following  admission.  Consequently, 
many  laboratory  tests  which  might  be  of 
interest  were  not  done. 

Several  of  the  articles  in  the  recent 
literature  have  discussed  the  clinical  signs 
and  symptoms  and  the  clinical  aspects  of 
the  differential  diagnosis  quite  thor- 
oughly and  these  features  will  not 

be  expanded  here. 

REVIEW  op  PATHOLOGIC  FINDINGS 

Some  of  the  pertinent  data  on  each  case 
are  summarized  in  Table  3.  It  is  seen 
that  the  age  incidence  is  fairly  uniformly 
spread  from  about  two  to  twenty-four 
months.  No  definite  predilection  for  race 
or  sex  is  apparent  from  this  group.  Since 
it  is  known  that  the  body  size  varies 
widely  in  normal  children  at  the  same 
age,  it  appeared  that  it  might  be  informa- 
tive to  relate  the  heart  weight  to  body 
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TABLE  3 

SUMMARY  OF  CASES  OF  UNEXPLAINED  ENLARGEMENT  OF  THE  HEART 


IN 

INFANTS  AND 

CHILDREN 

OBSERVED  AT 

CHARITY 

HOSPITAL 

Age  in 
Months 

Race 

Sex 

Body 
wt.  kgs. 

Actual 
Heart 
wt.  gms. 

Heart  wt. 
expected 
on  basis  of 
age  gms. 

Heart  wt 

-IT  -Y  - T X 100 

Body  wt 

Thickness  of 
endocardium 
it.  ventricle 
in  microns 

2 % 

c 

F 

— 

70 

23 

— 

125 

3 

c 

M 

5.4 

74 

23 

1.4 

100 

3 

w 

F 

5.5 

65 

23 

1.2 

150 

4 

c 

F 

5.0 

45 

27 

0.90 

150 

4 

c 

F 

5.3 

66 

27 

1.3 

140 

5 

w 

F 

3.6 

60 

29 

1.7 

250 

7 

c 

M 

— 

75 

34 

— 

300 

8 

c 

M 

7.7 

70 

37 

0.99 

50 

8 

w 

F 

7.2 

116 

37 

1.6 

200 

14 

c 

F 

13.5 

125 

45 

0.93 

210 

20 

c 

M 

13.6 

163 

56 

1.2 

280 

23 

c 

F 

15.0 

126 

56 

0.84 

100 

24 

c 

M 

13.2 

124 

56 

0.94 

250 

24 

c 

M 

— 

no 

56 

— 

25 

weight  in  percentage  terms.  When  this 
is  done,  it  is  seen  that  the  figure  varies 
from  0.84  to  1.7  per  cent.  The  normal 
value  for  this  figure  is  given  as  about 
0.60  per  cent  for  newborn  infants,  drop- 
ping to  .50  per  cent  at  two  years  and  then 
to  about  0.43  per  cent  for  adult  males  and 
0.40  per  cent  for  adult  females.' 

The  increased  cardiac  weight  was  in- 
variably accompanied  by  extreme  dilata- 
tion, most  marked  in  the  left  ventricle. 
This  is  illustrated  in  Figures  1 and  2 by 
the  globular  shape  of  the  left  ventricular 
cavity  and  its  large  size  in  comparison 
with  the  ventricular  walls.  The  myo- 


Figure  1.  66  gram  heart  of  four  month  old  col- 
ored female  (expected  weight:  27  grams)  showing 
marked  dilatation  and  hypertrophy  of  the  left 
ventricular  chamber  and  moderate  translucent 
thickening  of  the  endocardium. 


Figure  2.  126  gram  heart  of  twenty-three 
month  old  colored  female  (expected  weight:  56 
grams)  showing  similar  dilatation  and  hypertro- 
phy, but  with  minimal  endocardial  thickening. 

cardium  was  sometimes  flabby  but  usually 
was  of  approximately  normal  consistency. 
In  several  hearts  the  outer  half  of  the 
left  ventricular  myocardium  appeared  to 
be  somewhat  darker  in  color  than  the 
inner  half.  The  endocardium  appeared 
definitely  thickened  in  the  left  ventricular 
chamber  in  most  of  the  hearts,  but  in  a 
few  the  endocardial  thickening  was  not 
readily  apparent  in  the  gross  specimen, 
as  shown  in  Figure  2.  The  endocardium 
of  the  left  auricle  normally  is  thicker  than 
that  of  any  other  chamber  of  the  heart 
at  all  ages,  but  in  these  cases  it  appeared 
even  thicker  than  normal.  None  of  the 
hearts  showed  any  grossly  detectable  endo- 
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cardial  thickening  in  the  right  auricle  or 
right  ventricle. 

The  right  ventricular  myocardium,  al- 
though never  as  thick  as  the  left,  was  also 
usually  hypertrophied  so  that  both  walls 
appeared  to  be  in  about  the  same  propor- 
tionate size  to  one  another  as  in  the  nor- 
mal heart.  Thus,  if  the  heart  were  exam- 
ined by  itself  outside  the  body,  and  if  the 
endocardial  thickening  were  not  promi- 
nent, the  only  apparent  abnormality  would 
be  dilatation  of  the  ventricles,  chiefly  on 
the  left  side. 

The  only  other  fairly  constant  gross 
abnormalities  noted  in  other  organs  were 
in  the  lungs,  which  were  usually  heavier 
than  normal  and  consolidated  to  varying 
degrees.  In  a few  cases  there  were  red 
and  yellow  markings  accentuating  the 
lobular  pattern  in  the  liver  characteristic 
of  chronic  passive  congestion. 

In  all  cases,  microscopic  sections  of  the 
myocardium  and  endocardium  were  avail- 
able for  study  and  in  many  of  the  cases, 
sections  had  been  taken  from  the  left 
ventricle,  the  interventricular  septum,  and 
the  right  ventricle  of  each  heart.  These 
were  prepared  with  hematoxylin  and  eo- 
sin,  Verhoff’s  elastic  tissue  stain,  and  the 
periodic  acid  Schiff  reaction.  The  thick- 
ness of  the  endocardium  from  the  lateral 
wall  of  the  left  ventricle  was  measured 
with  an  ocular  micrometer  and  the  results 
are  tabulated  in  the  right  hand  column  in 
Table  3.  These  measurements  cannot  be 
presumed  to  be  accurate  representations 
of  the  thickness  in  the  living  state,  but 
should  give  a fair  quantitative  comparison 
of  the  endocardial  thickness  in  the  sec- 
tions, all  of  which  were  subjected  to  ap- 
proximately the  same  artefactual  shrink- 
age and  distortion  in  the  process  of  prep- 
aration. It  is  readily  seen  that  the  endo- 
cardial thickening  varies  widely  and  shows 
no  apparent  correlation  with  either  age, 
body  weight,  heart  weight,  or  heart  weight 
to  body  weight  ratio. 

This  thickened  endocardium  was  com- 
posed of  normal  appearing  collagenous 
and  elastic  tissue,  with  very  few  fibro- 
blasts and  no  leucocytes.  The  line  of  dem- 
arcation between  it  and  the  underlying 


myocardium  was  fairly  distinct,  and  no 
evidence  of  necrosis,  cellular  infiltration, 
or  other  degenerative  change  could  be  de- 
tected in  the  adjacent  myocardial  fibers. 
These  features  correspond  closely  with  the 
findings  reported  by  other  authors  and 
are  illustrated  in  Figures  3 and  4.  A nor- 
mal heart  from  the  same  age  group  is 
shown  in  Figure  5. 

The  microscopic  appearance  of  the  myo- 
cardium presented  no  striking  abnormali- 
ties. Since  the  myocardial  fiber  increases 
in  size  from  birth  to  adulthood,  hyper- 
trophy of  the  fibers  is  difficult  to  judge 
in  children.  In  only  4 of  the  14  hearts  did 
there  appear  to  be  an  actual  increase  in 


Figure  3.  Eight  month  old  white  female  with 
116  gram  heart.  Section  stained  with  hematoxylin 
and  eosin  shows  endocardium  of  left  ventricle 
measuring  approximately  200  microns  in  thickness, 
composed  of  mature  collagenous  and  elastic  fibers. 
The  underlying  myocardium  appears  relatively 
normal. 


Figure  4.  Same  tissue  as  in  Fig.  3,  stained  with 
Verhoff’s  elastic  tissue  stain,  showing  band  of 
darkly  staining  elastic  fibers  in  deeper  layers  of 
endocardium. 
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Fig’ure  5.  Fifteen  month  old  colored  male  dying 
of  meningitis  with  58  gram  heart  (expected 
weight:  48  grams),  an  apparently  normal  heart 
for  comparison.  Section  from  left  ventricular  en- 
docardium stained  with  hematoxylin  and  eosin 
shows  very  thin  endocardium,  at  thickest  point 
less  than  20  microns  in  thickness. 

the  size  of  the  fibers  beyond  that  expected 
for  the  child’s  age,  and  in  only  2 cases 
were  there  seen  the  nuclear  changes  gen- 
erally associated  with  hypertrophy  (en- 
largement. hyperchromatism,  blunt  ends). 
Hyperplasia  is  said  to  occur  in  the  myo- 
cardium,^' particularly  in  infants,  but  is 
even  more  difficult  to  appraise.  A few 
sections  gave  the  impression  that  there 
were  an  increased  number  of  nuclei  per 
unit  of  cross  sectional  area,  but  no  counts 
were  performed  to  confirm  this  impres- 


Figure  6.  Twenty  month  old  colored  male  with 
163  gram  heart  (expected  weight:  56  grams).  Sec- 
tion stained  with  hematoxylin  and  eosin  shows  the 
appearance  of  the  myocardium  seen  in  most  of  the 
cases,  with  possibly  slight  enlargement  of  muscle 
fibers;  no  marked  changes  in  nuclei,  and  no  evi- 
dence of  myocardial  degeneration,  fibrosis,  or  in- 
flammation. The  separation  of  the  muscle  bundles 
is  probably  an  artefact  of  preparation. 


sion.  The  usual  appearance  of  the  myo- 
cardium is  illustrated  in  Figure  6. 

A remarkable  feature  in  all  the  hearts 
was  the  frequent  similarity  in  microscopic 
appearance  of  the  myocardium  from  both 
the  right  and  left  ventricles  and  inter- 
ventricular septum,  despite  the  consistent 
difference  in  the  endocardium  which  was 
never  significantly  thickened  in  the  right 
ventricle  or  right  auricle.  Whatever  the 
cause  of  the  enlargement,  it  seemed  to  af- 
fect all  parts  of  the  myocardium  uniform- 
ly, although  the  endocardium  became 
thickened  only  in  the  chambers  on  the  left 
side. 

Large  blood  vessels  showed  no  abnor- 
malities, either  in  the  heart  or  in  other 
organs.  Capillaries  in  the  outer  half  of 
the  left  ventricular  myocardium  were  dis- 
tended and  prominent,  corresponding  with 
the  darker  color  of  this  portion  noted 
grossly.  This  vascular  congestion  in  the 
outer  portion  was  not  noted  in  the  right 
ventricle. 

The  most  constant  change  in  the  lung 
was  thickening  of  the  alveolar  septa  chief- 
ly due  to  monocjTic  infiltration,  inter- 
preted as  interstitial  pneumonia.  This 
anatomic  lesion,  present  in  10  of  the  12 
cases  where  sections  of  lung  were  avail- 
able for  review,  corresponds  with  the 
symptoms  of  respiratory  infection  noted 
clinically.  In  6 of  the  12  cases  there  was 
dilatation  and  tortuosity  of  capillaries  and 
accumulation  of  hemosiderin  pigment  in 
macrophages  in  the  alveoli,  changes  which 
were  considered  indicative  of  passive  con- 
gestion of  the  lungs. 

In  the  liver.  4 of  12  cases  showed  cen- 
tral necrosis,  also  thought  to  be  indicative 
of  passive  congestion.  No  other  remark- 
able changes  were  noted  in  sections  of  the 
liver. 

Several  of  the  cases  showed  interesting 
but  enigmatic  changes  in  the  kidneys.  In 
2 out  of  12,  hyperplastic  tortuous  ar- 
terioles were  seen  in  the  renal  cortex.  In 
2 other  kidneys  there  were  numerous  cal- 
cified casts  in  the  renal  tubules.  One 
case  showed  many  enormously  dilated 
tubules,  but  not  to  the  degree  of  a true 
polycystic  kidney  in  infancy,  possibly  rep- 
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resenting  an  early  stage  in  the  develop- 
ment of  adult  type  polycystic  kidneys. 

None  of  the  other  viscera  for  which 
microscopic  sections  were  available  showed 
any  consistent  changes  to  which  any  sig- 
nificance could  be  attached. 

COMMENT 

The  above  described  data  appear  to  in- 
dicate that  at  least  two  of  the  objectives 
of  this  preliminary  study  were  achieved. 
In  the  first  place,  this  entity — a respira- 
tory infection  associated  with  rapidly  de- 
veloping heart  failure,  death,  and  enlarge- 
ment of  the  heart  at  autopsy — is  not  at 
all  uncommon  among  children  coming  to 
autopsy  at  Charity  Hospital  in  recent 
years.  It  is  possible  that  the  cardiac  en- 
largement may  have  been  overlooked  in 
previous  years,  but  a review  of  heart 
weights  in  autopsy  records  does  not  dis- 
close any  evidence  that  the  condition  oc- 
curred with  a similar  frequency  and  was 
overlooked.  Our  conclusion,  therefore,  is 
that  this  disease  entity  is  responsible  for 
an  increasing  pi’oportion  of  deaths  in 
this  age  group. 

A second  question — is  endocardial  fibro- 
elastosis a distinct  entity  which  has  been 
clearly  set  apart  from  so-called  idiopathic 
hypertrophy — we  believe  has  also  been 
partially  answered.  In  this  series  of  cases, 
endocardial  thickening  was  constantly 
present,  but  the  degree  of  thickening  was 
extremely  variable.  No  unexplained  en- 
largement of  the  heart  was  found  without 
endocardial  thickening  of  some  degree, 
and  no  sharp  line  of  demarcation  could  be 
drawn  between  those  cases  with  minimal 
thickening  and  those  cases  with  maximum 
thickening.  It  would  seem  that  there  is 
some  fundamental  disturbance  which  leads 
to  an  increase  in  the  mass  of  the  myo- 
cardium and  eventually  to  cardiac  failure, 
and  which  also  directly  or  indirectly 
causes  proliferation  of  the  endocardial  con- 
nective tissues. 

It  is  well  established  that  endocardial 
fibroelastosis,  indistinguishable  from  that 
seen  in  the  cases  described  here  and  other 
reported  cases  considered  typical,  can  be 
found  in  hearts  where  there  is  a definite 
structural  abnormality  which  appears  to 


account  for  the  hypertrophy  quite  ade- 
quately. We  have  on  hand  cases  of  pa- 
tent ductus  arteriosus,  coarctation  of  the 
aorta,  and  even  von  Gierke’s  disease  which 
illustrate  this  fact.'^  At  least  one  case  of 
hypertension  in  a child  was  described  as 
showing  fibrous  endocardial  thickening.-'^ 
In  fact,  one  author  believes  that  all  cases 
of  endocardial  fibroelastosis  are  accounted 
for  by  some  associated  malformation 
which  can  produce  endocardial  anoxia. 
Such  findings,  we  think,  support  the  idea 
that  the  endocardial  thickening  is  a non- 
specific response  to  some  injury  to  the 
heart,  the  same  injury  which  leads  to 
hypertrophy. 

Although  cases  showing  endocardial 
fibroelastosis  have  been  reported  in  still- 
born, premature,  and  neonatal  infants, 
none  have  come  to  our  attention  in  recent 
years  at  this  hospital.  As  was  pointed 
out  earlier,  the  records  kept  on  these  in- 
fants are  not  sufficiently  complete  for  re- 
view, and  consequently,  there  is  a serious 
gap  in  this  study,  which  we  are  presently 
trying  to  fill.  If  the  endocardial  thicken- 
ing is  a nonspecific  reaction  to  injury,  it 
would  indeed  be  surprising  if  it  were  not 
found  under  some  conditions  in  the  pre- 
natal and  neonatal  periods,  just  as  in  the 
older  age  groups. 

We  feel  that  more  attention  should  be 
focused  on  the  altered  physiology  which 
causes  the  cardiac  hypertrophy  in  these 
cases,  and  that  the  mysterious  “funda- 
mental disturbance”  referred  to  above  will 
be  something  of  this  nature  rather  than 
a genetically  determined  congenital  defect 
in  the  endocardium.  Cardiac  hypertrophy 
is  generally  considered  a response  to  in- 
creased work,  but  no  known  condition 
causing  increased  work  for  the  heart  has 
been  demonstrated  in  the  cases  under  con- 
sideration. It  is  incredible  that  anoxia, 
often  suggested  as  the  cause  of  the  endo- 
cardial proliferation,  could  lead  to  such 
tremendous  cardiac  hypertrophy  without 
itself  producing  striking  clinical  mani- 
festations. The  many  defects  in  our  basic 
knowledge  about  cardiac  hypertrophy  have 
been  pointed  out  in  a recent  provocative 
review,®  but  at  least  it  has  been  conclu- 
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sively  demonstrated  that  the  hearts  of 
young  animals  can  undergo  hypertrophy 
very  rapidlyd^*- **  A dramatic  example  of 
this  was  seen  in  the  case  of  a two  week 
old  infant  with  thrombosis  of  the  abdomi- 
nal aorta  and  one  renal  artery,  a lesion 
which  had  developed  following  birth,  in 
which  the  heart  was  double  the  expected 
weight — the  hypertrophy  presumably  hav- 
ing taken  place  within  two  weeks  or  lessd“ 
(This  heart,  incidentally,  showed  no  endo- 
cardial thickening).  It  would  not  be  in- 
conceivable, therefore,  that  the  cardiac 
hypertrophy  found  in  the  children  we  are 
concerned  with  could  have  developed  with- 
in a relatively  short  period  of  time — that 
is,  a few  weeks.  This  concept  would  fit 
with  the  very  common  observation  that 
these  children  grow  and  develop  normally 
and  to  all  outward  appearances  are  nor- 
mal until  the  onset  of  severe,  rapidly 
progressive  symptoms. 

It  is  important,  then,  that  information 
regarding  this  condition  be  disseminated 
widely  in  order  that  cases  may  be  recog- 
nized at  an  early  stage  and  studied  more 
thoroughly  by  clinical  methods  before 
death.  The  striking  cardiac  enlargement 
observed  on  physical  examination  and 
x-ray  examination  of  the  chest  without 
consistent  murmurs  may  make  it  possible 
to  identify  children  who  survive  and  re- 
cover. Furthermore,  it  should  be  of  con- 
siderable interest  to  the  physician  in  gen- 
eral practice  to  be  aware  of  this  condition 
in  view  of  its  increasing  incidence  and 
especially  the  fulminating  course  and  un- 
anticipated death  in  many  of  the  fatal 
cases. 

SUMMARY 

The  incidence  of  cases  of  children  com- 
ing to  autopsy  with  unexplained  cardiac 
hypertrophy  and  varying  degrees  of  endo- 
cardial fibroelastosis  appears  to  have  in- 
creased markedly  in  recent  years  at  Char- 
ity Hospital,  and  14  of  these  cases  have 
been  reviewed  in  detail.  The  findings 
with  respect  to  both  frequency  and  patho- 
logic anatomy  confirm  those  reported  in 
the  recent  literature.  Attention  is  called 
to  the  variability  of  the  endocardial  thick- 
ening and  the  similarity  of  some  of  the 


cases  with  minimal  thickening  to  what 
was  formerly  called  idiopathic  hyper- 
trophy. It  is  concluded  from  a study  of 
these  cases  that  the  endocardial  prolifera- 
tion is  not  the  basic  lesion  and  the  need 
for  studying  the  nature  and  cause  of  the 
myocardial  hypertrophy  is  emphasized. 

The  salient  feature  of  the  clinical  pic- 
ture is  enlargement  of  the  heart  on  physi- 
cal examination  or  x-ray  examination  of 
the  chest.  Clinical  recognition  is  very  im- 
portant from  the  standpoint  of  both  re- 
search and  general  practice. 
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CONGENITAL  ANOMALIES 
ENCOUNTERED  IN  EARLY  INFANCY  : 
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Reduction  in  infant  mortality  in  the 
past  decade  is  one  of  the  triumphs  of 
modern  medicine.  Many  factors  respon- 
sible for  decline  in  both  mortality  and 
morbidity  have  been  well  documented 
elsewhere.^  Not  the  least  important  of 
these  has  been  a better  general  under- 
standing of  the  nature  of  disease  en- 
countered in  early  infancy.  Familiarity 
with  special  pathology  in  this  age  group 
is,  in  a large  measure,  responsible  for 
improved  diagnostic  methods  and  better 
clinical  management.  For  example,  prior 
to  1939,  the  mortality  rate  in  tracheo- 
esophageal fistulas  was  100  per  cent.  To- 
day, under  optimal  conditions,  approxi- 
mately 70  per  cent  of  these  patients  can 
be  salvaged. 

A consideration  of  many  causes  of 
death  in  the  neonatal  period  in  a large 
number  of  autopsies  has  been  reported 
previously  by  Potter.^  In  Potter’s  series 
approximately  12  per  cent  of  the  neonatal 
deaths  were  attributable  to  congenital 
malformations.  The  present  study  is 
based  on  a group  of  1557  postmortem  ex- 
aminations done  from  1927  through  1953 
on  stillborn  infants  and  infants  under  the 
age  of  1 year.  (Table  1)  Our  data  are  in 
agreement  with  Potter’s  findings. 

Extrinsic  and  intrinsic  factors  respon- 
sible for  the  maldevelopment  of  the  human 
embryo  are  poorly  understood.  The  in- 
cidence of  all  types  of  congenital  anoma- 
lies seen  in  the  new  born  at  Charity  Hos- 
pital in  New  Orleans  is  24  per  1000  live 
births.®  It  is  known  that  malformations 
of  organ  systems  have  their  beginnings 

* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 

t From  the  Departments  of  Pathology  and  Pedi- 
atrics, Tulane  Medical  School  and  Charity  Hospi- 
tal of  Louisiana,  at  New  Orleans. 

t Children’s  Clinic,  34.39  Prytania  Street,  New 
Orleans,  La. 


TABLE  1 


Dates 

Number  of 
Autopsies 
I’erforuied 
oil  Infants 
Under  1 year 

Serious 
.V  noma  lies 

I*er  cent 
with 

Anomalies 

1947 

188 

23 

12.2 

1948 

191 

20 

10.4 

1949 

194 

28 

14.4 

1950 

233 

31 

13.3 

1951 

188 

33 

17.6 

1952 

263 

39 

14.8 

1953 

320 

28 

8.8 

TOTAL 

1577 

202 

12.8 

early  in  the  developmental  period.  By  the 
tenth  to  the  twelfth  week  following  nida- 
tion the  final  anatomic  form  of  the  embryo 
has  been  largely  achieved.  However,  the 
fetus  is  still  subject  to  the  modifying  ef- 
fects of  early  uterine  environment. 

Reasonably  specific  environmental  fac- 
tors that  are  thought  adversely  to  influ- 
ence dynamic  processes  of  early  develop- 
ment include,  infection  with  the  rubella 
virus,  x-radiation,  and  deficient  diet.  Lo- 
cal diseases  of  the  endometrium,  while 
occasionally  responsible  for  early  fetal 
death  and  miscarriage,  probably  are  in- 
capable of  causing  malformations  in  viable 
infants. 

Anomalies  in  the  infant  attributed  to 
maternal  rubella  * contracted  during  the 
first  trimester  of  pregnancy  include  vary- 
ing combinations  of  cataracts,  deafmutism, 
and  certain  anomalies  of  the  heart.  We 
have  encountered  no  proved  example  of 
this  syndrome  at  autopsy. 

Irradiation  of  the  pregnant  uterus  has 
in  some  instances  been  followed  by  micro- 
cephalic  mentally  deficient  infants.  Ap- 
parently, developing  nervous  tissue  is 
particularly  vulnerable  to  radiation  in- 
jury.®'®-Additional  genetic  hazards 
have  been  introduced  following  the  devel- 
opment of  atomic  energy.  The  exposure 
of  large  segments  of  the  population  to 
high-energy  radiation  is  likely  to  increase 
the  number  of  defective  individuals  in 
future  generations.®® 

Experimental  evidence  in  lower  ani- 
mals ® suggests  that  dietary  inadequacies 
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may  be  responsible  for  fetal  maldevelop- 
ments.  There  is  little  direct  clinical  or  ex- 
perimental evidence  to  indicate  what  part 
a deficient  maternal  diet  may  play  in 
causing  anomalies  in  human  beings,  aside 
from  endemic  cretinism  which  is  related 
to  a lack  of  iodine.  However,  congenital 
malformations  occur  more  often  in  infants 
born  to  diabetic  mothers. The  develop- 
ing infant  is  susceptible  to  a number  of 
maternal  diseases. 

The  purpose  of  this  report  is  to  reem- 
phasize the  pathological  features  of  a few 
of  the  more  frequent  anomalies  that  lend 
themselves  to  correction  by  early  and  in- 
telligent surgical  intervention  soon  after 
the  baby  is  born.  Although  many  infants 
have  multiple  anomalies  (Table  2),  any 
one  of  which  might  be  lethal,  a surprising- 
ly high  percentage  of  the  malformed  in- 
fants that  survive  for  a few  days  have 
only  a single  major  anomaly,  that  one 
being  amenable  to  surgical  correction.  An 
examination  of  Table  3 will  show  the  sys- 
tems most  frequently  affected  by  single 
or  multiple  congenital  anomalies  in  our 
autopsies.  In  approximately  25  per  cent, 
more  than  one  major  anomaly  existed  at 
the  time  of  death. 

The  data  herein  will  be  presented  by 
systems  in  order  to  stress  both  the  clini- 
cal and  pathological  aspects  of  the  cor- 
rectable anomalies  that  we  have  en- 
countered. Patients  with  multiple  anoma- 
lies have  been  arbitrarily  listed  under  the 

TABLE  2 


STMMABY  OF  THE  I >1.STK IBT'TIOXS  OF  MA.70K 
ANOMALIES  OrCXRKING  IN  ONE  Olt  MOKE 
SYSTEMS  IN  202  AI  TOPSIES  (STILLBORNS 


AND  INFANTS  U.NDER  ONE  YE.YR) 

Isolated 

System  .Viiomalies 

With 

Associated 

.\nomalies 

Involving 

Other 

Systems 

Per  cent 
with 

Associated 

Anomalies 

Gastrointestinal 

26 

12 

33 

RespiratoiT  includ- 

ing  Diaphragm 

2 

6 

To 

Cardiovascular 

49 

18 

27 

Genito-Urinary 

13 

13 

50 

Central  Nervous 

18 

30 

63 

Miscellaneous 

10 

5 

33 

organ-system  presenting  the  most  serious 
anomaly.  Minor  anomalies  are  not  in- 
cluded in  Tables  2 and  3. 

TABLE  3 

ALL  ISOLATEO  AND  MULTIPLE  CONGENITAL 
ANO.MALIES  IN  202  AUTOPSIES  BY  SYSTE.MS 
(STILLBORNS  AND  INFANTS 
UNDER  ONE  YEAR) 


Major 

Systems 

Involved 

Numher 

of 

.Anomalies 

Per  cent 
of  the 
Total 

Gastrointestinal 

38 

18.8 

Respiratory 
and  diaphragm 

8 

4.0 

Cardiovascular 

67 

33.1 

Genito-Urinary 

27 

13.4 

Central  Nervous 

47 

23.3 

Miscellaneous 

anomalies 

15 

7.4 

Total 

202 

100.0 

GAST  RO 1 N TEST  INAL  S Y STE.M 

Of  202  patients  with  congenital  anoma- 
lies encountered  in  the  entire  group,  38 
had  major  lesions  in  the  gastrointestinal 
tract.  Since  anomalies  here  often  cause 
obstruction  it  is  obvious  that  diagnosis  and 
treatment  must  be  prompt  since  uncor- 
rected intestinal  obstruction  is  rapidly 
fatal.  There  were  8 causes  of  tracheo- 
esophageal fistula,  7 of  biliary  atresia,  5 
of  stenosis  or  atresia  of  the  small  bowel — 
including  duodenum  — 2 of  incarcerated 
internal  hernia,  1 of  malrotation  with  duo- 
denal obstruction,  1 omphalocele,  1 with 
congenital  megacolon,  1 pyloric  stenosis, 
2 of  volvulus  of  midgut,  2 of  Meckel’s  di- 
verticulum as  an  isolated  anomaly  that 
caused  death,  4 of  meconium  ileus,  1 of 
malrotation  with  volvulus  of  cecum,  and 
2 of  imperforate  anus.  It  is  noteworthy 
that  only  one  case  of  pyloric  stenosis  came 
to  autopsy  in  the  seven  year  period  cov- 
ered by  this  report.  Within  the  past  year 
alone,  21  babies  with  pyloric  stenosis  were 
treated  by  our  Service  without  a single 
death. 

An  analysis  of  maternal  histories  failed 
to  reveal  any  common  factor  that  could 
be  established  as  being  causally  related  to 
these  malformations  of  the  gastrointes- 
tinal tract. 
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Tracheo-esophageal  Fistula. — During  the 
past  fourteen  years,  because  of  better 
diagnosis,  together  with  improved  tech- 
niques in  surgery  and  anesthesiology,  ap- 
proximately 70  per  cent  of  patients  with 
tracheo-esophageal  fistula  can  be  saved." 
In  order  to  arrive  at  an  early  diagnosis  it 
is  important  to  understand  the  anatomical 
peculiarities  which  arise  from  the  malfor- 
mation of  this  portion  of  the  gastrointestin- 
al tract.  Four  anatomical  variants  are  well 
known.  Approximately  90  per  cent  have  a 
lower  segment  communicating  with  the 
trachea  and  an  upper  one  ending  as  a 
blind  sac.  Bearing  the  relationship  in 
mind,  clinical  symptoms  immediately  take 
on  significance.  New  born  infants  who 
show  excessive  amounts  of  saliva  or  who 
become  cyanotic  upon  attempts  at  feeding 
may  have  this  anomaly.  The  diagnosis  is 
easily  established  by  attempting  to  pass 
a small  catheter  down  to  the  stomach.  The 
point  of  obstruction,  if  it  exists,  can  thus 
be  easily  ascertained.  Additional  x-ray 
evidence  can  be  obtained  by  instillation 
of  1 or  2 cc.  of  lipiodol  through  the  cathe- 
ter. The  x-ray  picture  will  usually  indi- 
cate the  level  of  obstruction,  and  may  show 
the  fistula  and  type  of  anomaly  which 
exists.  Once  the  diagnosis  is  established 
there  should  be  an  early  attempt  at  thera- 
py. Prior  to  surgery  these  patients  should 
be  hydrated  and  given  intensive  chemo- 
therapy. Adequate  amounts  of  blood 
should  be  slowly  given  during  the  surgi- 
cal procedure.  A gastrostomy  facilitates 
postoperative  care  of  these  patients  and 
is  a safeguard  against  distention  of  the 
stomach  with  vomiting  and  soiling  of  the 
suture  line.  Among  our  8 cases  there 
were  important  associated  cardiac  anoma- 
lies in  2,  in  2 cases  there  were  atresias  of 
the  duodenum,  and  in  another  there  was 
duodenal  obstruction  with  malrotation. 
Among  these  8 cases,  Meckel’s  diverticu- 
lum was  an  incidental  finding  in  3.  Pre- 
maturity also  frequently  contributes  sub- 
stantially to  the  risk,  although  only  one 
of  ours  was  premature.  It  is  obvious  from 
a consideration  of  the  type  of  anomaly 
under  discussion  that  early  diagnosis  is 


necessary  in  order  to  prevent  the  infant 
from  aspirating  food  or  mucus  into  the 
lower  respiratory  tract,  resulting  in  ex- 
tensive aspiration  pneumonia.  In  addition, 
if  the  lower  segment  of  the  esophagus 
communicates  with  the  trachea,  there  may 
be  a reflux  of  gastric  contents  into  the  air 
passages  resulting  in  a severe  necrotizing 
type  of  pneumonia.  These  infants  should 
be  kept  in  a semi-upright  position  until 
the  fistula  is  surgically  closed. 

In  our  patients  necrosis  was  frequently 
found  at  the  site  of  surgical  anastomosis 
of  the  esophageal  segment.  This  usually 
results  from  failure  to  mobilize  the  esoph- 
agus adequately,  thus  putting  too  much 
tension  on  the  sutures.  Severe  mediastini- 
tis  follows  leakage  at  such  a point. 

Postoperative  care  of  these  patients  is 
extremely  important  and  in  general  con- 
sists of  the  use  of  proper  fluids  and  elec- 
trolytes, intensive  chemotherapy,  and  a 
gastrostomy  tube  to  keep  the  stomach  de- 
compressed for  twenty-four  to  thirty-six 
hours,  after  which  small  amounts  of  10 
per  cent  glucose  may  be  given.  The  be- 
ginning of  oral  feeding  is  generally  pos- 
sible within  a week  to  ten  days  following 
the  anastomosis.  Follow-up  studies  of  pa- 
tients who  have  been  successfully  repaired 
reveal  that  stenosis  at  the  operative  site 
is  relatively  rare  and  is  more  likely  to 
occur  during  the  first  six  months,  after 
which  time  the  growing  esophagus  will 
enlarge  enough  to  prevent  dysphagia.  Re- 
peated respiratory  infections  occurring 
several  months  after  the  closure  of  a 
tracheo-esophageal  fistula  suggests  the 
possibility  that  the  fistulous  tract  may 
have  again  become  patent. 

Stenosis  and  Atresia  of  the  Intestinal 
Tract. — Another  group  of  obstructive  le- 
sions encountei’ed  in  early  infancy  is  com- 
posed of  cases  of  stenosis  and  atresia  of 
the  small  bowel,  the  most  common  sites 
being  encountered  in  the  duodenum  and 
terminal  ileum.  Four  cases  were  found  in 
this  category. 

The  bowel  from  the  pylorus  to  the 
ileocecal  junction  goes  through  three 
stages  of  development.  Prior  to  the  fifth 
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week  a lumen  is  present  in  the  intestinal 
tract.  In  the  rapid  turn  of  events  the  in- 
testine passes  through  a solid  stage  due 
to  rapid  proliferation  of  epithelium.  Later, 
these  epithelial  concrescences  degenerate 
and  a lumen  is  reestablished  by  about  the 
twelfth  week.  The  underlying  basic  dis- 
turbance in  atresia  or  stenosis  of  the 
small  bowel  is  failure  of  this  recanaliza- 
tion. In  general  there  are  two  anatomical 
types  of  atresia : In  one  there  is  a veil  or 
membrane  which  completely  blocks  the 
lumen;  in  the  other,  the  intestine  ends  as 
a blind  sac  or  is  simply  joined  to  a more 
distal  segment  by  a fibrous  cord.  The 
proximal  segment  is  usually  found  to  be 
tremendously  dilated,  with  a thin  wall. 
Necrosis  and  perforation  are  apt  to  occur 
early,  often  on  the  second  or  third  day. 
The  distal  segment  is  collapsed  and  may 
be  no  more  than  a few  millimeters  in  di- 
ameter; in  a small  percentage,  there  may 
be  multiple  atresias.  It  is  important  to 
distinguish  between  atresia  and  stenosis. 
As  the  term  implies,  atresia  consists  in 
complete  obliteration  of  the  lumen ; where- 
as stenosis  is  only  partial  in  this  respect. 
The  degree  of  stenosis  will  usually  be 
found  to  correlate  with  severity  of  symp- 
toms, and  therefoi’e,  the  urgency  for  sur- 
gical intervention.  With  atresia,  symp- 
toms begin  immediately  after  birth  and 
consist  of  vomiting,  which  is  usually  bile- 
stained  and  varies  in  character  with  the 
level  of  obstruction.  The  stools  may  at 
first  be  grossly  indistinguishable  from 
normal  jneconium.  However,  as  Farber 
has  shown,  stained  normal  meconium 
spread  on  a slide  will  contain  numerous 
epithelial  cells  and  occasionally  lanugo 
hair,  attesting  intestinal  patency.  If  a 
meconium  smear  shows  no  desquamated 
epithelial  cells  or  lanugo  hair  the  likeli- 
hood of  obstruction  is  very  high.  Fever 
may  be  present  and  if  above  102°  the 
possibility  of  peritonitis  following  spon- 
taneous perforation  is  suggested.  X-rays 
of  the  abdomen  even  without  the  use  of 
contrast  media  will  frequently  indicate 
the  level  of  obstruction.  Once  the  diagnosis 
is  made  the  patient  is  prepared  for  sur- 


gery by  continuous  gastric  suction  and 
proper  parenteral  fluids.  Once  the  abdo- 
men is  entered  and  the  point  of  atresia 
deteiTnined,  a short  circuiting  procedure 
with  a side-to-side  anastomosis  is  gener- 
ally indicated  rather  than  a direct  attack 
on  the  atretic  area.  If  the  site  of  obstruc- 
tion is  in  the  distal  ileum  or  colon  an  ex- 
teriorization procedure  of  the  Mikulicz 
type  with  early  closure  of  the  enterostomy 
is  the  procedure  of  choice.  However,  the 
maintenance  of  fluid  and  electrolyte  bal- 
ance in  these  patients  with  enterostomy 
poses  a problem  of  considerable  magni- 
tude. Since  multiple  atresias  occur  in  a 
significant  number,  exploration  of  the  en- 
tire small  bowel  for  other  anomalies  is 
imperative.  Associated  atresia  of  the  colon 
is  relatively  rare,  and  intensive  inspection 
of  this  organ  at  the  time  of  operation  is 
therefore  not  warranted. 

As  to  stenosis  of  the  small  bowel,  ap- 
proximately 50  per  cent  of  these  occur  in 
the  duodenum  and  25  per  cent  in  the 
ileum.  Symptoms  may  occur  later  than 
in  cases  of  atresia  and  may  be  of  a chronic 
or  intermittent  type.  The  finding  of  milk 
curds  in  the  stool  of  course  indicates  at 
least  partial  patency  of  the  bowel.  With 
both  atresia  and  stenosis  of  the  duodenum, 
mongolism  has  been  an  associated  finding 
in  a relatively  high  per  cent  of  reported 
cases. “ 

Malrotation  of  the  hitestinal  Tract. — 
Another  important  cause  of  intestinal  ob- 
struction encountered  in  early  infancy  is 
malrotation  of  the  intestinal  tract.  The 
embryological  explanation  for  this  phe- 
nomenon is  concerned  with  the  develop- 
ment and  final  position  of  the  gut  sup- 
plied by  the  superior  mesenteric  artery 
extending  from  the  duodenum  to  the  mid- 
portion of  the  transverse  colon.  This 
anomaly  is  characterized  by  lack  of  attach- 
ment of  the  mesentery  to  the  posterior 
abdominal  wall  and  incomplete  rotation  of 
the  cecum,  or  complete  rotation  of  the 
cecum  which  has  a long  mesentery.  In- 
complete rotation  of  the  cecum  may  ob- 
struct the  duodenum  by  bands  of  reflected 
peritoneum  or  the  cecum  itself  may  be 


Dent,  Robinson — Surgically  Correctable  Congenital  Anomalies 


235 


held  in  such  a position  over  the  duodenum 
that  it  causes  obstruction.  Occasionally 
the  entire  midgut  will  become  twisted  in 
such  a manner  as  to  obstruct  the  bowel 
at  the  two  extremes  and  to  occlude  the 
superior  mesenteric  vessels,  giving  rise  to 
infarction.  Obstruction  of  the  duodenum 
by  an  incompletely  rotated  cecum  and 
volvulus  of  the  midgut  are  closely  asso- 
ciated, and  both  conditions  must  be  cor- 
rected if  obstructive  symptoms  are  to  be 
relieved.  The  clinical  picture  in  early  in- 
fancy is  that  of  high  intestinal  obstruc- 
tion with  vomiting  of  bile.  In  older  chil- 
dren symptoms  may  resemble  those  of 
celiac  disease  or  “cyclic  vomiting,”  and 
gastrointestinal  studies  using  contrast 
media  are  indicated  in  such  patients.  On 
opening  the  abdomen,  volvulus  of  the  mid- 
gut is  suggested  when  coils  of  the  small 
intestine  obscure  the  ascending  and  trans- 
verse colon,  especially  if  the  serosal  sur- 
face is  congested.  If  the  cecum  and  trans- 
verse colon  lie  in  the  right  upper  quad- 
rant, obstruction  of  the  duodenum  by  peri- 
toneal reflections  may  be  the  only  anoma- 
ly. In  our  series  one  such  case  was 
encountered.  The  correct  surgical  pro- 
cedui’e  has  been  described  by  Ladd.^“  This 
relatively  simple  procedure  will  relieve 
the  obstruction  of  the  duodenum  and  like- 
wise will  correct  volvulus  of  the  midgut, 
if  it  coexists. 

Other  miscellaneous  conditions  responsi- 
ble for  intestinal  obstruction  in  the  new- 
born are  incarcerated  internal  hernia, 
meconium  ileus  with  perforation,  and 
rarely  malformations  of  anus  or  rectum. 
Annular  pancreas  with  partial  obstruction 
of  the  duodenum,  and  reduplications  of 
the  gastrointestinal  tract  are  rarer  causes 
of  obstructive  lesions  in  early  infancy. 

Malformations  of  the  anus  and  rectum 
are  associated  with  other  major  anomalies 
in  approximately  50  per  cent  of  reported 
cases. In  our  series,  associated  lethal 
anomalies  were  consistently  present.  It 
is  important  for  the  surgeon  to  remember 
that  several  anatomical  types  may  be  en- 
countered. A fistulous  opening  between 
the  bowel  and  urinary  tract  is  common 
and  often  consists  of  rectovaginal  fistula 


in  the  female  or  rectovesical  fistula  in 
the  male.^“ 

There  was  one  infant  with  omphalocele. 
Omphaloceles  usually  require  operative  re- 
pair within  the  first  few  hours  of  birth. 
The  two-stage  procedure  consisting  first 
of  skin  closure  with  later  repair  of  the 
hernia  is  preferred.  Any  abdominal  vis- 
cera including  the  liver  may  be  within  the 
thin  walled  avascular  sac.  Associated 
anomalies  such  as  malrotation  with  in- 
testinal obstruction,  occasionally  are  en- 
countered and  may  be  responsible  for 
persistent  symptoms  after  surgical  repair. 

RESPIRATORY  SYSTEM 

Major  anomalies  of  the  respiratory  sys- 
tem per  se  were  encountered  relatively 
infrequently.  There  were  only  8 patients 
who  had  severe  anomalies  involving  prin- 
cipally the  respiratory  tract  or  the  dia- 
phragm. Of  these,  4 had  diaphragmatic 
hernia,  1 had  choanal  atresia,  1 had  hypo- 
plasia of  the  lung,  1 had  stenosis  of  the 
trachea,  and  1 had  an  aberrant  lobe  of 
the  right  lung  with  no  attachment  to  the 
bronchial  tree. 

The  most  frequent  single  anomaly  in 
this  group  was  congenital  hernia  of  the 
diaphragm.  Within  the  past  decade  there 
has  been  a change  in  the  method  by  which 
these  patients  are  treated.  The  former 
approach  of  “allowing  the  patient  to  grow 
and  be  in  better  condition”  resulted  in  a 
staggering  mortality  rate,  mostly  during 
the  neonatal  period.  The  present  policy  is 
for  immediate  operation,  and  with  this  ap- 
proach many  more  of  these  patients  can 
be  saved.  The  failure  of  the  diaphragm 
to  develop  will  result  in  defects  in  any 
one  of  several  areas,  the  most  common, 
over  the  posterior  lateral  portion  of  either 
side  and  more  often  on  the  left.  In  about 
nine-tenths  of  these  herniations  no  hernial 
sac  exists.  Any  abdominal  viscera  may  be 
herniated  through  the  defect  and  lie  within 
the  thoracic  cavity.  Infants  with  dia- 
phragmatic hernia  may  show  early  cya- 
nosis, dyspnea,  or  vomiting.  The  severity  of 
symptoms  correlates  with  the  degree  of 
crowding  or  compression  of  heart  and 
lungs.  Some  infants  may  tolerate  fairly 
large  defects  with  relatively  few  symptoms. 


236 


Dent,  Robinson — Surgically  Correctable  Congenital  Anomalies 


It  is  difficult  to  diagnose  this  condition  by 
physical  examination  alone.  X-ray  exami- 
nation without  contrast  media  will  usually 
suffice  to  establish  the  diagnosis.  Once 
this  is  established  an  operation  to  repair 
the  hernia  should  be  performed.  Asso- 
ciated anomalies  are  relatively  high.  One 
of  our  cases  had  cardiac  defects,  1 had 
bilateral  polycystic  kidneys,  and  1 had 
internal  hydrocephalus.  Two  of  our  pa- 
tients exhibited  emphysema  of  the  normal 
lung  with  rupture  subpleural  blebs  and 
tension  pneumothorax.  One  of  these  oc- 
curred in  a Bloxsom-type  respirator  and  1 
probably  resulted  from  over-zealous  at- 
tempts at  manual  resuscitation.  Adoption 
of  the  policy  of  early  operation  regardless 
of  the  extent  of  herniation  or  the  critical 
condition  of  the  patient  can  relieve  a sub- 
stantial proportion  of  these  individuals. 

CAUmOVASCTL.iR  SYSTEM 

Recent  advances  in  surgery  have  pro- 
duced remarkable  results  in  the  correction 
of  anomalies  of  the  cardiovascular  sys- 
tem. Surgical  results  have  added  emphasis 
to  the  anatomical  study  of  all  types  of 
malformations.  Less  than  a decade  ago, 
physicians  in  all  branches  of  medicine 
were  satisfied  with  the  diagnosis  of  con- 
genital heart  disease  and  at  least  an  im- 
plied hopeless  prognosis.  Today,  with 
exacting  and  detailed  studies,  the  exact 
nature  of  the  defect  can  usually  be  eluci- 
dated, and  improving  surgical  skills  per- 
mit an  increasingly  good  prognosis. 

A detailed  consideration  of  the  various 
types  of  congenital  heart  disease  is  be- 
yond the'  scope  of  this  present  report. 
However,  out  of  202  patients  with  anoma- 
lies, 67  had  major  malformations  of  the 
heart  or  great  vessels  (Table  4).  The 
cardiovascular  system  was  the  most  fre- 
quent major  system  involved  singly  or 
with  others  in  this  series.  Associated 
anomalies  were  mongolism  in  6,  cleft  pal- 
ate and  harelip  in  5,  diaphragmatic  hernia 
in  3,  Meckel’s  diverticulum  in  4,  internal 
hydrocephalus  in  2,  hydro-ureters  in  2, 
and  polycystic  kidneys  in  2.  A study  of 
maternal  histories  revealed  the  fact  that 
10  of  these  mothers  were  over  thirty  years 
of  age. 


TABLE  4 

TYPES  OF  MA.TOK  CARDIOVASCULAR  ANOMALIES 
IN  ()7  CASES  OF  CONGENIT.\L  HEART  DISEASE 


Interventricular  septal  defect  12 

Transposition  of  great  vessels  — 11 

Coarctation  of  aoi’ta  5 

Patent  ductus  5 

Pulmonarj'  stenosis  or  atresia  5 

Cor  triloculare  4 

Tr uncus  arteriosus  4 

Aberrant  subclavian  artery  3 

Tetralogy  of  Fallot 3 

Eisenmonger  complex  2 

Stenosis  of  aortic  valve  2 

Tricuspid  stenosis  2 

Atrioventricularis  communis  1 

Bicuspid  aortic  valve  1 

Dextraposition  of  aorta  1 

Hypoplastic  aorta  1 

Interarterial  defect  1 

Vascular  ring  1 

Miscellaneous  3 


Total  67 


Transposition  of  the  great  vessels,  with 
or  without  septal  defects,  was  the  most 
common  anomaly  noted.  The  tetralogy  of 
Fallot  or  its  variants  was  the  most  fre- 
quent syndrome  among  those  with  cyano- 
sis. Among  these  cases,  with  all  deaths 
occurring  below  the  age  of  one  year, 
anomalies  were  for  the  most  part  not  cor- 
rectable and  were  incompatible  with  life 
beyond  early  infancy. 

GENITO  URINARY  SYSTEM 

Anomalies  of  the  genito-urinary  tract 
were  frequently  encountered.  There  were 
27  cases  in  this  series.  Of  these,  poly- 
cystic kidneys  were  noted  in  14  instances 
and  five  of  these  delivered  by  the  breech. 
Four  cases  of  renal  agenesis  were  present 
and  3 of  these  delivered  by  the  breech. 
Four  horseshoe  kidneys  were  found  with- 
out other  significant  anomalies. 

With  polycystic  kidneys  or  bilateral 
agenesis  death  has  occurred  early,  and  as 
a rule,  the  cause  of  death  was  not  sus- 
pected clinically. 

Obstructive  uropathy  due  to  congenital 
urethral  valves  or  hyperplasia  of  the 
verumontanum  occurred  in  6 of  the  14 
cases  of  polycystic  kidneys. 

Associated  anomalies  are  relatively  fre- 
quent and  consist  of  1 serious  cardiac  de- 
fect, 4 club  foot  deformities.  1 cleft  pal- 
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ate  and  harelip,  3 pulmonary  hypoplasias, 
and  1 obstructive  hydrocephalus.  Accom- 
panying polycystic  disease  of  the  liver 
was  seen  in  only  1 case.  Minor  skeletal 
anomalies  were  relatively  frequent,  being 
observed  in  7 of  these  27  cases. 

CENTRAL  NERVOUS  SYSTEM 

Among  these  cases  there  was  a rela- 
tively high  incidence  of  serious  anomalies 
involving  the  central  nervous  system.  The 
2 most  frequent  types  of  malformations 
were  anencephaly  and  hydrocephaly.  Out 
of  the  47  cases  there  were  26  hydro- 
cephalics, 14  anencephalics.  1 meningo- 
encephalocele ; 2 meningoceles,  1 cranio- 
stenosis, and  1 cirsoid  aneurysm.  Among 
the  communicating  types  of  hydrocephalus 
there  were  3 cases  with  agenesis  of  the 
cerebellum.  With  anencephaly  and  hydra- 
nencephaly,  hypoplasia  of  the  adrenals 
occurred  in  100  per  cent  of  the  cases. 
Hypoplasia  of  the  thyroid,  while  more  dif- 
ficult to  evaluate,  occurred  in  3 cases  of 
internal  hydrocephalus  and  1 case  of 
hydranencephaly.  Among  the  noncom- 
municating type  of  hydrocephalus  there 
were  4 with  occlusion  of  the  aqueduct  of 
Sylvius.  In  3 a horseshoe  kidney  was  pres- 
ent and  1 infant  had  an  associated  mega- 
colon. Polyhydramnios  was  noted  in  3 of 
the  anencephalics. 

Associated  anomalies  occurred  rather 
infrequently.  Osteogenesis  imperfecta  was 
noted  in  3;  2 had  atypical  hyperplasia  of 
the  fetal  cortex  of  the  adrenal,  and  2 had 
congenital  heart  disease. 

It  is  well  known  that  surgical  repair 
of  meningoceles  or  meningomyeloceles 
may  be  followed  by  profound  neurological 
disturbances,  including  paralysis  of  the 
lower  extremities,  or  may  result  in  the 
subsequent  development  of  hydrocephalus 
due  to  the  Arnold-Chiari  malformation. 
This  malfonnation  interferes  with  flow 
of  spinal  fluid  by  jamming  the  brain  stem 
into  the  foramen  magnum,  and  this  may 
cause  hydrocephalus. 

MISCELLANEOUS 

Miscellaneous  anomalies  encountered 
were  2 osteogenesis  imperfecta,  1 chondro- 
dystrophy, 1 hypoplasia  of  mandible  with 
absence  of  the  labyrinth,  1 absence  of  left 


radius,  2 talipes  equinovarus,  1 bilateral 
cleft  palate  and  harelip,  1 extrophy  of  the 
heart  and  lungs  with  bilateral  harelip,  1 
cervical  hygroma,  and  1 hyperplasia  of 
thyroid  with  compression  of  trachea. 
Four  teratomata  wei'e  observed.  These 
are  found  most  frequently  at  either  end  of 
the  cerebrospinal  axis.  Sacrococcygeal 
teratomata  usually  lend  themselves  to  sur- 
gical correction.  Anatomically  it  is  situ- 
ated behind  the  rectum  and  anterior  to 
the  sacrum.  The  mass  appears  over  the 
lower  spine  and  is  covered  with  normal 
skin.  Most  of  these  teratomata  are  be- 
nign, but  may  undergo  malignant  change, 
especially  after  the  age  of  four  months.^'-* 
Surgical  excision  with  due  care  to  pre- 
serve the  rectal  sphincter  is  indicated. 
Occasionally  it  is  necessary  to  differenti- 
ate sacrococcygeal  teratomata  from  spina 
bifida  with  meningocele. 

In  this  series  there  was  1 sacrococcy- 
geal teratoma,  2 teratomata  of  the  thymus, 
and  1 of  the  thyroid.  One  teratoma  of  the 
thymus  and  one  teratoma  of  the  thyroid 
occurred  in  infants  born  to  mothers  whose 
pregnancy  was  complicated  by  polyhy- 
dramnios. These  tumors  were  large 
enough  to  compress  the  tracheal  airway 
and  result  in  strangulation  of  the  infant. 
In  an  additional  case,  thyroid  hyperplasia 
of  a sufficient  degree  to  compress  the 
trachea  occurred. 

SUMMARY  AND  CONCLUSIONS 

We  have  analyzed  briefly  from  a study 
of  a large  group  of  autopsies  the  more 
important  anomalies  that  may  be  encoun- 
tered in  early  infancy.  Many  of  these  pa- 
tients (23  per  cent)  had  multiple  anoma- 
lies, any  one  of  which  could  have  been 
fatal.  However,  in  clinical  practice  one 
finds  a surprisingly  large  number  of  in- 
fants with  a single  anomaly  which  might 
be  corrected  if  the  diagnosis  is  promptly 
made. 
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FREQUENTLY  UNRECOGNIZED 
MANIFESTATIONS  OF 
NASAL  ALLERGY 
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New  Orleans 

Despite  the  fact  that  about  75  per  cent 
of  chronic  nasal  disorders  have  some  basis 
in  allergy,  the  possibility  of  an  allergic 
etiology  in  the  treatment  of  nasal  disease 
is  still  often  ignored.  This  is  probably 
due,  in  large  part,  to  the  fact  that  when 
confronted  with  nasal  complaints,  most 
physicians  automatically  think  in  terms 
of  infection.  In  other  words,  the  disorder 
is  due  to  infection  until  proven  otherwise. 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
22,  1954,  in  New  Orleans. 


which  generally  consists  of  successfully 
withstanding  several  varieties  of  antibi- 
otic bombardment  or  surgical  procedures. 

Since  this  is  the  state  of  affairs  with 
regard  to  localized  nasal  disorders,  it  is 
not  surprising  that  the  allergic  etiology  is 
even  more  frequently  overlooked  in  the 
fringe  areas,  i.e.,  in  those  conditions  which 
occur  in  the  ears,  throat,  larynx,  and  chest 
but  which  stem  from  nasal  allergy.  The 
purpose  of  this  presentation  is  to  call 
attention  to  some  disturbances  in  these 
locations  in  the  production  of  which  nasal 
allergy  often  plays  a significant  role. 

CONDITIONS  OR  FINDINGS  REFERABLE  TO 
THE  NOSE  ITSELF 

1.  Recurrent  or  'persistent  colds.  Most 
of  the  patients  with  these  complaints  are 
under  the  impression  that  they  are  suffer- 
ing from  something  which  they  vaguely 
describe  as  “sinus”.  Their  history  is  that 
they  seem  to  have  “one  cold  right  after 
another”,  they  seem  “to  live  with  a cold”, 
and  once  they  catch  cold,  “it  seems  to  hang 
on  and  on”.  Questioning  will  reveal  that, 
in  most  instances,  these  conditions  are  not 
accompanied  by  the  constitutional  symp- 
toms which  usually  occur  with  upper  res- 
piratory infections,  the  nasal  mucosa  is 
pale  and  the  mucus  contains  a diagnos- 
tic amount  of  eosinophiles.  We  have  often 
found  that  a bacterial  allergy  is  the  ex- 
planation for  symptoms  which  persist  long 
after  the  acute  stage  of  a cold  has  passed. 
These  remarks  should  not  be  construed  to 
mean  that  allergic  patients  do  not  have 
more  true  upper  respiratory  infections 
than  those  without  allergy;  what  we  mean 
is  that  upper  respiratory  allergic  crises 
are  often  mistaken  for  infection. 

2.  “The  allergic  salute”,  frequent  “hawk- 
ing”, or  clearing  of  the  nose  and  “sniff- 
ing”. The  “allergic  salute”  is  the  descrip- 
tive term  often  applied  to  a gesture  fre- 
quently used  by  allergic  children.  This 
consists  of  a frequent  rubbing  of  the  tip 
of  the  nose  with  the  hands  because  of  the 
itching  due  to  allergy.  We  have  had  to 
assure  a number  of  mothers  that  this  was 
not  a sign  of  a parasitic  infestation.  Un- 
doubtedly, everyone  has  had  the  misfor- 
tune to  sit  next  to  someone  in  a movie 
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or  in  church  who  was  constantly  “hawk- 
ing” or  pulling  the  mucus  from  his  nose 
back  into  the  nasopharynx  and  frequently 
expectorating  into  a handkerchief  or  tis- 
sue. These  individuals  do  this  so  much 
that  they  usually  equip  themselves  with 
several  handkerchiefs  each  morning  to 
handle  the  tremendous  amount  of  mucus 
they  obtain  over  the  period  of  a day.  When 
examined,  these  secretions  are  usually 
clear  and  do  not  contain  much  more  than 
eosinophiles.  In  some  patients  the  produc- 
tion of  mucus  is  not  so  pronounced  and 
the  blockage  is  predominant;  these  people 
“sniff”  frequently  without  expectorating. 

3.  The  adenoid  facies.  This  is  purpose- 
fully mentioned  before  the  problem  of  en- 
larged adenoids  is  considered  because  the 
typical  long  face  and  tendency  to  mouth 
breathing  may  occur  as  a result  of  chronic 
nasal  blockage  as  well  as  because  of  en- 
larged adenoids. 

4.  Nasal  polyps.  Practically  everyone 
knows  that  most  cases  of  nasal  polyposis 
are  due  to  allergy  and  the  condition  is  of- 
ten very  easy  to  diagnose.  In  some  instances 
of  nasal  blockage,  however,  polyps  occur- 
ring in  portions  of  the  superior  meatus  or 
in  the  posterior  third  or  half  of  the  nose 
may  be  overlooked  unless  thorough  shrink- 
age of  the  nasal  mucosa  is  carried  out. 

5.  Ethmoiditis.  It  is  not  unusual  to  en- 
counter a low  grade  ethmoid  infection  ac- 
companying allergic  rhinitis.  Quite  often 
this  infection  will  defy  all  efforts  made  to 
control  the  allergj^  and  dramatic  relief 
ensues  when  the  ethmoiditis  is  treated. 
This  is  mentioned  here  because  the  con- 
dition is  often  present  in  spite  of  negative 
x-rays. 

6.  Headaches.  Recurrent  headaches  are 
frequently  of  allergic  origin.  Our  obser- 
vations indicate  that  they  occur  most  often 
in  individuals  who  have  associated  devia- 
tions of  the  nasal  septum  causing  impac- 
tion, or  in  those  cases  whose  turbinates 
are  impacted  against  the  lateral  wall  of 
the  nose.  Diagnosis  can  be  established 
rather  easily  by  field  block  anesthesia  if 
the  patient  is  seen  while  suffering  with 
the  headache.  They  can  be  controlled 


either  by  proper  allergic  management  or 
by  indicated  surgical  procedures;  the  lat- 
ter will  not,  of  course,  cure  the  allergy 
but  the  allergic  edema  will  be  able  to  be 
accomodated  without  setting  up  a pain 
reflex. 

7.  Enlarged  adenoids.  As  is  well  known, 
lymphoid  hyperplasia  and  the  allergic  dia- 
thesis go  hand  in  hand.  What  is  fre- 
quently overlooked  is  the  fact  that  there 
may  be  a “regrowth”  of  tissue  following 
adenoidectomy  if  nasal  allergy  is  uncon- 
trolled. There  is  another  reason  to  keep 
this  phenomenon  in  mind.  Hyperplastic 
changes  may  have  become  so  pronounced 
that  even  though  some  recession  may  fol- 
low allergic  control  the  remaining  tissue 
still  may  be  large  enough  to  cause  naso- 
pharyngeal blockage  and  make  the  allergic 
management  of  the  patient  appear  to  be 
unsatisfactory. 

CONDITIONS  OR  FINDINGS  REFERARLE  TO 
THE  EAR 

1.  Secretory  otitis.  This  entity  occurs 
more  frequently  than  is  generally  thought. 
It  consists  of  the  presence  of  nonpurulent 
secretion  in  the  middle  ear  cavity  and  is 
due  to  Eustachian  tube  blockage,  due 
either  to  enlarged  adenoids  or  edema  of 
the  walls  of  the  tube.  It  results  in  vary- 
ing degrees  of  conductive  hearing  loss  and 
sometimes  tinnitus  and/or  vertigo.  If 
untreated,  organization  of  the  serous  ma- 
terial may  ensue  and  lead  to  irreversible 
loss  of  hearing. 

2.  Recurrent  ear  pain.  It  is  not  unusual 
to  encounter  patients  who  complain  of 
intermittent  attacks  of  ear  pain  of  short 
duration.  These  attacks  are  generally  due 
to  short  periods  of  Eustachian  tube  block- 
age and  respond  nicely  to  the  use  of  anti- 
histaminics  and  nose  drops  in  the  Parkin- 
son position.  If  refractive  to  this  therapy, 
allergic  management  is  indicated. 

3.  Persistent  drainage  of  the  ear.  Per- 
sistent drainage  following  tympanotomy 
or  spontaneous  rupture  of  the  tympanic 
membrane  in  otitis  media  should  cause 
one  to  consider  the  presence  of  a nasal  or 
Eustachian  tube  allergy.  The  secretions 
are  either  mucopurulent  or  entirely  mu- 
coid. It  is  not  enough  to  treat  the  infec- 


240 


Anderson,  Rubin — Unrecognized  Manifestations  of  Nasal  Allergy 


tion  in  these  cases;  the  primary  allergy 
should  also  receive  attention  and  this  ap- 
proach is  sometimes  rewarded  with  quick 
success  in  cases  which  have  been  refrac- 
tory prior  to  the  institution  of  allergic 
management. 

4.  Recurrent  otitis  media.  There  are  a 
number  of  factors  of  importance  in  the 
production  of  otitis  media.  However,  it 
has  been  our  experience  that  many  of  the 
individuals  who  have  recurrent  attacks  of 
this  condition  have  a nasal  allergy.  As  a 
result  of  nasal  blockage  due  to  the  allergy 
and  sometimes  enlargement  of  the  ade- 
noids, there  is  stagnation  of  the  secretion 
in  the  nasal  passage,  infection  travels 
along  the  Eustachian  tube  and  the  otitis 
media  develops.  There  is  often  an  accom- 
panying ethmoiditis. 

5.,  6.  and  7.  Hearing  loss,  vertigo  and 
tinnitus.  As  intimated  previously  nasal 
allergy  may  cause  hearing  loss  as  a result 
of  either  hyperplasia  of  the  nasopharyn- 
geal lymphoid  elements  or  as  a result  of 
involvement  of  the  Eustachian  tubes  in 
the  allergic  process.  In  each  instance  the 
condition  is  reversible  provided  tissue 
changes  have  not  proceeded  too  far.  Nasal 
allergy'  may  cause  vertigo  and  tinnitus  by 
the  same  mechanism. 

8.  Speech  difficulties  in  children.  Be- 
cause we  first  learn  speech  by  virtue  of 
hearing  it  spoken  it  is  evident  that  certain 
speech  disorders  in  children  are  due  to  the 
fact  that  they  have  a hearing  loss.  As 
mentioned  above,  allergy  may  be  the 
cause  of -hearing  loss  and  so  indirectly  of 
speech  disorders. 

CO.NDITIONS  KEFER.\BLP:  TO  THE  TIIRO.\T 

1.  Recurrent  sore  throat  (particularly 
in  the  morning).  There  is  one  type  of 
sore  throat  which  occurs  very  frequently 
in  allergic  patients.  They  complain  of 
recurrent  sore  throat  which  is  present 
on  awakening  in  the  morning  but  which 
disappears  as  the  day  progresses.  Some- 
times the  soreness  returns  when  evening 
falls.  Quite  often  a history  is  given  of 
the  necessity  for  expectoration  of  a large 
amount  of  mucoid  material  shortly  after 
arising.  The  sore  throat  is  due  to  the  fact 


that  these  individuals  suffer  with  nasal 
blockage  while  sleeping  and  so  breathe 
with  their  mouths  open  all  night.  This 
dries  the  membranes  of  the  mouth  and 
pharynx  and  gives  rise  to  the  soreness. 
After  awakening  the  mucus  again  begins 
to  flow  down  from  the  nose  into  the  phar- 
ynx and  the  latter  is  lubricated,  as  it 
were ; this  is  the  reason  the  sore  throat 
disappears  as  the  day  wears  on. 

2.  Postnasal  discharge.  The  patient  be- 
comes aware  of  the  mucus  travelling  down 
from  the  nose  into  the  throat  when  it  is 
excessive  in  amount  or  when  it  is  too 
viscid.  In  the  case  of  allergy,  of  course, 
excessive  production  is  the  explanation.  It 
is  well  to  consider  allergy  as  an  etiologic 
factor  in  the  production  of  postnasal  dis- 
charge because  too  often  an  infected  sinus 
is  indicated. 

3.  Lymphoid  accumulations  in  the  oro- 
pharynx. The  discrete  lymph  follicles  on 
the  posterior  pharyngeal  wall  and  the 
lateral  accumulations  known  as  the  lateral 
pharyngeal  bands  are  more  often  than  not 
an  indication  of  the  presence  of  a nasal 
allergy.  In  addition  to  being  characteristic 
of  the  allergic  constitution,  they  seem  par- 
ticularly large  when  there  is  an  allergic 
postnasal  discharge,  as  though  they  might 
be  in  response  to  it. 

4.  Morning  clearing  of  the  nose  and 
throat.  This  is  quite  a common  complaint 
of  those  suffering  from  nasal  allergy. 
Some  of  these  individuals  make  such 
strenuous  efforts  to  rid  themselves  of 
their  secretions  that  they  become  nause- 
ated and  even  actually  vomit.  The  annoy- 
ing secretions  probably  are  of  two  types 
and  stem  from  two  sources.  First,  there 
are  those  which  pool  in  the  nasopharynx 
overnight.  Then  there  are  the  viscid  phar- 
yngeal secretions  which  result  from  mouth 
breathing. 

CONDITIONS  REFER.\BLE  TO  THE  L.\RYNX 

1.  Frequent  clearing  of  the  vocal  cords. 
The  accumulation  of  secretions  in  the  hy- 
popharynx  as  a result  of  nasal  allergy 
often  serves  to  irritate  the  superior  laryn- 
geal nerves,  the  so-called  “watch  dogs  of 
the  larynx”.  The  patient  often  responds 
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to  this  by  constantly  “clearing  his  throat.” 
What  he  should  really  do  is  swallow  the 
secretions. 

2.  Hoarseness.  When  the  clearing  of 
the  vocal  cords  mentioned  above  continues 
for  a long  enough  time  the  vocal  cords  be- 
come edematous  and  thickened.  The  result 
is  various  degrees  of  hoarseness. 

3.  Vocal  nodules.  In  some  instances  the 
constant  trauma  to  the  vocal  cords  results 
in  the  formation  of  angiomatous  polyps 
on  the  cords.  These  are  commonly  known 
as  vocal  nodules. 

4.  Voice  aberrations.  Should  the  trauma 
continue  long  enough  the  individual  may 
try  to  overcome  the  vocal  cord  abnormali- 
ty by  speaking  in  a register  which  is 
either  too  high  or  too  low.  This  often  re- 
sults in  laryngeal  strain  and  fatigue. 

CONDITIONS  REFERABLE  TO  THE  CHEST 

1.  Cough.  Though  cough  is  most  often 
thought  of  as  an  indication  of  a chest 
disorder  there  is  one  type  which  is  often 
associated  with  the  postnasal  discharge  na- 
sal allergy.  This  is  a “dry”  or  “tight”  type 
cough.  It  may  be  present  during  the  day 
but  one  of  its  characteristics  is  that  it 
more  often  begins  as  soon  as  the  patient 
retires.  They  frequently  complain  that  it 
is  due  to  an  itching  or  tickling  in  the 
throat.  Apparently  here  too  superior  lar- 
yngeal irritation  is  one  mechanism  in  the 
production  of  this  type  of  cough. 

2.  “Asthmatic  bronchitis.”  This  is  en- 
closed in  quotation  marks  because  some 
object  to  the  nomenclature.  The  symptoms 
are  obviously  due  to  the  passage  of  air 
over  mucus  in  the  hypopharynx,  larynx, 
and  trachea.  Undoubtedly  some  of  the 
mucus  originates  in  the  nose  but  some 
must  also  be  produced  locally  in  the 
trachea.  It  is  mentioned  in  connection 
with  nasal  allergy  because  the  symptoms 
will  often  be  dramatically  relieved  by  dis- 
placement lavage  of  the  ethmoids  when 
there  is  superimposed  infection. 

GENERAL  CONDITIONS  REFERABLE  TO 
NASAL  ALLERGY 

1.  Irritability.  Most  individuals  with 
nasal  allergy  will  declare  that  when  there 
is  blockage  of  the  nasal  passages  due  to 
an  allergic  crisis  they  are  more  irritable 


than  usual.  This  would  not  seem  difficult 
to  understand  if  we  but  recall  our  own 
emotions  when  our  heads  are  blocked  as 
a result  of  acute  coryza. 

2.  Behavior  problems.  Behavior  prob- 
lems in  children  may  stem  indirectly  from 
a nasal  allergy,  particularly  if  the  hearing 
is  involved.  The  mechanism  is  not  diffi- 
cult to  understand.  These  hard  of  hearing 
children  feel  left  out  of  things  and  often 
have  difficulty  in  understanding  and  so 
may  not  keep  up  with  others  in  school 
work.  Sometimes  they  are  actually  thought 
dull.  As  a result  they  attempt  to  compen- 
sate by  calling  attention  to  themselves. 
Unfortunately  in  so  doing  they  often  run 
afoul  of  the  behavior  code. 

3.  Tiredness.  Allergic  patients,  includ- 
ing nasal  allergies,  claim  that  they  fatigue 
more  easily  than  do  other  patients.  This 
is  not  surprising  as  allergy  implies  anoxia 
and  it  is  well  known  that  the  anoxic  or- 
ganism does  not  work  with  the  same  effi- 
ciency and  tires  much  easier  than  the 
normal  one. 

ST’MMARY 

1.  A number  of  conditions  often  found 
in  conjunction  with  nasal  allergy  are 
briefly  discussed. 

2.  The  mode  of  action  of  these  condi- 
tions is  discussed. 

o 

OCULAR  MANIFESTATIONS  OF 
VASCULAR  DISEASE  * 

GUSTAV  C.  BAHN,  M.  D.  f 
New  Orleans 

Perhaps  the  quickest,  easiest,  and  most 
valuable  procedure  that  we  have  at  our 
disposal  for  evaluating  the  general  status 
of  a patient’s  vascular  tree  is  ophthalmos- 
copy— and  yet,  it  is  often  amazing  that  so 
little  advantage  is  taken  of  this  diagnos- 
tic technique.  Nowhere  else  in  the  body 
are  vessels  and  vascular  changes  so  amen- 
able to  direct  observation.  Unfortunately 
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however,  over  the  years,  many — perhaps 
too  many — classifications  of  eyeground 
changes  have  accumulated  and  come  to 
clutter  up  the  literature.  Contradictory 
observations  and  lack  of  objectivity  in  the 
organization  of  many  of  these  classifica- 
tions have  served  only  to  confuse  the  basic 
issue  of  understanding  and  interpreting 
pathologic  processes.  As  with  the  grain  of 
truth,  there  is,  however,  something  to  be 
said  in  favor  of  most  retinopathy  classi- 
fications— in  some,  simplicity  and  practi- 
cal usefulness — in  others,  completeness — 
even  if  to  the  point  of  bulkiness  and  over 
classification.  A defect  which  limits  any 
such  method  of  examination  and  classifi- 
cation is  reliance  upon  visual  memory — 
the  human  factor — and  this  cannot  be 
eliminated. 

In  recent  years,  cognizance  has  been 
taken  of  the  fact  that  the  eyeground  is 
not  a thing  apart  from  the  rest  of  the 
body.  Retinal  vascular  changes  have  been 
objectively  integrated  into  the  general 
medical,  vascular  and  pathologic  picture. 
As  a result,  we  have  now  classifications 
which  are  simple,  workable,  and  most  im- 
portantly, clinically  useful. 

Out  of  the  many  attempts  to  categorize 
fundus  changes  and  pictures  have  evolved 
a number  of  important  concepts.  First,  a 
close  relationship  between  eyeground  find- 
ings and  pathologic  changes  both  in  the 
eye  and  elsewhere  in  the  body  has  been 
established.  As  a result  of  this,  correla- 
tion between  ocular  and  systemic  physio- 
pathology-  can  be  recognized.  Clinical  ocu- 
lar changes  have  come  to  be  accepted  as 
a reflection  and  a part  of  similar  proc- 
esses elsewhere  in  the  body.  We  can  say, 
upon  fundus  examination,  that  this  patient 
has  hypertension  alone,  or  that  one  has 
diabetes  without  sclerosis,  or  another  is 
undergoing  sclerotic  changes  — and  esti- 
mate the  severity,'*'  ® duration  ® and  prog- 
nosis '•  ® in  many  cases. 

Fundamentally,  the  vascular  changes 
seen  in  the  fundus  of  the  vascular  patient 
— and  here  we  are  also  considering  the 
diabetic  patient  — are  relatively  few  in 
number.  For  all  practical  purposes  there 


are  but  three  parts  of  the  vascular  tree — 
the  arterial  limb,  the  capillary  bed,  and 
the  venous  limb.  In  the  fundus,  of  course, 
only  the  peripheral  portion  of  the  tree  is 
seen — the  arterioles,  capillaries  and  ven- 
ules. It  is  in  this  portion  of  the  vascular 
system  that  pathologic  changes  occur  ear- 
liest, and  therefore,  here  that  one  should 
look  first.  Bell  ® has  recognized  six  types 
of  arteriosclerosis.  These  include  regen- 
erative arterial  thickening,  elastic  intimal 
thickening,  intimal  atherosclerosis,  arteri- 
olosclerosis,  senile  ectasia  and  the  medial 
sclerosis  of  Monckeberg.  Of  these  six,  the 
first  four  occur  in  the  eye,  three  in  the 
central  retinal  artery  and  its  main 
branches,  and  the  fourth  after  the  second 
bifurcation  of  the  central  retinal  artery. 
The  central  retinal  arter>'  becomes  arterio- 
lar after  its  second  bifurcation  when  it 
loses  its  internal  elastic  lamina  and  mus- 
cular coat.  This  is  a pathologic  classifica- 
tion, however,  and  only  parts  of  it  are 
useful  clinically,  since  the  line  of  distinc- 
tion between  the  different  classes  is  some- 
times rather  finely  drawm. 

HYPERTENSION 

Hypertension  is  essentially  a dynamic 
physiopathologic  process  rather,  at  least 
in  its  beginning — than  a static  anatomic 
one.  The  changes  in  the  eyeground  that 
one  might  expect  to  see  would  therefore 
vary  with  the  degree  of  hypertension  on 
the  basis  of  time — from  moment  to  mo- 
ment. An  abrupt  increase  in  blood  pres- 
sure, such  as  occurs  in  toxemia  of  preg- 
nancy, is  accompanied  by  characteristic 
retinal  changes.***  A sudden  fall  in  blood 
pressure  of  these  patients  is  followed  by 
a return  to  normalcy  provided  the  hyper- 
tensive state  has  not  persisted  for  any 
length  of  time.  The  fundus  is  completely 
normal  with  no  residua  or  sequaelae. 
These  changes  then,  are  transitory — tran- 
sient narrowing  of  the  arterioles,  transient 
hemorrhages  and  transient  papilloedema. 
The  constricted  or  spastic  segments  of  the 
retinal  arterioles  may  be  seen  moving 
along  the  blood  column — or  may  disappear 
as  a result  of  relaxation  of  vessel  wall. 
Should  the  pressure  be  very  high,  and  the 
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vessel  wall  not  be  able  to  withstand  this 
trauma,  the  wall  is  damaged,  leaks — and 
hemorrhages  are  seen.  These  hemorrhages 
assume  the  well  known  flame  shapo,  be- 
cause they  occur  in  the  nerve  fibre  layer 
of  the  retina  and  the  blood  following  the 
path  of  least  resistance  spreads  out  along 
the  course  of  these  fibers.  Should  the  hem- 
orrhages occur  deeply  in  the  retina,  they 
tend  to  be  more  rounded  in  shape.  Finally, 
if  the  blood  pressure  is  very  high,  and  re- 
mains so  for  any  length  of  time,  “ex- 
udates” make  their  appearance.  Fresh 
exudates,  the  so-called  “cotton  wool 
patches,”  represent  focal  areas  of  retinal 
degeneration  or  ganglioform  degeneration 
and  accumulations  of  fibrin.  The  hard 
shiny  exudates  of  long  standing  hyperten- 
sive disease  are  composed  of  lipid  deposits. 
The  most  severe  form  of  hypertension — 
malignant  hypertension  — is  accompanied 
by  swelling  of  the  optic  nerve  head  or 
papilloedema  in  addition  to  the  above  find- 
ings. 

This  material  then  provides  the  basis 
for  a scheme  of  classifying  hypertensive 
retinopathy.  Scheie, simplifying  and  con- 
densing and  making  more  universally 
workable  the  Keith-Wagener  and  Wagen- 
er-Clay-Gipner  classifications,  has  pro- 
posed the  following  grouping  of  hyperten- 
sive retinopathies. 

Grade  I : Mild  hypertensives,  who  pre- 
sent just  recognizable  vessel  narrowing  or 
spasm. 

Grade  II : Pronounced  narrowing  of 
the  vessel  with  localized  irregularities,  in- 
dicating focal  spasm. 

Grade  III:  Extreme  narrowing  and  ir- 
regularity with  edema  or  edema  residues. 

Grade  IV : All  of  the  findings  of  grade 
three  plus  papilloedema. 

This  classification  correlates  well  with 
the  severity  of  the  hypertension.  Another 
scheme  is  used  to  estimate  vascular  dam- 
age and  duration  through  the  evaluation 
of  accompanying  sclerotic  changes. 

VASCin..\K  SCLEROSIS 

The  relationship  between  hypertension 
and  vascular  sclerosis  is  not  clearly  under- 
stood, although  a close  connection  must 


certainly  exist.  Young  patients  with  essen- 
tial hypertension  of  long  standing  do  de- 
velop retinal,  renal,  cerebral  and  coronary 
vascular  disease  much  earlier  than  do 
nonhypertensives  of  the  same  age.  Heredi- 
ty, age,  and  lipid  metabolism  are  impor- 
tant in  the  long  term  development  of  vas- 
cular degeneration,  but  blood  pressure 
levels  apparently  play  a dominant  role  in 
the  relatively  short  term  picture.  Certain- 
ly, arteriosclerosis  is  aggravated  and  ac- 
celerated by  the  presence  of  hypertension. 
As  hypertensive  vascular  spasm  persists, 
regardless  of  whether  the  spasm  is  on  a 
neural  or  humoral  basis,  hyaline  deposits 
and  lipid  material  is  laid  down  just  out- 
side the  arteriolar  endothelium.  This  then 
is  responsible  for  thickening  and  eventual 
opacification  of  the  arteriolar  wall.  This 
process  tends  to  be  diffuse  in  distribution 
in  contrast  to  atherosclerosis  which  is 
prone  to  develop  as  focal  subintimal 
plaques — in  true  arteries. 

The  diagnosis  of  atherosclerosis  can  be 
made  in  the  fundus  only  if  the  central 
retinal  artery  or  its  first  two  branches 
are  involved.  In  such  cases  the  vessel  wall 
presents  focal  areas  of  opacification  with 
localized  narrowing  of  the  blood  stream. 
More  often,  atherosclerosis  is  diagnosed 
by  implication — a vascular  accident  involv- 
ing the  central  retinal  or  some  other 
branch  of  the  internal  carotid  artery.  Oc- 
clusive phenomena  of  the  central  retinal 
artery,  or  the  vein  as  a result  of  pressure 
by  the  artery  is  a dramatic  event,  and  the 
diagnosis  is  not  likely  to  be  easily  missed. 

Arteriolosclerosis  and  capillary  sclero- 
sis are  for  all  practical  purposes  the  only 
general  degenerative  vascular  process  that 
can  be  seen  ophthalmoscopically.  The  cen- 
tral retinal  artery  has  become  an  arteriole 
after  its  first  or  second  bifurcation,  and 
the  other  five  forms  of  senile  sclerosis 
mentioned  by  Bell  occur  only  in  true  ar- 
teries. 

Arteriolosclerosis  is  a diffuse  affair  in 
contrast  to  atherosclerosis  which  tends  to 
be  spotty  in  distribution.  In  the  fundus, 
simple  arteriolosclerosis  is  manifest  by 
changes  which  are  fairly  characteristic : 
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As  the  vessel  wall  becomes  thickened  and 
more  opaque,  the  light  from  an  ophthalmo- 
scope, incident  upon  its  surface  is  more 
completely  reflected — and  the  light  streak 
becomes  broader.  Eventually,  the  streak 
covers  the  entire  surface  of  the  vessel 
which  then  has  a copper  wire  appearance. 
The  blood  column  is  partially  obscured  by 
the  semi-opaque  vessel  wall.  Finally  the 
vessel  wall  becomes  completely  opaque  by 
further  hyaline  and  lipid  deposition,  and 
the  vessel  assumes  the  well  known  silver 
wire  appearance.  Blood,  though  not  seen, 
may  still  course  through  the  lumen  of  such 
a vessel. 

The  second  group  of  ophthalmoscopic- 
ally  characteristic  changes  of  arteriolo- 
sclerosis  occur  at  the  arteriovenous  cross- 
ings. To  understand  these  changes,  one 
must  remember  that  the  artery  lies  on  the 
vein,  the  arterial  wall  is  considerably 
thicker  than  the  venular  wall  and  that 
the  two  vessels  as  they  cross,  share  a 
common  adventitial  sheath.  Normally,  no 
pressure  is  exerted  by  the  artery  on  the 
vein,  and  venous  return  is  unimpeded.  As 
the  arteriolar  wall  becomes  thicker  and 
more  rigid,  it  compresses  or  indents  the 
underlying  venule,  giving  rise  to  the  com- 
monest change  seen  ophthalmoscopically. 
Extension  of  the  sclerosis  to  the  common 
adventitial  sheath  causes  the  blood  col- 
umn in  the  vein  on  either  side  of  the 
crossing  to  be  partially  obscured,  and  the 
vein  at  these  points  appears  “tapered.”  If 
the  blood  flow  is  appreciably  impaired, 
the  vein  distal  to  the  crossing  may  become 
distended.  This  is  spoken  of  as  “banking 
of  the  vein,”  or  Gunn’s  sign. 

The  third  manifestation  of  arteriolo- 
sclerosis  is  increasing  vascular  tortuosity. 
Retinal  vessels,  especially  the  veins,  may 
normally  be  rather  tortuous,  so  this  find- 
ing alone  is  not  significant.  Hemorrhages 
and  exudates  are  not  usually  a part  of  the 
picture  of  simple  arteriolosclerosis — in  the 
absence  of  hypertension,  unless  a complete 
or  branch  venous  obstruction  has  occurred. 

The  classification  of  arteriolosclerosis 
which  has  been  suggested  by  Sheie  is 
based  primarily  upon  light  reflex  changes 


rather  than  the  events  that  occur  at  the 
arteriovenous  crossing.  This  classification 
is,  however,  simple,  accurate,  and  easy  to 
use. 

Grade  I arteriolosclerosis  is  present  if 
there  is  a just  recognizable  increase  in  the 
breadth  of  the  light  reflex  associated  with 
minimal  arteriovenous  compression. 

Grade  II  is  diagnosed  if  the  findings  of 
Grade  I are  more  marked. 

Grade  III  is  present  if  the  arterioles 
have  a burnished  copper  wire  appearance 
and  marked  arteriovenous  compression. 

Grade  IV  is  indicated  by  the  presence 
of  silver  wire  arteries. 

Obviously,  any  combination  of  the  vari- 
ous degrees  of  hypertension  and  arteriolo- 
sclerotic retinopathy  can  occur  simultane- 
ously, but  each  can  be  separately  graded. 

m.\T5ETES 

Diabetic  retinopathy  is  included  in  this 
discussion  for  two  reasons : First,  the 

diabetic  retinal  changes  are  exclusively 
vascular,  and  second,  because  of  the  in- 
creasing incidence  and  importance  of  this 
clinical  picture.  The  degenerative  compli- 
cations of  diabetes  are  increasing  because 
of  the  increased  life  expectancy  among 
diabetics  since  the  advent  of  insulin.  This 
is  particularly  true  in  the  case  of  young 
diabetics,  whose  disease  usually  takes 
a more  severe  form.  The  fairly  recent 
work  of  Ballantyne,!-^  Ashton  and  Fried- 
enwald  have  wrought  rather  radical 
changes  in  the  medical  world’s  concept  of 
diabetic  retinopathy.  All  of  the  medical 
texts  prior  to  1950  describe  the  character- 
istic fundus  changes  of  diabetes  as  consis- 
ting of  small  punctate  hemorrhages,  ex- 
udates and,  if  the  diabetes  was  of  moder- 
ate duration — arteriosclerosis.  The  oph- 
thalmoscopic picture  is  characteristic — but 
the  characters  have  been  misnamed.  It  is 
now  known  that  the  so-called  petechial 
hemorrhages  are  not  hemorrhages  at  all, 
but  in  reality,  minute  aneurysms  of  the 
capillary  wall  on  the  venous  side  of  the 
capillary  bed.  These  aneurysms  average 
20  to  30  micra  in  diameter,  and,  being  at 
the  very  limit  of  ophthalmoscopic  visibili- 
ty, are  very  prone  to  be  missed  in  a casual 
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fundus  study.  They  appear  as  small  dark 
red  pin-point  structures  bulging  from  the 
capillary  wall,  and  lie  at  the  point  of  bi- 
furcation of  the  capillary  in  the  saddle 
between  the  two  branches  or  on  the  outer 
convex  surface  of  a sharp  capillary  bend. 
These  globular  masses  lie  immediately  ad- 
jacent to  the  capillary  and  are  not  con- 
nected by  a stalk.  The  most  important 
clinical  feature  of  these  aneurysms,  and 
one  that  facilitates  differentiating  them 
from  true  petechial  hemorrhages  lies  in 
the  fact  that  they  remain  present  for 
weeks,  months,  or  longer.  Retinal  hemor- 
rhages can  and  do  absorb  in  a matter  of 
days.  It  is  extremely  difficult  to  remem- 
ber or  to  describe  in  words  the  exact  loca- 
tion of  these  lesions  for  the  purpose  of 
recording  course  and  change.  A graphic 
or  diagrammatic  sketch  of  the  fundus 
showing  the  number  and  location  of  these 
aneurysms  is  highly  advisable,  and  is  the 
most  accurate  method  of  keeping  track  of 
the  ophthalmoscopic  picture. 

As  these  aneurysms  grow  older,  their 
walls  gradually  become  hyalinized  and 
thickened,  and  eventually,  the  blood  which 
they  contain  becomes  obscured,  and  only 
the  white  or  waxy  wall  is  seen  with  the 
ophthalmoscope.  The  aneurysm  has  then 
become  an  exudate. 

The  newly  recognized  aneurysms  and 
exudates  are  typically  found  in  the  posteri- 
or temporal  portion  of  the  fundus,  especi- 
ally around  the  macular  region.  As  the 
exudates  increase  in  number  surrounding 
the  macular  area,  they  form  a ring,  and 
present  the  picture  of  circinate  retinitis. 

The  larger  veins  of  the  retina  in  dia- 
betes become  more  full,  and  have  the  ap- 
pearance of  swollen  sausages.  The  late 
picture  of  diabetes  consists  of  extensive 
hemorrhages,  massive  exudation,  new  ves- 
sel formation,  and  the  so-called  retinitis 
proliferans.  Daeschner,  Disher  and  Hart- 
man have  presented  the  following  quan- 
titative classification  of  diabetic  retino- 
pathy : 

Grade  I:  1 to  20  microaneurysms  and/ 
or  1 to  10  exudates  per  fundus. 

Grade  II : Moderate  retinopathy : 20  or 


more  aneurysms,  the  presence  of  retinal 
hemorrhages  and/or  10  or  more  exudates 
per  fundus. 

Grade  III:  Advanced  retinopathy:  The 
findings  of  Grade  II  plus  the  presence  of 
new  capillaries,  retinitis  proliferans  and 
its  complications. 

Lipemia  retinalis  is  sometimes  a part 
of  the  picture  of  diabetes  in  young  indi- 
viduals whose  blood  lipoid  content  rises 
to  4 or  5 per  cent.^"'  These  diabetics  are 
usually  poorly  controlled.  The  retinal  ves- 
sels have  a creamy  appearance,  and  it  may 
be  difficult  to  differentiate  the  arterioles 
from  the  venules  on  the  basis  of  their 
color. 

A most  important  point  to  remember 
in  evaluating  the  fundus  of  a diabetic  is 
that  the  retinopathy  is  a much  more  im- 
portant index  of  the  duration  of  the  dis- 
ease than  of  its  severity.  No  diabetic  is 
ever  quite  perfectly  controlled.  Normal- 
ization of  the  blood  sugar  level  with  in- 
sulin does  not  necessarily  mean  normal- 
ization of  the  patient,  because  of  the  an- 
tagonistic relationship  between  the  pan- 
creas and  the  pituitary  gland.  Patients 
with  apparently  stabilized  diabetes — nor- 
mal routine  urinalyses,  weight  stabilization 
and  so  forth,  very  frequently  develop 
retinopathy  as  they  grow  older. 

In  conclusion,  I should  like  to  re-empha- 
size the  usefulness  and  value  of  careful 
ophthalmoscopic  examinations,  and  their 
importance  in  assessing  general  vascular 
pathology.  The  duration  and  amount  of 
damage  produced  by  hypertension  can  be 
fairly  accurately  detennined  ophthalmo- 
scopically.  The  degree  of  arteriolar  sclero- 
sis in  the  retinal  vessels  mirrors  renal 
damage  of  a similar  type.  Estimation  of 
the  duration  of  a diabetic  state  can  be 
made  with  reasonable  certainty  through 
ophthalmoscopy. 
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INTRODLX’TIOX 

It  is  generally  recognized  that  psychiatric 
emergencies  do  occasionally  arise  in  the 
field  of  general  medical  practice.  The 
frequency  of  such  emergencies  and  their 
nature  is  mot  so  clearly  understood.  Often 
the  general  practitioner  thinks  of  a psy- 
chiatric emergency  as  being  represented 
by  an  acutely  excited  patient,  who  re- 
quires immediate  commitment  to  a mental 
hospital.  Such  patients  constitute  a very 
small  percentage  of  the  individuals  coming 
under  the  category  to  be  covered  in  this 
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paper  since  such  emergencies  arise  in  all 
psychiatric  categories.  We  see  emergen- 
cies arising  in  the  psychoneuroses,  in  the 
psychoses,  in  the  personality  pattern  dis- 
orders (the  psychopath),  in  epileptics,  in 
constitutional  defect  states  (the  feeble- 
minded), and  there  are  even  psychiatric 
emergencies  in  the  field  of  psychosomatic 
disorders.  The  early  recognition  of  these 
conditions  is  vital  if  prolonged  morbidity 
or  even  death  is  to  be  avoided. 

A thumbnail  sketch  of  a number  of 
patients  representative  of  the  categories 
mentioned  may  be  the  most  effective  meth- 
od of  developing  this  theme.  Since  the 
general  practitioner  may  wonder  how  a 
psychiatric  emergency  can  occur  in  the 
field  of  the  psychoneuroses,  the  following 
case  can  be  cited  as  an  example. 

PSYCHONEIKOSES 

An  active,  competent,  39  year  old  phy- 
sician practiced  in  a small  city.  He  was 
interested  in  church  and  civic  affairs  and 
was  looked  upon  as  a respectable,  exem- 
plary citizen.  One  morning  about  four,  he 
awoke  with  a sense  of  impending  disaster 
accompanied  by  pain  at  the  apex  of 
the  heart,  palpitation,  marked  tachycardia, 
shortness  of  breath  followed  by  nausea 
and  diarrhea,  cold  clammy  extremities, 
and  an  all-gone  feeling.  A coronary  occlu- 
sion was  suspected.  The  usual  immediate 
treatment  was  given.  The  next  morning 
an  electrocardiogram  was  made,  which 
proved  to  be  normal.  Later  that  day  the 
patient  had  a similar  but  milder  episode. 
These  were  the  first  of  numerous  similar 
attacks  so  that  soon  the  patient  became 
convinced  that  he  had  some  type  of  or- 
ganic heart  disease.  Over  a period  of  time 
numerous  electrocardiograms  were  made 
all  with  normal  tracings.  He  soon  became 
a “cardiac  cripple”. 

The  patient’s  local  physician,  a friend, 
considered  the  possibility  of  an  emotional 
disturbance  and  had  inquired  as  to  whe- 
ther or  not  he  had  been  under  any  special 
strain  or  was  worried  about  anything. 
This  the  patient  vehemently  denied,  insist- 
ing that  he  had  nothing  to  worry  about. 
He  pointed  out  that  at  the  onset  of  his 
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illness  he  had  just  returned  from  a disability.  The  underlying  and  most  sig- 


month’s  vacation  with  his  wife  and  family 
and  that  he  had  never  been  so  happy  or 
rested.  He  was  sure  that  there  could  not 
be  anything  in  his  life  that  could  account 
for  his  trouble.  Furthermore,  his  first 
attack  had  occurred  during  the  night  and 
he  had  been  awakened  by  the  symptoms. 
Ultimately,  he  consulted  a prominent  heart 
specialist,  who,  in  spite  of  the  patient’s 
denial  of  emotional  conflicts,  decided  that 
the  psychiatric  aspects  of  the  problem 
should  be  investigated.  When  seen  in  con- 
sultation, the  patient  appeared  to  be  tense, 
anxious,  and  seemed  somewhat  evasive. 
He  gave  a routine  history  and  again  pro- 
tested that  he  had  no  troubles  other  than 
those  incident  to  his  illness.  Suspecting 
that  there  must  be  some  conflictual  ma- 
terial which  he  was  not  willing  to  reveal, 
a second  interview  was  arranged,  and  this 
time  the  significant  facts  were  revealed. 
In  short,  the  patient  was  married  to  a 
rigid,  frigid  wife,  who  was  a member  of 
the  WTCU,  and  who  would  not  permit  him 
to  take  even  a drink  of  beer.  On  the  sur- 
face she  was  the  loving  wife,  the  devoted 
mother  of  their  two  children,  and  the  ex- 
cellent housekeeper.  Actually,  she  lacked 
real  warmth  and  was  emotionally  unre- 
lated. In  due  time  the  patient  developed 
a friendship  with  a young  woman  who 
became  his  mistress.  The  affair  advanced 
to  the  point  where  something  had  to  be 
done.  He  felt  that  he  had  either  to  break 
up  his  house  or  break  off  the  affair.  He 
chose  the  latter  course.  The  woman  moved 
to  another  city  and  he  took  a vacation 
with  his  family.  He  felt  virtuous,  but 
frustrated.  Upon  return  home  he  received 
a letter  from  the  girl  in  question  telling 
him  that  she  was  going  to  visit  their  home 
town  for  a few  days.  Would  he  see  her 
again?  It  was  at  4:00  the  next  morning 
that  he  awoke  with  his  first  anxiety 
attack. 

Can  this  be  considered  a psychiatric 
emergency?  Yes,  because  this  man  was 
rapidly  becoming  a chronic,  confirmed 
“cardiac  cripple’’  on  the  basis  of  an  “organ 
neurosis.”  He  had  had  months  of  partial 


nificant  ideological  factors  in  his  case  had 
not  been  unearthed  nor  had  they  been 
dealt  with  in  any  fashion.  This  was  not 
entirely  the  fault  of  the  family  doctor. 
He  had  inquired  about  emotional  difficul- 
ties, but  he  was  too  close  to  the  patient. 
We  often  speak  about  the  tremendous 
value  of  that  intimate  relationship  be- 
tween family  doctor  and  family,  but  some- 
times it  is  too  close.  Sometimes  it  blocks 
communication  so  that  the  patient  must 
go  elsewhere,  must  go  to  another  city, 
must  go  to  a consultant,  who  does  not 
belong  to  the  same  country  club,  who  does 
not  attend  the  same  church,  who  does  not 
go  to  the  same  Kiwanis  Club  meeting. 
The  patient  often  cannot  communicate 
comfortably  with  the  person  who  is  too 
closely  associated  with  him  but  he  must 
communicate  to  get  well,  so  this  is  a 
medical  emergency. 

There  are  other  psychiatric  emergencies 
in  the  field  of  the  psychoneuroses.  For  ex- 
ample, a 26  year  old  young  woman  sud- 
denly developed  a state  of  panic  while 
walking  along  a street.  She  had  to  rush 
home  and  thereafter  could  not  leave  the 
house  unaccompanied.  In  addition,  she  de- 
veloped a wealth  of  psychosomatic  com- 
plaints including  gastrointestinal  dis- 
turbances, cardiac  arrhythmias,  and  other 
symptoms  which  her  family  physician 
recognized  as  being  due  to  “nervous- 
ness”. He  tried  to  work  out  the  prob- 
lem but  he  could  not  quite  get  to  the 
root  of  the  situation.  After  more  than 
two  years  of  disability  she  was  referred 
for  treatment  of  the  emotional  aspects  of 
the  illness.  It  was  found  that  the  patient 
had  strong  dependency  needs  linked  with 
great  hostility  and  guilt,  a triad  which  is 
present  in  the  background  of  most  emo- 
tional problems.  It  was  significant  that 
the  patient’s  first  state  of  panic  occurred 
while  walking  on  the  street  with  her 
mother-in-law,  whom  she  hated.  The 
mother-in-law  had  been  goading  her  into 
an  activity  she  detested  so  that  the  hostili- 
ty which  she  feared  reached  the  boiling 
point  and  panic  ensued. 
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After  a period  of  psychotherapj%  the 
patient  began  to  be  able  to  verbalize  her 
feelings.  On  one  occasion  during  an  inter- 
view, she  suddenly  got  up  from  her  chair, 
left  the  room  and  did  not  return  for 
about  fifteen  minutes,  then  stating  “I 
feel  so  much  better”.  When  an  inquiry 
was  made  as  to  the  reasons  for  her  be- 
havior, she  explained  that  she  had  gone 
to  a telephone,  called  her  mother-in-law, 
told  her  to  go  to  hell,  to  get  out  of  her 
house  and  that  she  never  wished  to  see 
her  again.  For  the  first  time  this  young 
woman  was  able  to  express  overt  aggres- 
sion and  feel  safe  in  doing  so.  The  patient 
recovered.  She  was  not  as  sweet  a per- 
son after  treatment  as  before  but  a much 
healthier  one.  Had  the  first  panic  state 
been  looked  upon  as  a psj^chiatric  emer- 
gency in  this  case,  several  years  of  mor- 
bidity could  have  been  avoided. 

Emergencies,  of  course,  are  seen  in  the 
psychotic  reactions.  The  acutely,  excited, 
assaultive,  threatening  patient  must  be 
cared  for.  But  less  obvious  reactions  are 
also  emergencies  that  are  sometimes  over- 
looked. As  an  example — a young  married 
woman  rudely  awakened  her  husband  one 
night  by  striking  him  vigorously  over  the 
head  with  a shoe.  She  was  unable  to  give 
any  satisfactory  explanation  for  this  and 
merely  said  that  she  must  have  done  it  in 
her  sleep.  The  episode  was  dismissed  as 
without  significance  at  the  time.  A short 
time  later  she  seriously  beat  her  two  year 
old  child,  attacked  her  mother  with  a 
lethal  weapon  and  destroyed  considerable 
property. ' Such  impulsive  behavior  as  the 
first  episode  occurring  without  provoca- 
tion must  never  be  ignored.  If  tragedies 
are  to  be  avoided,  such  cases  must  be  con- 
sidered psychiatric  emergencies. 

There  is  increasing  evidence  that  unless 
emotional  disturbances  are  treated  at  an 
early  stage,  a neurophysiological  pattern 
may  be  established  which  becomes  in- 
creasingly difficult  to  eradicate.  Instead 
of  weeks  of  therapy,  months  and  years  of 
treatment  may  be  required.  The  neuro- 
physiologists are  now  speaking  about  re- 
verberating circuits  and  feedback  mechan- 


isms in  the  central  nervous  system  indi- 
cating that  their  establishment  may  ac- 
count for  perpetration  of  neurotic  patterns 
of  behavior.  As  time  goes  on,  weaker  and 
weaker  stimuli  may  set  the  reaction  in 
motion. 

.\FFECTIVE  OR  MOOD  REACTIONS 

In  the  group  of  so-called  affective  or 
mood  reactions,  problem  cases  frequently 
arise.  Once  a 20  year  old  boy  who  for 
some  time  had  been  depressed  and  re- 
tarded, burst  into  my  office  and  an- 
nounced that  he  had  only  twenty  minutes 
to  give  me.  He  had  hired  a taxi  cab  for 
the  day  to  expedite  a full  itinerary.  He 
had  planned  to  have  an  interview  with 
the  Dean  of  a medical  school  to  apply  for 
admission.  Following  that  he  expected  to 
enroll  in  a famous  institute  of  music,  then 
anticipated  renting  a hotel  room  with  a 
piano  so  that  he  could  practice  all  night 
in  preparation  for  an  audition  in  New 
York.  The  family  doctor  was  called  and 
informed  of  the  emergency.  It  was  sug- 
gested that  the  boy  would  soon  run  out 
of  funds  and  could  be  apprehended  when 
he  failed  to  pay  the  taxi  bill  thus  provid- 
ing a convenient  method  for  hospitaliza- 
tion. In  a little  while  the  family  doctor 
got  in  touch  with  me  to  report  that  the 
relatives  were  indignant  and  would  not 
consider  following  my  suggestions  because 
it  seemed  to  them  that  the  patient  had  not 
been  as  well  or  in  such  good  spirits  in 
months.  They  even  indicated  that  they 
considered  the  psychiatrist  a bit  crazy. 
As  for  the  patient,  he  did  most  of  the 
things  that  he  said  he  was  going  to  do. 
Obviously  he  was  not  very  successful  in 
enrolling  in  the  educational  institutions 
but  he  did  practice  on  the  piano  all  night, 
he  did  go  to  New  York,  and  he  did  have 
an  audition.  However,  by  that  time  he 
had  become  so  excited,  he  was  picked  up 
by  the  police  and  sent  to  the  Bellevue 
Hospital.  Much  trouble  and  expense  might 
have  been  avoided  had  we  been  foresighted 
enough  to  have  considered  this  case  an 
emergency  and  to  have  informed  the  fami- 
ly in  advance  regarding  the  possible 
course  of  events.  It  might  be  appropriate 


Matthews — Psychiatric  Emergencies  in  General  Practice 


249 


to  mention  here  that  in  the  field  of  mental 
illness,  we  are  still  met  with  the  age-old 
problem  of  hostility  and  shame  felt  by 
relatives,  the  public,  the  patient  and  even 
at  times,  the  physician.  For  this  reason 
there  is  a strong  tendency  to  ignore  or  be 
blind  to  the  obvious. 

DETKESSIVE  STATES 

Depressive  states  also  create  emergen- 
cies. Suicide  is  always  a possibility.  Too 
often  threats  of  self-destruction  are  ig- 
nored. On  the  other  hand  they  are  some- 
times overstressed.  Only  about  one  in  ten 
suicidal  attempts  succeed  and  most  of  the 
others  were  intended  to  fail.  Suicide,  or 
the  threat  of  self-destruction,  is  a hostile 
act  directed  against  both  self,  and  more 
often,  others.  An  individual  can  punish 
the  erring  spouse,  the  rejecting  mother, 
the  authoritarian  father  by  saying  you  do 
not  appreciate  me.  I will  die.  Look  what 
you  have  done  to  me.  This  is  well  ex- 
pressed in  a little  ditty: 

“You’re  always,  always  picking  on  me 
You  never,  never  let  me  be. 

I know  what  I’ll  do  by  and  by 
I’ll  eat  some  woi-ms  and  then  I’ll  die 
And  when  I’m  dead,  you  wait  and  see 
You’ll  all'  be  sorry  that  you  picked  on  me.” 

Not  SO  long  ago  we  had  a wonderful 
prophylaxis  for  suicide.  It  was  tincture 
of  iodine  and  there  was  a bottle  on  every 
bathroom  shelf.  The  bottle  was  marked 
with  a skull  and  crossbones  and  the  word 
“poison”  printed  beneath.  The  individual 
who  impulsively  wanted  to  commit  suicide 
or  thought  he  did  rushed  to  the  bathroom 
shelf  and  swallowed  the  contents  of  the 
bottle  of  iodine.  Much  was  accomplished 
by  this  act.  Everybody  concerned  was 
frightened  and  punished,  aggression  was 
acted  out,  guilt  appeased  and  little  harm 
done.  At  most  the  individual  had  a sore 
mouth  and  throat  and  there  was  at  times 
vomiting  and  retching  but  the  secondary 
gain  was  great.  The  individual  was  rushed 
to  the  hospital,  given  much  attention, 
everybody  involved  was  sorry  and  a recon- 
ciliation ensued.  Unfortunately,  iodine  has 
lost  its  popularity  and  the  more  lethal 
barbiturates  are  the  weapons  of  choice. 

Nevertheless,  it  must  be  kept  in  mind 


that  depressions  with  serious  suicidal  ten- 
dencies do  not  occur  just  in  people  who 
have  psychotic  depressive  reactions.  They 
occur  in  the  neurotic  who  has  failed,  in 
the  old  person  who  is  coming  down  the 
ladder,  in  the  alcoholic  after  a binge. 

Depressive  episodes  incident  to  the  cli- 
macteric depressions  are  well  known.  Sui- 
cide also  occurs  in  early  schizophrenic  pa- 
tients, particularly  in  adolescence,  when 
some  insight  is  present  and  when  the  pa- 
tient realizes  with  dread  that  he  is  losing 
his  grip  on  reality.  These  are  cases  in 
which  early  treatment  is  most  essential. 

Suicide  occurs  in  organic  reactions 
where  there  is  a threat  to  the  physical 
and  mental  integrity  of  the  individual. 
Head  injury  with  memory  loss  is  often 
too  much  for  a person  to  bear.  Old  age 
has  its  contingency  of  suicides.  A spouse 
dies.  A symbiotic  emotional  relationship 
has  broken  up  or  the  individual  sees  that 
he  is  losing  his  intellectual  powers  and  he 
has  lost  the  joy  of  productivity.  The  de- 
pressions of  old  age  are  not  primarily 
organic  in  nature.  They  are  psychological 
depressions  incident  to  problems  of  adap- 
tation. Threats  of  suicide  in  the  aged  are 
real  psychiatric  emergencies.  Many  old 
people  respond  promptly  to  electroshock 
therapy. 

In  psychopathic  personalities  with  weak 
egos  and  strong  instinctual  drives  which 
are  not  well  held  in  check,  serious  prob- 
lems frequently  arise  quite  suddenly.  Such 
persons  cannot  stand  frustrations,  may  on 
slight  provocation  develop  rage  reactions, 
or  when  inhibitions  are  released  by  alco- 
hol or  barbiturates,  a dangerous  furor  may 
ensue.  Furor  is  also  seen  in  epileptics. 
Such  an  individual  is  exceedingly  danger- 
ous. 

PARANOID 

One  other  psychiatric  emergency  that 
should  be  mentioned  is  the  dangerous 
paranoid  patient.  This  is  more  an  emer- 
gency for  the  physician  than  for  the  pa- 
tient because  few  of  us  wish  to  be  shot. 
I refer  chiefly  to  patients  with  physical 
complaints  referrable  to  the  rectum  or  the 
genitals,  who  demand  treatment  such  as 
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local  injections  or  operations.  If  such  pro- 
cedures are  carried  out  they  may  be  inter- 
preted as  sexual  assaults.  Retaliation  is  in 
order.  Such  procedures  should  be  assidu- 
ously avoided.  The  risk  is  too  great.  Not 
long  ago  a physician  was  shot  through  the 
spine  by  just  such  a patient  who  believed 
that  he  had  been  mutilated  by  a rectal 
operation.  Recently,  a woman  patient  was 
seen  whose  chief  complaint  was  throbbing 
in  the  genitals.  She  had  seen  numerous 
gynecologists  who  had  wisely  avoided  phy- 
sical treatment.  Unfortunately,  one  physi- 
cian told  her  that  she  needed  an  operation. 
Fortunately,  he  did  not  perform  it  but  she 
was  given  some  injections  which  made  the 


throbbing  worse.  The  implication  is  obvi- 
ous. 

SUMMARY 

In  summary,  it  can  be  said  that  psychi- 
atric emergencies  arise  in  general  practice 
almost  daily.  Most  of  them  the  general 
practitioner  is  well  equipped  to  meet  him- 
self. Others  must  be  dealt  with  through 
the  help  of  colleagues  but  they  must  all  be 
handled  just  as  one  would  handle  any 
medical  or  surgical  emergency.  Often  the 
need  to  treat  these  as  quickly  and  as 
efficiently  as  surgical  emergencies  is  not 
recognized.  Unless  this  is  done  there  may 
be  loss  of  life;  there  is  almost  certain  to 
be  prolonged  morbidity,  needless  expense 
will  be  incurred  and  the  physician  may 
invite  assault  upon  himself. 
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OFFICERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY 
1955  - 1956 

The  officers  of  the  Louisiana  State 
Medical  Society  chosen  for  the  years  1955- 
1956  are  a credit  to  the  judgment  and 
ability  of  the  House  of  Delegates  that 
chose  them. 

The  President  is  Dr.  Max  M.  Green,  a 
prominent  urologist  of  New  Orleans.  Dr. 
Green  has  served  capably  and  effectively 
in  various  capacities  in  the  Orleans  Par- 
ish Medical  Society,  of  which  he  has  been 


President,  and  on  committees  for  the  State 
Society.  He  brings  to  the  highest  position 
in  the  Society  a comfoi’ting  degree  of  dis- 
cretion and  experience,  together  with  a 
capacity  for  decision.  These  qualities  are 
greatly  appreciated  by  the  membership 
and  provide  confidence  for  the  year. 

The  President-elect  is  Dr.  Paul  D. 
Abramson,  a prominent  surgeon  of  Shreve- 
port, whose  activities  in  the  field  of  or- 
ganized medicine  have  been  fruitful  in  the 
Caddo  Parish  Medical  Society,  the  Fourth 
District  Medical  Society,  and  in  various 
committees  on  which  he  has  served  with 
the  State  Society.  He  has  been  Councilor 
from  the  4th  District  for  many  years  and 
will  bring  to  the  office  of  President  next 
year  a wealth  of  vision  and  organizing 
ability.  The  House  of  Delegates  is  to  be 
congratulated  upon  this  choice. 

The  First  Vice  President  is  Dr.  George 
H.  Hauser  of  New  Orleans,  who  has  long 
been  prominent  in  the  field  of  pathology 
and  public  health,  and  whose  services  in 
the  cause  of  organized  medicine  have  ex- 
tended through  many  offices  and  commit- 
tee chairmanships.  As  a private  practi- 
tioner, an  officer  of  the  Board  of  Health, 
a teacher,  and  a friend,  his  elevation  to 
the  office  of  First  Vice  President  is  most 
fortunate  for  the  Society,  and  he  will  in 
the  future,  as  in  the  past,  add  valuable 
counsel  to  its  deliberations. 

The  Second  Vice  President  is  Dr.  H.  H. 
Hardy,  Jr.,  a surgeon  of  Alexandria,  who 
has  long  been  Councilor  for  the  Eighth 
District.  As  a worker  in  the  Rapides  Par- 
ish Medical  Society,  and  in  the  office  of 
Councilor,  and  as  Chairman  of  various 
committees,  he  has  commended  himself  to 
the  Society  most  creditably,  and  his  ele- 
vation to  the  position  of  Vice  President 
is  most  welcome. 

The  Third  Vice  President  is  Dr.  J. 
Theo.  Brierre,  a prominent  radiologist  of 
New  Orleans,  whose  services  in  the  Or- 
leans Parish  Medical  Society  as  Chair- 
man of  Arrangements  for  two  annual 
meetings  in  New  Orleans,  and  his  activi- 
ties in  the  State  Society,  have  brought 
him  many  congratulations  for  his  energy 
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and  ability.  The  Executive  Committee  is 
most  fortunate  in  having  so  valuable  an 
addition  to  its  deliberations. 

The  Past  President,  Dr.  Walter  Moss, 
retires  to  a position  of  comfort  and  se- 
curity from  which  he  will  be  able  to 
render  valuable  advice  and  due  caution. 
His  year  as  President  was  a most  active 
and  successful  one,  and  with  his  guidance 
the  organization  has  been  most  happily 
directed. 

The  Chairman  of  the  House  of  Dele- 
gates is  again  Dr.  W.  Robyn  Hardy.  Un- 
der his  direction,  the  business  deliberations 
of  the  Society  have  been  conducted  with 
fairness,  caution,  and  dispatch.  The  Soci- 
ety is  to  be  congratulated  upon  his  choice 
and  we  congratulate  him. 

The  Vice  Chairman  is  Dr.  0.  B.  Owens 
of  Alexandria,  whose  work  on  behalf  of 
organized  medicine  at  the  local  level  and 
at  the  State  level  is  greatly  to  be  com- 
mended. His  knowledge  in  specialized 
fields  will  be  invaluable  in  certain  areas. 

Dr.  C.  G.  Cole  continues  as  Secretary- 
Treasurer  in  the  office  he  has  held  so 
capably  and  with  such  benefit  to  the  So- 
ciety. As  in  the  past  his  experience,  judg- 
ment, and  discretion  are  invaluable  in 
meeting  the  problems  of  the  organization. 

There  are  three  changes  on  the  Council: 
Dr.  Ralph  H.  Riggs  of  Shreveport  be- 


comes Councilor  for  the  Fourth  District. 
He  has  served  as  Vice  Chairman  of  the 
House  of  Delegates  and  as  President  of 
the  Caddo  Parish  Medical  Society.  These 
together  with  other  activities  have  made 
him  most  esteemed  in  the  ranks  of  or- 
ganized medicine.  The  Councilor  for  the 
Seventh  District  is  Dr.  J.  Y.  Garber  of 
Lake  Charles,  who  has  most  creditably 
discharged  the  functions  of  various  of- 
fices in  the  Calcasieu  Parish  Medical  So- 
ciety, and  whose  activities  in  behalf  of 
our  organization  have  been  unselfish  and 
constructive.  The  Councilor  for  the  Eighth 
District  is  Dr.  R.  E.  C.  Miller  of  Alexan- 
dria, who  has  been  quite  experienced  in 
his  work  with  the  Rapides  Parish  Medical 
Society,  and  whose  voice  on  the  Council 
will  be  most  valuable. 

The  activities  and  the  responsibilities  of 
the  Louisiana  State  Medical  Society  are 
expanding  each  year.  The  organization, 
and  therefore,  its  members  have  a great 
deal  at  stake.  It  is  to  the  credit  of  our 
organization  and  the  way  in  which  it  is 
administered  that  in  a succession  of  years 
capable  men  have  been  found  to  serve  its 
needs.  We  are  most  fortunate  in  having 
these  men  as  our  officers  and  Executive 
Committee  for  the  coming  year.  The 
House  of  Delegates  is  again  to  be  con- 
gratulated. 
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ORGANIZATION  SECTION 

The^  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


REPORT  OF  COMMITTEE  ON  RESOLUTIONS* 

It  is  felt  by  the  Committee  on  Resolutions  that 
the  1955  Annual  Meeting  of  the  Louisiana  State 
Medical  Society  held  in  New  Orleans,  May  2-4 
has  been  an  outstanding  one  and  that  this  has 
been  the  result  of  efforts,  cooperation  and  assis- 
tance of  many  individuals,  groups  and  business 
firms. 

THEREFORE  BE  IT  RESOLVED  that  the 
Society  express  appreciation  for  assistance  ren- 

*  Adopted  by  House  of  Delegates  at  1955  An- 
nual Meeting. 


dered  by  the  following: 

Dr.  J.  Theo  Brierre,  who  has  served  as  Chair- 
man of  the  Committee  on  Arrangements  and 
to  personnel  of  all  sub-committees  on  Ar- 
rangements. 

All  members  of  the  Orleans  Parish  Medical  So- 
ciety— hosts  to  the  Meeting. 

Rabbi  Nathaniel  S.  Share  who  delivered  the  in- 
vocation at  the  opening  meeting  of  the 
Society. 

Councilman  Classen  for  words  of  welcome  on 
behalf  of  the  City  of  New  Orleans. 
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Mr.  Leo  E.  Brown,  Director,  Public  Relations, 
A.M.A.,  for  participation  in  program. 

Dr.  F.  J.  L.  iBlasingame,  President  of  the  Tex- 
as State  Medical'  Association  and  trustee  of 
the  A.M.A.  who  served  as  annual  orator  for 
the  meeting. 

Dr.  Roach  who  furnished  to  the  House  of  Dele- 
gates information  in  re  Salk  vaccine. 

Dr.  Edgar  Hull  and  Dr.  Donovan  C.  Browne 
for  expressions  of  welcome  on  behalf  of  Or- 
leans Parish  Medical  Society  and  New  Or- 
leans Graduate  Medical  Assembly. 

The  following  out-of-state  guests  who  partici- 
pated in  the  scientific  program: 

Dr.  Vincent  P.  Collins,  Houston,  Texas;  Dr. 
Vernon  B.  Link,  Atlanta,  Georgia;  Dr.  Louis 
S.  Smith,  Dallas,  Texas;  Dr.  Morton  J.  Tend- 
ler,  Memphis,  Tennessee;  Dr.  Herman  Yan- 
net,  Southbury,  Connecticut. 

Members  of  the  Society  who  participated  in  the 
scientific  program. 

The  New  Orleans  Chamber  of  Commerce  for 
cooperation  and  assistance  in  many  phases  of 
the  meeting. 

The  Times-Picayune,  New  Orleans  States  and 
New  Orleans  Item  and  newspapers  through- 
out the  state  for  news  releases. 

Local  radio  and  TV  stations  for  news  broad- 
casts. 

Scientific  exhibitors. 

Technical  exhibitors. 

Advertisers  in  program. 

The  Roosevelt  Hotel,  headquarters  for  the  meet- 
ing, for  excellent  cooperation  in  handling  ho- 
tel accommodations  for  members  and  guests 
and  furnishing  all  requirements  for  scienti- 
fic, business  and  social  phases  of  the  meeting. 

Other  hotels  in  New  Orleans  for  accommoda- 
tions furnished  members. 

Dr.  Edwin  H.  Lawson,  Secretary,  Louisiana 
State  Board  of  Medical  Examiners,  for  his 
comprehensive  report  submitted  to  the  House 
of  Delegates. 

Dr.  Walter  Moss,  President  of  the  Society. 

Dr.  C.  Grenes  Cole,  Secretary-Treasurer. 

Miss  Annie  Mae  Shoemaker,  Assistant  Secre- 
tary-Treasurer, and  the  entire  secretarial 
staff  for  assistance  prior  to  and  during  the 
meeting. 

Mrs.  M.  C.  Wiginton,  President,  Woman’s  Aux- 
iliary; Mrs.  Edwin  R.  Guidry  and  Mrs.  Paul 
G.  Lacroix — Chairman  of  Arrangements  for 
the  Auxiliary  Meeting. 

Expressions  of  gi’atitude  are  also  extended  to 
Governor  Robert  F.  Kennon  for  his  contin- 
ued cooperation  in  medical  matters  of  inter- 
est to  the  members  of  the  State  Society  dur- 
ing the  past  year. 

Recommendation 

1.  It  is  recommended  that  a copy  of  these  reso- 
lutions be  sent  to  each  person  and  organization 


mentioned  and  also  published  in  the  Journal  of 
the  Louisiana  State  Medical  Society. 

Respectfully  submitted, 

J.  E.  Clayton,  M.  D. 

R.  E.  Gillaspie,  M.  D. 

M.  C.  Wiginton,  M.  D., 

Chairman. 

REPORT  OF 

COMMITTEE  ON  MEDICAL  DEFENSE  t 

Since  report  of  this  Committee  to  the  1954 
meeting  of  the  House  of  Delegates,  six  requests 
for  defense  in  connection  with  malpractice  suits 
have  been  received.  It  was  agreed  that  all  of 
the  doctors  requesting  defense  should  be  defended 
and  the  attomey  for  the  Society  was  so  informed. 

Of  these  six  cases,  four  have  already  been 
closed.  One  was  voluntarily  withdrawn  on  re- 
quest of  the  plaintiff;  one  was  dismissed  by  the 
court  as  a “nuisance”  case;  two  were  settled 
out  of  court  by  compromise,  on  the  advice  of  the 
attorney;  and  two  are  still  pending. 

One  case  filed  in  1952  was  never  prosecuted 
and  has  been  dismissed.  All  other  cases  previous- 
ly filed,  and  not  reported  completed,  are  at  the 
present  time  waiting  final  action. 

C.  B.  ERICKSON,  M.  D.,  Chairman 

ABSTRACTED  MINUTES 
HOUSE  OF  DELEGATES 
LOUISIANA  STATE  MEDICAL  SOCIETY 

May  2-4,  1955 

Minutes 

Minutes  of  the  1954  meeting  of  House  of  Dele- 
gates approved  as  recorded. 

Minutes  of  meetings  of  Executive  Committee 
since  1954  meeting  of  House  of  Delegates  approved 
as  recorded. 

Special  Order 

Appointment  of  Committees:  Credentmls: — Dr. 
C.  E.  Boyd,  Shreveport,  Chairman;  Drs.  Richard  L. 
Buck  and  J.  Morgan  Lyons,  both  of  New  Orleans. 
President’s  Report: — Dr.  J.  Kelly  Stone,  New 
Orleans,  Chairman;  Dr.  Felix  Blanche,  New  Or- 
leans; Dr.  Arthur  D.  Long,  Baton  Rouge.  Resolu- 
tions:— Dr.  M.  C.  Wiginton,  Hammond,  Chairman; 
Dr.  J.  E.  Clayton,  Norco;  Dr.  R.  E.  Gillaspie,  New 
Orleans. 

Introduction  and  recognition  of  new  members 
of  the  House  of  Delegates. 

Roll  of  members  who  died  since  1954  Meeting 
read. 

Review  of  present  status  of  Salk  Vaccine  by  Dr. 
Roach  of  Eli  Lilly  and  Company. 

Greetings  from  the  Southeni  Medical  Association 
by  Mr.  C.  P.  Loranz,  fonner  Secretary-Manager. 

Greetings  from  Dr.  F.  J.  L.  Blasingame,  Presi- 
dent of  Texas  State  Medical  Association  and  Trus- 


t Accepted  by  the  House  of  Delegates  at  1955 
Annual  Meeting. 
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tee  of  American  Medical  Association. 

Greetings  from  Mr.  Leo  Brown,  Director  of  Pub- 
lic Relatio)is  of  the  AM  A. 

Greetings  from  representatives  of  the  Woman’s 
Auxiliary:  Mrs.  M.  C.  Wiginton,  Immediate  Past 
President,  Louisiana  State  Auxiliary;  Mrs.  Spen- 
cer B.  McNair,  President,  Orleans  Parish  Auxili- 
ary; Mrs.  Leo  J.  Schaefer,  Immediate  Past  Presi- 
dent, American  Medical  Association  Auxiliai-y; 
Mrs.  George  D.  Feldner,  Immediate  Past  President, 
Southern  Medical  Association  Auxiliary;  Mrs.  Ed- 
win R.  Guidry,  Chairman  of  Arrangements  for 
195.5  State  Auxiliary  meeting. 

Announcement  of  Louisiana  Rural  Health  Con- 
ference to  be  held  in  New  Orleans,  November  28- 
29;  invitation  extended  to  all  members  of  the 
House. 

Communications 

Tangipahoa  Parish  Medical  Society  in  re  Ac- 
creditation of  Hospitals:  Resolution  approved. 

(Copy  under  “resolutions”). 

Hoover  Commission  Report:  Sample  resolution 
approved.  (Copy  under  “resolutions”). 

Action  Taken 

Recommendation  of  Executive  Committee  that 
name  of  a doctor  be  listed  in  only  one  specialty:  — 
Recommendation  to  component  societies  that  doc- 
tors be  listed  only  as  physician  or  surgeon  and  if 
specialist  under  only  one  specialty. 

Hospital  survey  submitted  by  the  East  Bato)i 
Rouge  Parish  Medical  Society  and  I’eferred  to  the 
House  of  Delegates  by  the  Executive  Committee — 
Referred  back  to  the  Executive  Committee  for 
further  study. 

Sample  uniform  claim  insurance  blanks  sub- 
mitted by  Special  Committee  on  Prepayment  In- 
surance of  the  Council  on  Medical  Service  of  the 
AM  A : — Approved  in  principle. 

Louisiana  Physicians  Service,  Inc.: — Executive 
Committee  authorized  to  take  necessary  steps  to 
see  that  the  papers  of  transfer  of  LPS  are  in  prop- 
er order  and  the  organization  liquidated;  notarized 
records  of  LPS  to  be  sent  to  the  office  of  the  State 
Society. 

Salk  Vaccine — Recommendation  that  doctors  un- 
dertake administration  of  polio  vaccine  for  indi- 
gents not  otherwise  provided  for — approved. 
Doctors  to  be  allowed  to  say  who  is  indigent  and 
who  is  not  as  far  as  polio  vaccine  is  concerned. 
Existing  Committee  on  Gamma  Globulin  to  super- 
vise, at  state  level,  distribution  of  polio  vaccine 
and  local  societies  be  requested  to  appoint  similar 
committees  to  act  at  parish  level. 

Reports  without  Recommendations 

Following  ?-eporfs  accepted  as  printed:  Secretary- 
Treasurer;  Council;  Councilors,  First,  Second, 
Third,  Fourth,  Fifth,  Sixth,  Seventh,  Eighth  Dis- 
tricts; Committees:  Advisory  Committee  to  Selec- 
tive Service,  Aid  to  Indigent  Members,  An-ange- 
ments-1955  Annual  Meeting,  Blood  Banks,  Budget 
and  Finance,  Chronic  Diseases,  Committees,  Con- 


gressional Matters,  Evaluation  Center  for  Excep- 
tional Children,  Geriatrics,  History  of  Medicine 
in  Louisiana,  Hospitals,  Journal,  Lectures  for 
Colored  Physicians,  Liaison  with  Louisiana  State 
Nurses’  Association,  Malpractice  Insurance  Rates, 
Maternal  Welfare,  Mediation,  Medical  and  Hospi- 
tal Service  in  re  Insurance  Contracts,  Medical 
Defense,  Medical  Education,  Medical  Testimony, 
National  Emergency  Medical  Service,  Public 
Health  of  the  State  of  Louisiana,  Public  Policy 
and  Legislation,  Scientific  Work,  Second  District 
Medical  Society  and  Orleans  Parish  Medical  So- 
ciety, State  Hospital  Policies,  Woman’s  Auxiliary. 

Report  of  Committee  on  History  of  Medicine  in 
Louisiana — discussed  by  Drs.  Isidore  Cohn  and 
Arthur  Vidrine. 

Supplemental  report  of  Committee  on  Medical 
and  Hospital  Service  hi  re  Insurance  Contracts — 
Chairman  reported  action  still  pending. 

Supplemental  report  of  Committee  on  National 
Emergency  Medical  Service — Chairman  read  bul- 
letin in  regard  to  preparations,  instructions,  etc. 
for  safety  in  event  of  an  emergency. 

Report  of  Council  on  Medical  Service  and  Public 
Relations — accepted  as  printed. 

Report  of  Louisiana  State  Board  of  Medical  Ex- 
aminers— accepted. 

Reports  with  Recommendations 

President:  Referred  to  Committee  on  President’s 
Report  and  report  of  this  committee  which  recom- 
mended approval  of  recommendation  No.  1,  pro- 
viding increase  of  dues  will  be  turned  into  the 
general  fund  and  not  earmarked  especially  for  the 
development  of  the  public  relations  department; 
approval  of  recommendations  No.  2,  No.  4,  No.  5 
No.  6,  No.  7,  No.  8 and  No.  9;  and  disapproval  of 
recommendation  No.  3;  was  accepted.  These  rec- 
ommendations are  as  follows:  1.  Increase  dues 
ten  dollars  yearly  to  develop  public  relations  de- 
partment. 2.  Increase  dues  five  dollars  yearly  to 
establish  a fund  for  a domicile.  3.  Make  provi- 
sion for  a ninth  district  if  no  major  objection 
from  members  concerned.  4.  Send  copies  of  ab- 
stracted Minutes  of  House  of  Delegates  to  presi- 
dents of  component  societies  for  their  information 
with  suggestion  that  they  be  read  to  the  members. 
5.  Encourage  the  practice  of  physicians  insisting 
that  prescriptions  be  filled  at  pharmacies  of  pa- 
tient’s own  choice  (a  step  forward  in  keeping- 
peace  and  harmony  resulting  from  personal  com- 
munication with  representatives  of  Louisiana 
Pharmaceutical  Association).  6.  Serious  thought 
be  given  to  the  problem  of  integration.  The  Louis- 
iana State  Medical  Society  must  be  prepared  for 
any  eventuality.  7.  Resolution  to  AMA  with  copies 
to  other  state  societies,  requesting  medical  schools 
to  intensify  medico-legal  courses,  with  emphasis 
on  medical  testimony  and  prevention  of  mal- 
practice cases.  8.  President  of  each  component  so- 
ciety be  urged  to  request  a lawyer  to  address  each 
society  on  malpractice  prevention  and  medical 
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testimony  once  each  year.  9.  Programs  related  to 
School  Health,  Mental  Health,  Rural  Health  and 
Health  Council  work  should  continue  to  be  of  in- 
terest and  concern  to  the  physician  and  organized 
medicine. 

Committee  on  Accreditation  of  Hospitals: — 1. 
Committee  be  continued  and  allowed  to  present  a 
full  report  at  a later  date — Approved.  Resolution 
submitted  and  approved.  (Copy  under  “resolu- 
tions”) . 

Committee  on  Alcoholism: — 1.  The  Louisiana 
State  Medical  Society  go  on  record  as  I’ecognizing 
that  alcoholism  is  a disease  which,  in  many  in- 
stances, is  amenable  to  treatment  through  physical 
and  psychological  means. — Not  approved.  2.  As 
a whole  the  Society  give  support  to  appropriate 
agencies  interested  in  improving  and  expanding 
facilities  for  the  care  of  alcoholics  in  Louisiana. 
— Not  approved.  3.  Support  be  given  to  the  pro- 
gram for  the  care  and  treatment  of  indigent  alco- 
holics being  carried  out  at  the  New  Orleans  Charity 
Hospital,  through  the  auspices  of  the  State  Board 
of  Institutions,  and  at  the  Confederate  Memorial 
Hospital,  Shrevepoi’t,  which  programs  are  current- 
ly being  supported  by  funds  appropriated  by  the 
State  Legislature. — Not  approved.  4.  Program  in 
operation  for  treatment  of  indigent  alcoholics  (in- 
cluding a ten-bed  in-patient  service  and  an  out-pa- 
tient service  at  New  Orleans  Charity  Hospital)  be 
continued  and  that,  if  funds  permit,  the  out-patient 
facilities  in  this  area  be  increased  in  order  that  a 
greater  number  of  acute  alcoholics  can  be  treated. 
— Not  approved.  5.  Comparable  facilities  be  estab- 
lished in  the  Shreveport  area.  — Not  approved. 

6.  Facilities  for  care  of  indigent  alcoholics  be  de- 
veloped in  relation  to  other  state  hospitals.  ( Such 
a program  has  been  started  at  the  Huey  P.  Long 
Charity  Hospital  at  Pineville. ) — Not  approved. 

7.  Program  in  operation  at  the  Central  Louisiana 
State  Hospital  for  the  longer-term  care  of  indigent 
alcoholics  be  continued  and  expanded. — Not  ap- 
proved. 8.  Since  a large  number  of  alcoholic  pa- 
tients are  admitted  and  cared  for  at  the  East 
Louisiana  State  Hospital,  plans  now  being  devel- 
oped for  the  establishment  of  a colony-type  care  for 
such  patients  at  the  institution  be  carried  through 
to  completion.  (This  program  will  include  the  active 
treatment  of  acute  cases  and  a program  to  care  for 
the  longer-term  cases  which  are  not  applicable  for 
short-term  therapies.  It  is  proposed  that  one  of  the 
buildings  in  the  farm  colony  at  Jackson  be  set  aside 
for  this  purpose,  with  a physician  who  has  special 
interest  in  the  care  of  alcoholics  in  charge. — Not 
approved.  9.  The  new  mental  health  center  in  La- 
fayette, now  being  organized  by  the  State  Board  of 
Institutions,  through  the  superintendent  of  the 
Central  Louisiana  State  Hospital,  include  a small 
in-patient  service  and  extensive  out-patient  facili- 
ties as  well  as  a program  for  the  treatment  of 
indigent  alcoholics,  in  its  plan. — Not  approved. 
10.  When  State  Mental  Hygiene  Clinic  facilities 


are  expanded  throughout  the  State,  consideration 
be  given  to  include  in  this  program  a plan  to  main- 
tain out-patient  facilities  for  indigent  alcoholic  pa- 
tients.— Not  approved.  11.  The  Society  give  support 
to  worthy  programs  for  the  education  of  the  public 
in  matters  pertaining  to  alcoholism,  covering 
known  facts  and  emphasizing  prevention. — Ap- 
proved. 12.  Papers  on  various  aspects  of  alcoholism 
be  presented  from  time  to  time  at  parish  medical 
society  meetings  and  on  the  annual  scientific  pro- 
gram of  the  State  Society. — Approved.  13.  State 
Society  continue  to  support  suitable  legislation  for 
provision  of  funds  for  care  and  treatment  of  indi- 
gent alcoholic  patients. — Not  Approved. 

Committee  on  American  Medical  Education 
Foundation: — 1.  Notify  future  chairmen  of  annu- 
al meetings  for  all  state  chairmen  of  the  AMEF 
— Approved.  2.  Furnish  chairman  for  1955-56  all 
available  material  both  from  the  state  and  national 
level. — Approved.  3.  Use  a direct  mail  campaign  to 
initiate  the  drive  for  funds  and  adopt  the  Ohio 
slogan : “Give  either  through  your  Alumni  Fund 
or  through  AMEF — 'But  Give”. — Approved. 

Cancer  Commission: — 1.  Speakers  for  scientific 
programs  of  the  State  Society  be  secured  through 
the  Cancer  Commission  of  the  State  Society  and 
the  Louisiana  Division  of  the  American  Cancer 
Society. — Approved.  2.  Parish  and  district  socie- 
ties be  advised  concerning  availability  of  speakers 
and  films  on  cancer;  also  concerning  tumor  con- 
ferences held  at  Tulane,  LSU  and  elsewhere  in 
the  state. — Approved.  3.  State  Society  go  on  rec- 
ord as  supporting  extension  of  the  type  of  cancer 
registiy  which  has  been  established  in  Charity 
Hospital  in  New  Orleans  and  each  hospital  in  the 
state  be  urged  to  consider  the  matter  of  establish- 
ing a cancer  registry. — Approved.  4.  Cancer  Com- 
mission take  initiative  in  establishing  an  unoffici- 
al Cancer  Coordinating  Committee  to  include  rep- 
resentation of  Louisiana  State  Medical  Society 
Cancer  Commission,  Cancer  Coordinator  at  Tulane 
University  School  of  Medicine,  Cancer  Coordinator 
at  Louisiana  State  University  School  of  Medi- 
cine, a representative  of  the  Louisiana  State  De- 
partment of  Health  and  a medical  representative 
of  the  American  Cancer  Society. — Approved. 
5.  Amount  of  $1,000.00  be  budgeted  for  expense 
incident  to  activities  of  the  Cancer  Com- 
mission during  1955. — Referred  to  Committee  on 
Budget  and  Finance;  recommendation  of  Budget 
and  Finance  Committee  that  this  amount  be  ap- 
propriated— Appiwed. 

Committee  on  Child  Health: — 1.  Express  to 
Mr.  Jackson,  of  the  State  Department  of  Educa- 
tion, a desire  to  cooperate  with  his  department  in 
regard  to  public  school  health  programs  whenever 
possible. — Approved.  2.  Councilors  of  the  State 
Society  be  requested  to  speak  with  members  in 
their  respective  districts  concerning  endorsement 
of  letters  sent  out  by  the  State  Society  and  the  var- 
ious parish  societies,  in  regard  to  cooperation  and 
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direction  of  local  school  health  progi-ams. — Ap- 
proved. 3.  State  Society  infonn  the  Director  of  the 
Department  of  Institutions  that  the  Society  will 
be  glad  to  cooperate  and  help  in  any  manner  pos- 
sible when  problems  arise  in  regard  to  the  medical 
care  of  inmates  in  any  state  institution. — Ap- 
proved. 

Committee  on  Diabetes: — 1.  Establishment  of 
committees  on  diabetes  in  eveiy  parish  and  dis- 
trict society. — Approved.  2.  Material  published  by 
American  Diabetic  Association  furnished  to  parish 
and  district  society  committees  for  use  during  Dia- 
betes Detection  Week. — Approved.  3.  Encourage 
more  talks  on  all  phases  of  diabetes  in  local  medical 
societies. — Approved.  4.  Use  facilities  of  Louisiana 
Diabetic  Association  and  its  members,  as  key  work- 
ers, in  the  Diabetes  Detection  Drive. — Approved. 

Committee  on  Domicile: — 1.  If  dues  are  increased 
and  certain  amount  earmarked  for  Domicile  Fund, 
Committee  be  continued  and  instructed  to  further 
explore  possibilities  of  securing  a suitable  penn- 
anent  home. — Approved. 

Committee  on  Federal  Medical  Services: — 1.  The 
State  Society  reiterate  concurrence  with  recom- 
mendations of  the  House  of  Delegates  of  the  AIMA 
(as  reported  by  the  1954  Committee),  and  the 
Secretary-Treasurer  of  the  Society  be  instructed 
to  inform  the  AMA  of  this  action. — Approved. 
2.  Request,  by  letter,  that  local  medical  societies 
continue  special  committees  to  further  these  AMA 
and  State  Society  principles  and  develop  more  in- 
terest in  these  problems. — Approved. 

Committee  on  Gamma  Globulin: — 1.  Should  the 
Salk  polio  vaccine  be  declared,  after  a thorough 
study  by  the  Poliomyelitis  Vaccine  Evaluation 
Center,  to  be  safe  and  effective  and  is  licensed  by 
the  National  Institutes  of  Health,  it  is  recom- 
mended that  the  members  of  the  Society  cooperate 
wholeheartedly  with  the  State  Department  of 
Health  in  carrying  out  a program  to  vaccinate  the 
first  and  second  grade  children  of  each  public, 
private  and  parochial  school  of  Louisiana,  on  a 
voluntary  basis. — Approved. 

Committee  on  Industrial  Health: — 1.  State  So- 
ciety und^take  a study  of  health  as  related  to  in- 
dustry in  Louisiana. — Not  approved. 

Committee  on  Medical  Indigency: — 1.  Commit- 
tee be  continued. — Approved. 

Committee  on  Mental  Health: — 1.  The  Commit- 
tee on  Mental  Health  be  composed  of  members  with 
overlapping  temis. — Referred  to  Committee  on 
Committees  and  recommendation  of  this  Committee 
that  the  recommendation  be  disapproved,  was  ac- 
cepted. 

Committee  on  Neuropsychiatric  Service  at  Char- 
ity Hospitals: — 1.  Return  to  the  Coroner’s  Com- 
mitment as  it  was  formerly  used. — Approved. 

Committee  on  Public  Policy  and  Legislation 
{supplemental  report)  : — 1.  Louisiana  State  Medical 
Society  and  Woman’s  Auxiliary  of  the  State  So- 
ciety make  application  for  membership  in  the 


Louisiana  Organizations  for  State  Legislation 
(LOSE).  — Approved.  Suggested  resolution  to 
AMA  in  re  cult  practice  of  medicine.— Approved. 
(Copy  under  “resolutions”.) 

Committee  on  Public  Relatioyis  Counsel: — 1.  A 
lay  assistant  to  the  Secretary-Treasurer  be  ap- 
pointed by  the  Secretary-Treasurer  with  approval 
of  the  Executive  Committee.  He  shall  also  be 
dismissed,  if  the  necessity  arises,  by  the  Secretary- 
Treasurer,  with  the  approval  of  the  Executive 
Committee.  Such  an  individual  shall  not  have  auth- 
ority to  make  policies  and  decisions  for  the  Society. 
His  salary  shall  be  six  thousand  dollars  ($6,000.00) 
per  year. — Approved  with  deletion  of  last  sentence. 
2.  Proposed  budget  incident  to  activity  as  planned 
with  assistant  to  the  Secretary-Treasurer. — The 
Committee  on  Budget  and  Finance  recommended 
deletion  of  this  proposal  and  this  recommendation 
of  the  Budget  and  Finance  Committee  was  ap- 
proved. 3.  Annual  dues  be  increased  from  thirty- 
five  ($35.00)  to  fifty  dollars  ($50.00)  per  year. 
— Referred  to  Committee  on  Budget  and  Finance 
and  recommendation  of  this  Committee  that  dues 
be  increased  from  $35.00  to  $50.00  was  accepted. 
4.  Section  1 of  Chapter  XI  of  By-Laws  be  amended 
(to  increase  dues  to  $50.00,  five  dollars  to  be 
placed  in  a Domicile  Fund) — Referred  to  Commit- 
tee on  Budget  and  Finance  and  recommendation 
of  this  Committee  that  the  By-Laws  be  so  amend- 
ed, was  accepted.  (Copy  of  Section  under  “amend- 
ments”). 5.  The  Public  Policy  and  Legislation  Com- 
mittee may  secure  other  sources  of  help  such  as 
previously  obtained,  if  it  is  impossible  to  employ  a 
satisfactory  fulltime  assistant  to  the  Secretary- 
Treasurer;  subject  to  the  approval  of  the  Executive 
Committee.  All  other  monies  needed  by  this  Com- 
mittee shall  be  allotted  by  the  Budget  and  Finance 
Committee  with  the  approval  of  the  Executive 
Committee  and  the  House  of  Delegates,  according 
to  the  Constitution  and  Bv-Laws. — Approved.  6.  A 
sub-committee  of  the  Executive  Committee,  com- 
posed of  three  (3)  members,  one  of  whom  shall 
be  the  President  of  the  Society  as  its  Chairman, 
be  appointed  to  work  with  the  Chainnan  of  the 
Council  on  IMedical  Seiwice  and  Public  Relations 
and  the  Public  Policy  and  Legislation  Committee, 
and  the  Secretary-Treasurer  of  the  Societv  to  co- 
ordinate these  respective  services  to  the  best  ad- 
vantage of  the  members  of  the  Society  as  a whole. 
— Referred  to  Committee  on  Committees  and  rec- 
ommendation of  this  Committee  that  such  a sub- 
committee be  disapproved,  was  accepted. 

Committee  on  Resolutions: — A copy  of  these 
resolutions  be  sent  to  each  person  and  organiza- 
tion mentioned  and  also  published  in  The  Journal 
of  the  Louisiana  State  Medical  Society.— Ap- 
proved. 

Committee  on  Rural  and  Urban  Health: — 1.  The 
Committee  on  Rural  and  Urban  Health  be  contin- 
ued.-— Approved.  2.  Positive  action  be  taken  con- 
cerning requested  allotment  of  $1,000,00  for  ex- 
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pense  of  this  Committee. — Referred  to  Committee 
on  Budget  and  Finance  and  recommendation  of 
this  Committee  that  this  amount  be  appropriated, 
was  accepted. 

Past  Presidents'  Advisory  Council: — 1.  Message 
to  Governor  Kennon  expressing  appreciation  of 
his  cooperation  in  medical  matters. — Approved. 
2.  Message  to  Dr.  Rudolph  Matas  expressing  re- 
gret at  his  inability  to  attend  the  1955  session. — 
Approved.  This  Council  also  expressed  approval  of 
amendments  to  the  Constitution  and  By-Laws  as 
recommended  by  the  special  committee  on  Revision 
of  the  Charter,  Constitution  and  By-Laws,  and  ap- 
proval of  recommendation  of  the  president  and 
the  Committee  on  Public  Relations  Counsel  that 
dues  be  increased  to  $50.00  per  year. 

RESOLUTIONS  APPROVED 
Accreditation  of  Hospitals 
WHEREAS,  The  American  IMedical  Association 
is  the  recognized  official  organization  to  repre- 
sent medicine  in  the  United  States  and, 

WHEREAS,  It  is  not  only  the  privilege  but  the 
obligation  of  this  organization  to  protect  and 
safeguard  medical  care  to  the  patients  and  to  as- 
sist in  every  way  possible,  to  maintain  the  high 
standards  of  medicine  and  surgery  and, 

WHEREAS,  the  AMA  is  the  only  organization 
which  can  and  should  speak  officially  for  phy- 
sicians regardless  of  which  field  of  medicine  they 
practice,  and 

WHEREAS,  there  is  a marked  growing  unrest 
due  to  the  fact  that  the  AMA  has  not  met  its  full 
obligations  in  regard  to  Accreditation  of  Hospitals 
for  patient  care  and, 

WHEREAS,  there  are  two  phases  of  Accredita- 
tion of  Hospitals,  one  having  to  do  with  strictly 
housekeeping  problems  — the  part  which  is  un- 
questionably that  of  hospitals  — and  the  other 
having  to  do  with  the  care  of  the  patient  by  the 
physician,  staff  organization  and,  of  course,  the 
intern  and  resident  training  program  and, 

WHEREAS,  if  this  obligation  is  not  met  satis- 
factorily and  soon,  it  will  be  increasingly  difficult 
to  discharge  our  responsibility,  which  is  the  pa- 
tient, whereby  we  can  render  him  the  best  medical 
service  in  the  most  economical  fashion. 

NOW  THEREFORE,  BE  IT  RESOLVED,  that 
the  American  Medical  Association  assume  its  true 
responsibility  and  establish  an  Accreditation  of 
Hospitals  in  regard  to  care  of  patient  by  phy- 
sicians, staff  organization  and  the  intern  and 
resident  training  program. 

BE  IT  FURTHER  RESOLVED,  that  if  the 
American  Hospital  Association  still  has  the  de- 
sire to  assist  in  the  Accreditation  of  Hospitals  that 
they  be  urged  and  invited  to  cooperate  with  the 
American  Medical  Association  in  continuing  their 
accreditation  in  regard  to  the  strictly  physical 
problem  which  is  unquestionably  their  responsi- 
bility. 


BE  IT  FURTHER  RESOLVED,  that  the  House 
of  Delegates  of  the  Louisiana  State  Medical  Society 
present  this  resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association. 


Accreditation  of  Hospitals 
RESOLVED  that  the  House  of  Delegates  of  the 
Louisiana  State  Medical  Society  instruct  the  sec- 
retary of  the  State  Society  to  send  a copy  of  the 
resolution  in  re  accreditation  of  hospitals,  which 
was  approved  at  the  first  session  of  this  meeting, 
to  secretaries  of  all  state  medical  societies,  asking 
them  to  have  their  societies  support  this  resolution 
in  the  House  of  Delegates  of  the  AMA  when  pre- 
sented by  the  delegates  of  the  Louisiana  State 
Medical  Society. 


State  Board  of  Health 

WHEREAS  the  legally  authorized  guardian  of 
the  public  health  in  Louisiana  is  the  Louisiana 
State  Board  of  Health;  and 

WHEREAS  the  Louisiana  State  Board  of 
Health  is  the  oldest  State  Board  of  Health  in  the 
United  States;  and 

WHEREAS  the  Louisiana  State  Board  of  Health 
is  now  celebrating  its  100th  Anniversary;  and 
WHEREAS  distinguished  physicians  of  Louisi- 
ana spearheaded  its  organization  and  development 
and  have  served  with  distinction  as  members 
of  the  Louisiana  State  Board  of  Health;  and 
WHEREAS  the  Louisiana  State  Board  of  Health 
has  been  in  very  cordial  relations  with  the  Louisi- 
ana State  Medical  Society; 

THEREFORE  BE  IT  RESOLVED  that  the 
Louisiana  State  IMedical  Society  in  convention  at 
its  75th  Annual  Meeting,  go  on  record  extending 
congratulations  to  and  for  the  accomplishments  of 
the  Louisiana  State  Board  of  Health  and  that 
this  resolution  be  spread  in  the  minutes  of  the 
Louisiana  State  Medical  Society  in  convention, 
spread  on  the  pages  of  the  Louisiana  State  Medical 
Society  Jouimal  and  that  a copy  be  sent  to  the 
Louisiana  State  Board  of  Health. 


Dr.  M.  V.  Hargrove 

BE  IT  RESOLVED  by  the  House  of  Delegates 
of  the  Louisiana  State  Medical  Society  that  M.  V. 
Hargrove,  M.  D.,  the  only  qualified  physician  in 
our  state  legislature,  receive  the  commendations 
of  this  body,  for  his  service  to  the  citizens  of 
Louisiana  in  protecting  the  public  welfare,  and 
his  honest  endeavor  in  behalf  of  all  of  its  citizens. 


Past  Presidents 

That  the  members  of  this  House  send  greetings 
and  good  wishes  to  the  past  presidents  of  the 
Louisiana  State  Medical  Society  who  are  absent 
and  express  the  regret  of  the  House  that  they 
could  not  attend  and  the  hope  that  they  will  be 
able  to  attend  future  meetings. 
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American  iNIedical  Association 
in  re  Cult  Practice  of  Medicine 
BE  IT  RESOLVED  by  the  House  of  Delegates 
of  the  Louisiana  State  Medical  Society,  that  the 
AMA  communicate  with  each  state  society  under 
its  jurisdiction,  requesting  that  the  societies  en- 
courage the  medical  schools  in  their  respective 
states  to  offer  systematic  and  regular  instruction 
concerning  the  cult  practice  of  medicine;  and  that 
the  state  society  concerned  offer  its  seiwices  to 
the  medical  schools  in  this  behalf. 


Hoover  Commission 

WHEREAS  The  Louisiana  State  Medical  So- 
ciety has  always  fostered  the  concept  of  better 
government  at  a better  price  for  all  Americans; 
and 

WHEREAS  the  Louisiana  State  Medical  So- 
ciety has  consistently  endorsed  policies  established 
to  insure  efficient  administration  of  the  Federal 
Government  and  to  provide  maximum  savings  to 
the  taxpayer;  and 

WHEREAS,  the  bipartisan  First  Hoover  Com- 
mission, which  was  unanimously  created  by  Con- 
gress in  1947,  brought  about  a number  of  signif- 
icant improvements  in  the  administration  of  our 
Federal  Government;  and 

WHEREAS  a bipartisan  New  Hoover  Com- 
mission was  unanimously  created  by  Congress  in 
1953  with  the  major  purpose  of  continuing  the 
search  for  new  ways  and  means  of  saving  money 
for  the  taxpayer;  and 

WHEREAS  this  New  Hoover  Commission  is 
preparing  reports  for  submission  to  the  Congress 
with  recommendations  to  provide  more  orderly 
and  responsible  government  at  less  cost;  now, 
therefoi'e 

BE  IT  RESOLVED  by  the  Louisiana  State 
Medical  Society  that  we  reaffirm  our  support  of 
such  actions  in  the  public  interest  which  are  de- 
signed to  bring  about  greater  efficiency  and  dol- 
lar savings  in  government  operations;  and 

BE  IT  RESOLVED  that  the  Louisiana  State 
Medical  Society  urges  the  President  and  the  Con- 
gress to  take  appropriate  steps  to  carry  out  the 
recommendations  of  the  New  Hoover  Commis- 
sion; and 

BE  IT  FURTHER  RESOLVED  that  the  Louis- 
iana State  Medical  Society  alert  the  members  of 
this  organization  to  the  need  — on  a patriotic, 
non-political  basis  — for  public  understanding, 
cooperation  and  action  in  support  of  the  recom- 
mendations of  the  New  Hoover  Commission;  and 

BE  IT  FURTHER  RESOLVED  that  the  mem- 
bers and  officials  of  the  Louisiana  State  Medical 
Society  individually  and  by  cooperating  with  the 
Citizens  Committee  for  the  Hoover  Report  — en- 
dorse and  work  toward  achieving  the  vital  goal 
of  better,  more  efficient  and  less  expensive  gov- 
ernment for  all  the  peoples  of  our  Nation;  and 


BE  IT  FURTHER  RESOLVED  that  copies 
of  this  resolution  be  sent  to  appropriate  legis- 
lative representatives  in  Washington^  D.  C.,  and 
to  the  national  headquarters  of  the  Citizens  Com- 
mittee for  the  Hoover  Report,  441  Lexington 
Avenue,  New  York  17. 


RESOLUTION  TABLED 
Louisiana  Hospital  Service,  Inc. 

RESOLVED  that  the  Louisiana  State  Medical 
Society  grants  its  approval  to  .Louisiana  Hospital 
Sei'vice,  Inc.  as  an  agency  to  provide  voluntary 
prepaid  non-profit  hospitalization,  medical  and 
surgical  insurance. 


AMENDMENTS  ADOPTED 
By-Laws 

Chapter  XL  (Assessments  and  How  Payable) 
Section  1.  (Submitted  by  Committee  on  Public 
Relations  Counsel,  approved  by  Committee  on 
Budget  and  Finance  and  Past  Presidents  Advis- 
ory Council). 

Assessments  and  How  Payable  — Each  active 
member  shall  pay  into  the  Society  an  annual  as- 
sessment of  fifty  dollars  ($50.00)  which  shall 
constitute  his  membership  dues.  Those  specifical- 
ly exempted  in  the  Constitution  shall  not  be 
liable  for  this  assessment.  Intern  members  shall 
pay  the  sum  of  one  dollar  ($1.00)  per  annum. 
Of  the  amount  collected  from  active  members, 
one  dollar  and  fifty  cents  ($1.50)  per  capita  shall 
be  set  aside  as  an  annual  entertainment  fund. 
Any  amount  of  this  per  capita  appropriation  not 
spent  for  an  annual  meeting  and  any  surplus 
of  other  funds  secured  by  Arrangements  Commit- 
tees and  not  expended  for  an  annual  meeting  shall 
be  placed  in  the  general  fund  of  the  Society.  In 
addition,  one  half  dollar  ($  .50)  per  capita  shall 
be  paid  from  dues  collected  from  active  mem- 
bers into  the  Medical  Defense  Fund,  one  dollar 
($1.00)  into  the  Indigent  Physicians  Fund,  two 
dollars  ($2.00)  into  the  fund  of  the  Committee 
on  Public  Policy  and  Legislation  and  five  dollars 
($5.00)  into  a Domicile  Fund.  After  the  first 
day  of  July  and  before  the  first  day  of  October 
new  active  members  shall  pay  one  half  of  the 
annual  dues  for  the  fiscal  year;  after  the  first 
day  of  October  of  the  current  year,  new  active 
members  admitted  to  the  Society  shall  pay  one 
quarter  of  the  annual  dues  for  the  fiscal  year. 

Chapter  1.  (Membership)  Section  2.  (Submit- 
ted by  Committee  on  Revision  of  Charter,  Con- 
stitution and  By-Laws  and  approved  by  Past 
Presidents  Advisory  Council). 

Rights  — The  name  of  a physician  upon  the 
properly  certified  roster  of  members  of  a com- 
ponent district  or  parish  society,  who  has  been 
approved  by  the  Executive  Conunittee  of  the 
Louisiana  State  Medical  Society,  shall  be  prima 
facie  evidence  of  his  right  to  register  at  the  an- 
nual sessions  of  this  Society  provided  his  State 
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Society  dues  have  been  received  for  the  current 
year. 

Chapter  IV.  (House  of  Delegates)  Section  6. 
(Submitted  by  Committee  on  Revision  of  Charter, 
Constitution  and  By-Laws  and  approved  by  Past 
Presidents  Advisory  Council).  Section  to  be  de- 
leted. 

Chartei's  — It  (House  of  Deleg:ates)  shall, 
upon  application,  provide  and  issue  charters  to 
district  and  parish  societies  organized  to  conform 
to  the  spirit  of  this  Constitution  and  By-Laws. 

Chapter  IV.  (House  of  Delegates)  Section  7. 
(Submitted  by  Committee  on  Revision  of  Charter, 
Constitution  and  By-Laws  and  approved  by  Past 
Presidents  Advisory  Council). 

Organization  — In  sparsely  settled  sections  it 
(House  of  Delegates)  shall  have  authority  to 
organize  the  physicians  of  two  or  more  parishes 
into  societies  to  be  designated  by  hyphenating  the 
names  of  two  or  more  parishes  so  as  to  distin- 
guish them  from  district  and  other  classes  of  so- 
cieties, and  these  societies,  when  organized  and 
(omit  “chartered”)  issued  a charter  by  the  Exe- 
cutive Committee  of  the  Louisiana  State  Medical 
Society  shall  be  entitled  to  all  the  privileges  and 
representation  provided  herein  for  parish  societies 
until  such  parishes  may  be  organized. 

Chapter  VIII .(Council)  Sectioyi  1.  (Submitted 
by  Committee  on  Revision  of  Charter,  Constitu- 
tion and  By-Laws  and  approved  by  Past  Presi- 
dents Advisory  Council). 

Meetings  — The  Council  shall  hold  meetings 
during  the  annual  session  of  the  Society  (omit 
“at  such”)  a?id  at  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  Chairman  or 
on  petition  of  three  Councilors.  It  shall  meet  on 
the  date  of  the  first  meeting  of  the  Executive 
Committee  after  the  annual  meeting  of  the  House 
of  Delegates  for  reorganization  and  for  the  out- 
lining of  work  for  the  ensuing  year.  At  this  meet- 
ing it  shall  elect  a Chairman  and  Secretary  and  it 
shall  keep  a permanent  record  of  its  proceedings. 
It  shall,  through  its  Chairman,  make  an  annual 
report  to  the  House  of  Delegates  at  such  time  as 
may  be  provided. 

Chapter  XV.  (Parish  Societies)  Section  5.  (Sub- 
mitted by  Committee  on  Revision  of  Chai'ter,  Con- 
stitution and  By-Laws  and  approved  by  Past 
Presidents  Advisory  Council). 

Qualifications  of  Members  — Each  parish 
society  shall  judge  of  the  qualifications  of  its 
own  members,  but,  as  such  societies  are  the  onlv 
portals  to  this  Society,  and  to  the  American  Medi- 
cal Association,  no  physician  should  be  elected 
to  membership  who  tvord.d  not  meet  the  qualifica- 
tions and  requirements  prescribed  for  membership 
in  the  Louisiana  State  Medical  Society,  by  its 
Constitution  and  By-Laws,  (omit  — “eveiy  rep- 
utable and  legally  registered  physician  who  is 
practicing,  or  who  will  agree  to  practice  non- 
sectarian medicine,  shall  be  eligible  for  member- 


ship”). Before  a charter  is  issued  to  any  parish 
society,  full  and  ample  notice  and  opportunity 
shall  be  given  to  every  such  physician  in  the  par- 
ish to  become  a member. 

Chapter  XV.  (Parish  Societies)  Section  13. 
( Submitted  by  Committee  on  Revision  of  Char- 
ter, Constitution  and  By-Laws  and  approved  by 
Past  Presidents  Advisory  Council). 

Duties  of  Secretaries  of  Component  Societies  — 
The  secretary  of  each  parish  society  shall  keep  a 
roster  of  its  members,  and  a list  of  the  non-affili- 
ated  registered  physicians  of  the  parish,  in  which 
shall  be  shown  the  full  name,  address,  college 
and  date  of  license  to  practice  in  this  state,  and 
such  other  information  as  may  be  deemed  neces- 
sary. He  shall  furnish  an  official  report  contain- 
ing such  information  upon  blanks  supplied  him 
for  the  purpose,  to  the  Secretary  of  this  Society. 
In  keeping  such  roster  the  secretary  shall  note 
any  changes  in  the  personnel  of  the  profession 
by  death,  or  by  I'emoval  to  or  from  the  parish 
and  status  of  all  military  members,  and  in  mak- 
ing his  annual  report  he  shall  be  certain  to  ac- 
count for  every  physician  who  has  lived  in  the 
parish  during  the  year. 

Constitution 

Article  IV.  (Composition  of  the  Society)  Section 
4.  ( Submitted  by  the  Executive  Committee  at  the 
1954  meeting  and  approved  by  the  House  of  Dele- 
gates; final  vote  of  approval  at  1955  meeting). 

Inactive  Members  — Inactive  membership  shall 
include  physicians  who  have  been  in  active  prac- 
tice and  members  of  long  standing  of  the  State 
Society  who  shall  be  approved  for  such  member- 
ship by  the  Executive  Committee.  Also  members 
who  become  permanently  or  temporarily  incapaci- 
tated or  of  advanced  age  with  limited  practice, 
if  such  membership  is  requested  and  is  approved 
by  the  E.xecutive  Committee.  Thev  shall  not  be 
entitled  to  medical  defense  nor  shall  they  be  eligi- 
ble to  hold  office.  No  dues  shall  be  required  of  in- 
active members. 

Amendments  Approved 
Final  Action  to  be  taken  at  1956  Meeting 
Constitution 

Article  IV.  (Composition  of  the  Society)  Section 
1.  (Submitted  by  the  Committee  on  Revision  of 
Charter,  Constitution  and  By-Laws  and  approved 
by  Past  Presidents  Advisory  Council ) . 

Active  Members  — The  active  members  of  this 
Society  shall  be  the  active  members  of  the  com- 
ponent district  and  parish  medical  societies,  udio 
shall  be  approved  by  the  Executive  Committee  of 
the  Louisiana  State  Medical  Society;  also  phy- 
sicians otherwise  eligible  to  active  membership 
in  any  district  or  parish  not  having  a component 
society;  provided,  that  after  the  organization  in 
such  district  or  parish  of  a component  society 
thev  shall  become  members  of  said  society  or 
forfeit  membership  in  the  State  Society. 

Article  IV.  (Composition  of  the  Society)  Sec- 
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tion  2.  (Submitted  by  Committee  on  Revision  of 
Charter,  Constitution  and  By-Laws  and  approved 
by  Past  Presidents  Advisoiy  Council). 

Associate  Members  — Associate  members  of 
component  societies  who  shall  he  approved  by  the 
Executive  Committee  of  the  Lo^iisiana  State  Medi- 
cal Society,  will  be  eligible  for  associate  member- 
ship; also  physicians  in  the  service  of  the  Veterans’ 
Bureau,  Army,  Navy  or  Public  Health  Service  of 
the  United  States,  who  are  on  active  duty  and 
stationed  in  the  state  may  be  elected  to  associate 
membership  w^hen  endorsed  by  two  active  mem- 
bers in  good  standing  of  the  Society  to  w'hom 
they  are  personally  known.  Such  membership  is 
not  to  have  the  piivileges  of  executive  character 
or  protection  of  medical  defense.  Dues  for  as- 
sociate membership  will  be  one-half  amount  of 
dues  for  active  membership. 

Article  IV.  {Composition  of  the  Society)  Sec- 
tion 5.  (Submitted  by  Committee  on  Revision  of 
Charter,  Constitution  and  By-Laws  and  approved 
by  Past  Presidents  Advisoiy  Council). 

Intern  Members  — Physicians  serving  intern- 
ships or  residencies  in  accredited  hospitals  shall 
during  their  period  of  inteniship  or  residency  be 
eligible  to  membership  in  this  Society  through 
their  respective  component  societies  as  intern 
members  upon  approval  of  the  Executive  Com- 
mittee of  the  Louisiana  State  Medical  Society. 
They  shall  not  be  entitled  to  medical  defense,  nor 
shall  they  be  eligible  to  hold  office  or  vote.  Dues 
for  intern  members  shall  be  $1.00  per  year. 

ELECTION  OF  OFFICERS,  DELEGATE  AND 
ALTERNATE  TO  AMA  AND  COMMITTEES 

President-elect  — Dr.  Paul  D.  Abramson, 
Shreveport. 

First  Vice-President  — Dr.  George  H.  Hauser, 
New  Orleans. 

Second  Vice-President  — Dr.  H.  H.  Hardy, 
Alexandria. 

Third  Vice-President  — Dr.  J.  T.  Brierre,  New 
Orleans. 

Chairman  of  House  of  Delegates  — Dr.  W. 
Robyn  Hardy,  New  Orleans. 


Vice-Chairman  of  House  of  Delegates  — Dr. 
0.  B.  Owens,  Alexandria. 

Councilor,  Third  District  — Dr.  Guy  R.  Jones, 
Lockport. 

Councilor,  Fourth  District  — Dr.  Ralph  H. 
Riggs,  Shreveport. 

Councilor,  Sixth  District  — Dr.  Arthur  D. 
Long,  Baton  Rouge. 

Councilor,  Seventh  District  — Dr.  J.  Y.  Gar- 
ber, Lake  Charles. 

Councilor,  Eighth  District  — Dr.  R.  E.  C.  Mil- 
ler, Alexandria. 

Delegate  to  AMA  (1956  and  1957)  — Dr.  J.  Q. 
Graves,  Monroe. 

Alternate  to  Delegate  to  AMA  (1956  and  1957) 
— Dr.  A.  A.  Herold,  Shreveport. 

Committee  on  Committees  — Dr.  E.  L.  Leck- 
ert.  New  Orleans,  Chairman;  Dr.  J.  Kelly  Stone, 
New  Orleans;  Dr.  W.  E.  Barker,  Jr.,  Plaquemine. 

Committee  on  Journal  — Dr.  Sam  Hobson,  New 
Orleans;  Dr.  J.  E.  Knighton,  Shreveport. 

Committee  on  Medical  Defense  — Dr.  J.  Kelly 
Stone,  New  Orleans. 

Committee  on  Public  Policy  and  Legislation  — 
Dr.  E.  L.  Zander,  New  Orleans;  Dr.  J.  E.  Clay- 
ton, Norco;  Dr.  Leo  Kerne,  Thibodaux;  Dr.  C.  E. 
Boyd,  Shreveport;  Dr.  H.  H.  Cutler,  Monroe;  Dr. 
A.  G.  Robert,  Baton  Rouge;  Dr.  P.  L.  McCrearj', 
Lake  Charles;  Dr.  M.  B.  Pearce,  Alexandria;  Dr. 
Max  M.  Green,  New  Orleans  (President-LSMS)  ; 
Dr.  C.  Gi'enes  Cole,  New  Orleans  (Secretary- 
Treasurer  LSMS). 

Committee  on  Scientific  Work  — Dr.  C.  Grenes 
Ccle,  New^  Orleans  (Secretary-Treasurer  LSMS), 
Chainnan;  Dr.  Sam  Hobson,  New  Orleans;  Dr. 
M."D.  Hargi-ove,  Shreveport. 

FUTURE  ANNUAL  MEETINGS 
Dates  and  places:  — (1956 — Alexandria;  1957 
— New  Orleans;  1958 — Shreveport;  1959 — New 
Orleans)  ; 1960 — Invitation  to  Baton  Rouge  ac- 
cepted; if  hotel  accommodations  unavailable, 
meeting  to  be  held  on  Gulf  Coast. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  ELECTS  NEW  OFFICERS 
FOR  1955  - 1956 

The  nineteenth  annual  meeting-  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
February  27 — March  1,  1956,  headquarters  at  the 
Municipal  Auditorium. 

The  following  officers  and  members  of  the 
Executive  Committee  have  been  elected  for  this 
year: 

Dr.  Donovan  C.  Browne,  President 
Dr.  Eugene  H.  Countiss,  President-elect 
Dr.  Walter  P.  Gardiner,  First  Vice-President 
Dr.  Cuthbert  J.  Brown,  Second  Vice-President 
Dr.  P.  L.  Querens,  Third  Vice-President 
Dr.  Maurice  E.  St.  Martin,  Secretai-y 
Dr.  Jules  Myron  Davidson,  Treasurer 
Dr.  Charles  L.  Brown,  Director  of  Program 
Dr.  Ralph  M.  Hartwell,  Assistant  Director  of 
Program 

Dr.  E.  Perry  Thomas,  Assistant  Director  of 
Program 

Executive  Committee 

Dr.  Woodard  D.  Beacham  (retiring  President) 

Dr.  George  C.  B'attalora 

Dr.  Sam  Hobson 

Dr.  Barrett  Kennedy 

Dr.  Ambrose  H.  Storck 


L S U ANNOUNCES  FELLOWSHIPS  FOR 
TEACHERS  OF  TROPICAL  MEDICINE 

The  Louisiana  State  University  has  received 
from  the  China  Medical  Board  of  New  York  a 
grant  of  $80,000  to  support  for  two  years  a pro- 
gram of  fellowships  for  teachers  of  tropical  medi- 
cine and  parasitology  in  U.  S.  medical  schools  to 
obtain  practical  experience  in  these  subjects  in 
the  tropics.  The  program  will  be  administered  by 
Dr.  William  W.  Frye,  Dean  of  the  School  of 
Medicine,  and  Dr.  Henry  E.  Meleney,  Research 


Professor  of  Medicine.  It  has  been  inaugurated 
as  a result  of  a recent  survey  of  the  instruction 
in  these  subjects  in  the  medical  schools,  and  of 
the  qualifications  of  the  faculty  members  con- 
ducting the  instruction.  This  survey  indicated 
that  the  amount  of  time  allotted  to  Parasitology 
has  decreased  only  slightly  since  World  War  II, 
but  that  Tropical  Medicine  as  an  entity  in  teach- 
ing has  almost  disappeai-ed.  The  survey  also  re- 
vealed that  over  half  of  the  teachers  of  Para- 
sitology have  had  no  experience  in  the  tropics. 

The.  localities  in  which  fellows  will  receive  ex- 
perience during  the  early  part  of  the  program 
are  the  San  Juan  de  Dios  Hospital,  San  Jose, 
Costa  Rica,  under  the  direction  of  Dr.  Antonio 
Pena  Chavarria,  and  the  School  of  Medicine,  Uni- 
versity of  Puerto  Rico,  San  Juan,  under  the  di- 
rection of  Dean  E.  Harold  Hinman.  Fellows  will 
have  a brief  period  of  orientation  at  the  School 
of  Medicine,  Louisiana  State  University,  before 
proceeding  to  the  tropics.  Seventy-seven  teachers 
from  53  schools  have  expressed  a desire  to  re- 
ceive fellowships  in  the  program.  It  is  also  ex- 
pected that  some  of  the  experienced  teachers  in 
these  fields  will  participate  from  time  to  time  as 
consultants  and  instructors  in  the  tropical  cen- 
ters. 

Not  more  than  five  fellowships  will  be  awarded 
for  any  one  period  in  each  tropical  area.  The 
first  fellowship  period  will  be  July  and  August 
1955.  The  fellows  for  this  period  are  in  process 
of  selection.  Tentatively  four  fellowship  periods 
are  planned  for  each  year  with  one-month  inter- 
vals between  periods.  Teachers  who  have  ex- 
pressed a desire  for  such  a fellowship  will  be 
given  an  opportunity  to  apply  for  a period  con- 
venient for  them.  Other  teachers  in  U.  S.  medi- 
cal schools  who  are  interested  in  this  type  of 
fellowship  may  secure  further  information  from 
Dr.  Meleney  at  the  School  of  Medicine,  Louisiana 
State  University,  New  Orleans  12,  Louisiana. 
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BOOKLET  ON  DRUG  PRICES  GETS 
ENTHUSIASTIC  RESPONSE 

Requests  by  the  drug  industi*y  and  physicians 
for  a new  consumer  booklet  called  “I  Hate  To 
Buy  Drugs,  But  ...”  have  been  so  overwhelm- 
ing that  three  printings,  totaling  660,000  copies, 
have  failed  to  keep  up  with  demand,  it  is  re- 
ported by  Dr.  Theodore  G.  Klumpp,  president  of 
the  National  Pharmaceutical  Council  and  of  Win- 
throp-Stearns  Inc. 

Terming  the  response  “one  of  the  most  enthusi- 
astic in  my  experience,”  Dr.  Klumpp  noted  that 
the  660,000  copies  were  requested  within  one  week 
after  announcement  of  the  booklet’s  availability. 
A fourth  printing  of  250,000  copies  is  now  under- 
way to  fill  requests  pouring  in  daily  to  Newell 
W.  Stew^art,  executive  vice  president  of  the  Coun- 
cil, which  is  located  at  610  Fifth  Avenue,  New 
York  City. 


REVISION  OF  FOREIGN  QUARANTINE 
REGULATIONS 

The  first  major  revision  of  foreign  quarantine 
regulations  since  1946  has  been  completed  by  the 
Public  Health  Service.  The  revision,  which  be- 
came effective  January  10,  affects  some  270  sea- 
ports, airports,  and  border  entry  points  where  the 
regulations  are  administered  by  medical  officers 
and  inspectors  of  the  Division  of  Foreign  Quaran- 
tine, Public  Health  Service.  The  regulations  deal 
chiefly  with  six  quarantinable  diseases:  smallpox, 
yellow  fever,  cholera,  plague,  typhus,  and  re- 
lapsing fever. 

Changes  in  the  regnlations  reflect  recent  ad- 
vances in  international  reporting  of  disease  out- 
breaks. They  also  reflect  the  improvement  of 
health  practices  on  such  matters  as  food  and 
water  sources  for  ships  and  aircraft,  and  dis- 
posal of  waste.  Many  of  the  changes  are  based 
on  United  States  commitments  under  Internation- 
al Sanitary  Regulations  of  the  World  Health  Or- 
ganization. The  international  regulations  are  in- 
tended to  insure  uniformity  in  quarantine  mea- 
sures and  maximum  protection  against  the  inter- 
national spread  of  disease,  and  to  prevent  un- 
necessary interference  with  world  traffic. 


AIR  POLLUTION 

There  has  been  increasing  evidence  that  pol- 
luted air  constitutes  a hazard  to  individual  and 
community  health  and  welfare  in  certain  of  the 
highly  industrialized  or  large  urban  areas  of  the 
countn,'.  Specific  occurrences  of  smoke,  pollution, 
and  fog — now  known  as  “smog” — have  been  ac- 
companied by  excessive  mortality  and  morbidity 
experiences  during  periods  of  their  prevalence. 
Such  episodes  have  happened  both  in  this  coun- 


try and  abroad.  The  more  devastating  of  these 
took  place  in  Glasgow  in  1909  and  1925;  the 
]\Ieuse  Valley,  Belgium,  in  1930;  London  in  1948 
and  1952;  Donora,  Pennsylvania,  in  1948;  and 
Poza  Rica,  Mexico,  in  1950. 

The  latest  and  most  highly  publicized  occur- 
rences of  community  air  pollution  ai'e  those  which 
affected  Los  Angeles  in  recent  years.  It  has  al- 
so been  shown  that  air  pollution  has  adverse 
effects  on  plants  and  animals  upon  which  this 
country  depends  for  food,  fiber,  and  other  essen- 
tial commodities.  The  consequences,  if  any,  of 
long  term  exposure  to  subacute  concentrations  of 
air  pollutants  on  man,  animals,  or  plants  have 
never  been  evaluated  adequately. 


ANTIBIOTIC  FOR  TUBERCULOSIS 

Discovery  of  a new  antibiotic  which  has  pro- 
duced “impressive”  improvement  in  severe  pul- 
monary tuberculosis  cases  and  “good”  results  in 
stubborn  infections  of  the  genito-urinary  tract 
has  been  disclosed  in  Atlanta,  Georgia. 

The  occasion  was  the  14th  Veterans  Administra- 
tion-Army-Navy Conference  on  the  Chemothera- 
py of  Tuberculosis,  which  was  held  in  coopera- 
tion with  the  National  Tuberculosis  Association. 

The  new  antibiotic,  known  by  the  trade-mark 
Seromycin  and  the  generic  name  Cycloserine,  was 
discovered  in  research  laboratories  of  Commercial 
Solvents  Corporation  at  Terre  Haute,  Indiana. 
Commercial  Solvents  arranged  for  the  early  clini- 
cal research  and  then  set  up  a joint  research 
project  with  Eli  Lilly  and  Company. 

If  further  clinical  work  firmly  establishes  the 
antibiotic’s  medical  usefulness,  Lilly  will  devel- 
op Seromycin’s  pharmaceutical  forms  and  will 
market  them. 


AMERICAN  SOCIETY  OF  MEDICAL 
TECHNOLOGISTS 

The  American  Society  of  Medical  Technolo- 
gists will  meet  for  the  23rd  annual  convention 
at  the  Jung  Hotel,  New  Orleans,  the  week  of 
June  12-17,  1955.  Anticipated  attendance  is 

from  1200  to  1500  with  official  representation 
from  each  of  the  forty-eight  states,  Puerto  Rico 
and  Hawaii.  This  meeting  will  give  technologists 
engaged  in  medical  laboratories  or  in  teaching 
students  in  approved  schools  of  Medical  Tech- 
nology an  opportunity  to  keep  abreast  of  changes 
in  procedures,  new  methods,  latest  developments 
in  laboratory  technic,  and  to  exchange  ideas  and 
information. 

Awards  will  be  given  for  outstanding  scientific 
papers  submitted  by  members  for  the  best  in- 
dividual scientific  exhibit,  best  State  exhibit, 
best  State  Publication  and  for  photography. 
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WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 

OFFICERS  — 1955  - 1956 

Consultant  and  Advisor  Mrs. 


Officers 


President 

Mrs. 

President-elect 

Mrs. 

First  Vice-President 

Mrs. 

Second  Vice-President 

Mrs. 

Third  Vice-President 

Mrs. 

Fourth  Vice-President 

Mrs. 

Recording  Secretary 

Mrs. 

Treasurer 

Mrs. 

Corresponding  Secretary 

Mrs. 

Parliamentarian 

Mrs. 

District  Councilors 

First  District 

Mrs. 

Second  District 

Mrs. 

Third  District 

Mrs. 

Fourth  District 

Mrs. 

Fifth  District 

Mrs. 

Sixth  District 

Mrs. 

Seventh  District 

Mrs. 

Eighth  District 

Mrs. 

LOUISIANA’S  THREE  TOP  WINNERS  IN 
A.A.P.S.  CONTEST  TOP  RECORD  OF 
ANY  STATE  IN  ANY  NATIONAL 
ESSAY  CONTEST  THUS  FAR 

Dr.  Mai  Rumph,  Essay  Contest  Chairman  of 
the  American  Physicians  and  Surgeons  essay  con- 
test, “The  Advantages  of  Private  Medical  Care,’’ 
furnishes  us  with  both  headline  and  “lead”  for  the 
story  of  the  essay  contest  sponsored  nationally  by 
the  A.A.P.S.,  in  Louisiana  by  the  Woman’s  Auxili- 
ary to  the  Louisiana  State  Medical  Society,  and  lo- 
cally by  the  parish  auxiliaries  throughout  the 
state. 

It  is  often  said  that  “the  best  part  of  every 
party  is  the  ending”,  and  seldom  was  this  so 
true  as  when  Mrs.  Dwight  Danburg,  Louisiana 
State  Essay  Contest  Chairman,  telephoned  past 
president  Mrs.  M.  C.  Wiginton  the  morning  after 
the  convention  ended  to  tell  her  that  Louisiana 
had  placed  all  three  of  its  entries  in  the  six 
prize  winning  places  of  the  contest.  Margie  Fast- 
ring, of  New  Orleans  placed  first,  Rochelle  Green, 
also  of  New  Orleans  was  fourth,  and  Millie  Rob- 
inson of  Alexandria  sixth. 

After  appropriate  publicity  was  secured  in 
New  Orleans  and  Alexandria  papers,  through 
the  efforts  of  Dr.  Edwin  L.  Zander,  godfather  of 
the  essay  contest,  the  Association  of  Commerce 
of  New  Orleans  chose  to  honor  the  young  essay- 
ists by  dedicating  their  Members’  Council  lun- 
cheon on  Thursday,  May  12,  to  presentation  of 
the  national  prizes  and  honoring  the  winners,  the 
medical  profession,  and  the  auxiliary  workers. 

At  the  head  table  were  the  three  lovely  essay- 
ists who  thoroughly  disprove  the  adage  of  beauty 
and  brains  not  going  together.  Dr.  Zander  as  a 
member  of  the  Executive  Board  of  the  AAPS, 


Arthur  Herold 

Shreveport 

Jules  Myron  Davidson 

New  Orleans 

W.  A.  K.  Seale 

Sulphur 

D.  B.  Barber 

Pineville 

Wiley  A.  Dial 

E.  Baton  Rouge 

C.  Elmo  Boyd 

Shreveport 

Edward  M.  Harrell 

Lafayette 

Dwight  S.  Danburg 

Greenwell  Springs 

Spencer  B.  McNair 

New  Orleans 

William  J.  Rein 

New  Orleans 

Aynaud  F.  Hebert 

New  Orleans 

Max  Mayo  Green 

New  Orleans 

Roy  B.  Harrison 

New  Orleans 

James  B.  Montgomery 

Lafayette 

H.  W.  Boggs 

Shreveport 

Eldredge  L.  Carroll 

Columbia 

J.  0.  Hoth 

E.  Baton  Rouge 

Walter  Moss 

Lake  Charles 

John  A.  Worley 

Alexandria 

and  Dr.  Max  Gi'een  as  president  of  the  Louisiana 
State  Medical  Society.  Three  tables  in  the  beau- 
tiful Blue  Room  of  the  Roosevelt  Hotel  were  re- 
served for  the  parents  of  the  three  girls,  judges 
of  the  contest,  officials  of  local  and  state  medical 
societies  and  auxiliaries  and  interested  workers. 

Those  present  included:  parents,  Mr.  and  Mrs. 
B.  L.  Fastring,  Mr.  and  Mrs.  Emmanuel  Green 
of  New  Orleans,  and  Mrs.  Robinson  of  Alexan- 
dria. Judges  able  to  attend  were:  Colonel  John 
E.  Adkins,  Jr.,  attorney,  Mi’s.  Thomas  Kelly  of 
the  Catholic  Council  of  Cooperative  Clubs,  and 
Dr.  C.  C.  Henson,  Executive  Director  of  the  Ed- 
ward G.  Schlieder  Fund. 

In  addition  to  Drs.  Green  and  Zander,  Dr.  C. 
Grenes  Cole,  Secretary-Treasurer  of  the  Louisiana 
State  Medical  Society,  Dr.  Edgar  Hull,  President 
of  the  Orleans  Parish  Medical  Society,  Dr.  Bon- 
nie Weilbacher,  immediate  past  president  of  the 
Orleans  Parish  Medical  Society,  Dr.  Hugh  T. 
Beacham,  Third  Vice-President,  and  Mr.  A.  J. 
Kuhlmann,  Executive  Secretary  of  the  Orleans 
Parish  Medical  Society,  were  present. 

Mr.  Edwin  E.  Eley  represented  the  public 
school  system  of  New  Orleans,  and  Father 
Charles  Hardy  of  St.  Dominic’s  parish  repre- 
sented the  parochial  school  department  of  super- 
intendence. 

Interested  auxiliary  members  were,  Mrs.  Jules 
Myron  Davidson,  Mrs.  Spencer  B.  McNair,  Mrs. 
Robert  Rougelot,  Mrs.  C.  Grenes  Cole,  Mrs. 
George  D.  Feldner,  Mrs.  Dwight  Danburg,  Mrs. 
IMannie  Mallowitz,  Mrs.  William  Rein,  Mrs.  Felix 
Blanche,  and  Mrs.  Edwin  R.  Guidry. 

Concerning  the  girls  who  brought  honor  to 
themselves,  their  city,  state,  and  the  medical 
auxiliaries  and  societies  interested  thereof,  w^e 
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have  to  present  the  following  facts  as  inspiration 
for  the  1956  Contest. 

Margie  Fastring,  who  has  won  eleven  hundred 
dollars  for  a fifteen  hundred  word  essay  is  a 
shining  example  of  the  copy  book  maxim,  “Try, 
try  again.”  Margie  entered  the  contest  for  three 
consecutive  years  before  achieving  her  “first  in 
city,  state  and  nation.”  record.  Eighteen  year 
old  Margie,  a senior  at^  Mt.  Carmel  Academy  has 
been  taught  by  the  nuns  of  this  order  for  the 
full  twelve  years  of  her  schooling,  and  attributes 
her  success  to  the  efficiency  with  which  she  has 
been  taught,  and  to  the  loyal  encouragement  of 
her  parents^  with  her  deep  appreciation  going  to 
the  groups  which  sponsor  the  essay  contest.  The 
prize  winning  money  has  literally  “changed  the 
face  of  the  world”  for  Margie  who  will  now 
register  at  Loyola  University  in  the  fall  and 
supplement  her  nest  egg  with  an  out-of-school 
part  time  job. 

Rochelle  Green,  who  placed  third  in  New  Or- 
leans, second  in  Louisiana,  and  fourth  in  the 
nation  admits  with  the  disarming  candor  of  teen 
agers  that  her  entrance  in  the  medical  essay  con- 
test was  more  or  less  compulsory.  Everybody  in 
Miss  Fortunate  Collins’  Senior  class  in  English  at 


Fortier  High  School  had  as  a tei-m  assignment 
entrance  in  one  of  three  contests.  Rochelle  chose 
the  “Advantages  of  Private  Medical  Care”,  and 
from  being  picked  the  best  in  her  class,  sailed  on 
to  win  National  honors.  Rochelle  is  a member  of 
the  National  Honor  Society  of  Secondary  School 
Students,  and  will  attend  the  University  of  Texas 
come  this  fall. 


Millie  Robinson,  who  won  first  place  in  Ra- 
pides Parish,  third  in  Louisiana,  and  sixth  in  the 
Nation,  has  an  established  interest  in  medicine 
and  will  enroll  at  Louisiana  State  University  in 
the  fall  for  her  academic  work,  in  preparation 
for  a nursing  career.  Millie  entered  the  AAPS 
contest  two  years  ago  and  placed  third  in  the 
parish.  Her  interest  in  the  topic  grew  steadily, 
and  she  was  successful  this  year  in  placing  in 
all  three  contests.  Millie,  who  is  the  daughter 
of  Mr.  and  Mrs.  John  M.  Robinson  of  Alexan- 
dria, is  a member  of  the  National  Honor  Society 
and  an  honor  roll  student  at  Bolton  High  School. 
She  attributes  her  success  to  the  guidance  and 
leadership  of  her  English  teachers  at  Bolton, 
and  to  her  parents  for  their  patience  and  en- 
couragement. 
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This  Pace  is  not  Killing  Us;  by  J.  I.  Rodale,  Em- 
maus.  Pa.,  Rodale  Books,  Inc.,  1954^  Pp.  64, 
Price  $1.00. 

The  author  of  this  64  page  essay  believes  fer- 
vently and  completely  that  it  is  not  the  pace  of 
our  lives  but  its  laxity  and  ease  that  is  killing 
us  off  by  heart  disease.  He  has  quite  selectively 
quoted  medical  and  other  authorities  to  prove 
that  heart  disease  dei’ives  from  destructive  inac- 
tivity and  wrong  diet.  This  book  makes  interest- 
ing reading  though  it  is  of  doubtful  value  to  the 
practitioner. 

Irvin  A.  Kraft,  M.  D. 


Siirgical  Treatment  of  Cancer  of  the  Cervix;  by 
Joe  Meigs,  M.  D.  (Ed.),  New  York,  Grune  and 
Stratton,  1954,  Pp.  462,  Price  $12.00. 

This  is  an  excellent  book  on  the  gross  patholo- 
gy and  treatment  of  cancer  of  the  cervix  and 
contains  excellent  anatomical  drawings.  The 
plates  of  the  circulatory  and  lymphatic  systems 
are  extremely  clear.  The  discussions  and  dia- 
grams of  the  common  surgical  procedures  from 
simple  total  hysterectomy  to  pelvic  exenteration 
are  well-presented.  This  book  should  be  in  the 
library  of  anyone  interested  in  the  surgeiy  of 
cancer  of  the  cervix. 

Charles  C.  Abbott,  M.  D. 


PUBLICATIONS  RECEIVED 

Grune  & Stratton,  N.  Y. : Cerebral  Vascular  Dis- 
eases, by  Irving  S.  Wright,  M.  D.  and  E.  Hugh 
Luckey,  M.  D.;  Cardiac  Auscultation,  by  J.  Scott 
Butterworth,  M.  D.,  Maurice  R.  Chassin,  i\I.  D., 
and  Robert  McGrath,  M.  D. 

Little,  Brown  & Co.,  Boston:  The  Care  of  Your 
Skin,  by  Herbert  Lawrence,  M.  D. 

W.  B.  Saunders  Co.,  Phila. : Surgery  of  the  Ali- 
mentary Tract,  by  Richard  T.  Shackelford,  M.  D., 
assisted  by  Hammond  J.  Dugan,  M.  D.  (Volumes 
1,  2 and  3). 

Springer  Publishing  Co.,  Inc.,  N.  Y. : Should  the 
Patient  Know  the  Truth?,  edited  by  Samuel  Stand- 
ard, M.  D.,  and  Helmuth  Nathan,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  III.: 
Pain : Its  Mechanisms  and  Neurosurgical  Control, 
by  James  C.  White,  M.  D.,  and  William  H.  Sweet, 
M.  D.;  Practical  Medical  Mycology,  by  Edmund  L. 
Keeney,  IM.  D.,  edited  by  Roscoe  L.  Pullen,  M.  D.; 
Angiographic  Localization  of  Intracranial  Masses, 
by  Arthur  Ecker,  M.  D.,  and  Paul  A.  Riemen- 
schneider,  M.  D.;  Kinesiology  of  the  Human  Body 
Under  Normal  and  Pathological  Conditions,  by 
Arthur  Steindler,  M.  D.;  The  Therapy  of  Skin 
Tuberculosis,  by  Gustav  Riehl,  M.  D.,  and  Oswald 
Kopf,  M.  D. 
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pro-banthIne®  in  duodenal  ulcer 


Cross  section  of  active  duodenal  ulcer. 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  w ith 

hypermotility;  the  pain  is  relieved  when  abnormal 

motility  is  controlled  by  Pro-Banthine. 


In  studyingi  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered : namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility. . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (jS-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors^ 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  2i  :252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M.:  A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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Particularly  now . . . 

Why  is  KENT  the  one 
fundamentally  different 


filter 


The  more  brands  of  filter  cigarettes  that 
are  introduced— the  more  innovations  in 
filtering— the  clearer  becomes  the  differ- 
ence in  KENT.  Consider  for  a moment  why. 

Only  KENT,  of  all  filter  brands,  goes  to 
the  extra  expense  to  bring  smokers  the 
famous  Micronite  Filter.  All  others  rely 
solely  on  cotton,  paper  or  some  form  of 
cellulose. 


cigarette? 


Indeed,  the  material  in  Kent’s  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  KENT  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
— why  KENT  is  proved  effective  in  impartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  KENT’S  flavor  is  not  only  light  and 
mild.  It  stays  fresh-tasting,  cigarette  after 
cigarette. 

May  we  suggest  you  evaluate  KENT  for : 
yourself,  doctor?  We  firmly  believe  that, 
with  the  first  carton,  you  will  reach  the 
same  conclusion.  As  always,  there  is  a 
difference  in  KENT.  And  now  more  than 
ever  before. 


with  exclusive 

MICRONITE 

FILTER 


'kfnt"  and  "micronite"  are  registered  trademarks  of  P.  LORILLARD  COMPA 


Qpjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
iutractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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for  "This  Wormy  World" 

' 

PJNWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 


is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 
Natural 

0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

0inical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^Lwedge^  at  inner  corner 
of  heel  where  support  is  most  needed. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women’s  and  chil- 
dren’s Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Reler  to  your  Classified  Directory 


Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


l~ i 

I THE  EARLE  JOHNSON  | 

I SANATORIUM  I 

! ! 

! “In  the  Mountains  of  Meridian" 

j ROLAND  E.  TOMS,  M.  D. 

! Psychiatrist-in-Chief 

I 

I DIplomate  in  Psychiatry  of  the  American  Board 
I of  Psychiatry  and  Neurology. 

! Specialized  treatments  in  mental  disorders  and  al- 
I coholic  and  drug  addictions,  including: 

1 Electro-convulsive  therapy  j 

I Mid-brain  stimulation  { 

{ Deep  insulin  therapy  | 

j Psychotherapy  j 

I Geriatrics  | 

Write  P,  O.  Box  106  | 

I 

or  I 

j Telephone  3-3369  j 

! MERIDIAN,  MISSISSIPPI  j 

! i 

^ + 


Results  With 


ANTE PAR 


f* 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

/ J.  Pediat.  44:386,' 1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


"Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1964. 

^SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


MORE  AND  MORE  PHYSICIANS  ARE  TURNING 


WHEN  A BROAD-SPECTRUM  ANTIBIOTIC  IS  INDICATED 


Within  the  first  few  months  of  its  introduction,  Achromycin  was  being  widely 
prescribed.  Each  succeeding  month  has  seen  its  usage  increase  as  more  physicians 
have  come  to  know  and  value  Achromycin  in  its  many  dosage  forms. 

More  than  a year  of  widespread  use  has  established  Achromycin  as  a true  broad- 
spectrum  antibiotic,  well  tolerated  by  both  young  and  old.  It  has  proved  effective 
against  a wide  variety  of  infections  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa.  Compared  to  certain  other 
antibiotics.  Achromycin  provides  more  rapid  diffusion;  it  is  also  more  soluble, 
and,  once  in  solution,  more  stable. 

Truly,  Achromycin  has  become  a major  weapon  in  the  fight  against  disease. 
DERLE -LABORATORIES  DIVISION  amer/caiv  Gianamul  compamv  Pearl  River,  New  York 


*«ES.  U.S.  PAT  OFF, 
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AND 


MEBARAL* 


BRAND  OF  MEPHOBARBITAL 

hypertension 

for  the  hyperexcitability  hyperthyroidism 

so  often  found  in  convulsive  disorders 

difficult  menopause 

psychoneurosis 

hyperhidrosis 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 


Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 
3 or  4 times  doily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 


of  32  mg. 
50  mg. 
0.1  Gm. 
0.2  Gm. 


(Mz  grain) 

(%  grain) 

(l’/2  grains) 

(3  grains)  scored. 


Tasteless  tablets 


. 1 // 

WINTHROP 


STRESS  FORTIFY 

THE  ACUTELY  ILL  PATIENT 


Prompt  institution  of  therapy  with  such  well-tolerated  and  effective  agents 
as  Terramycin,®*  Tetracyn®t  or  penicillin  rapidly  controls  infections  due 
to  susceptible  organisms.  Other  measures  contributing  to  shorter  illness 
and  faster  recovery  include  stress  fortification  of  the  patient  with  therapeutic 
amounts  of  the  B-complex,  C and  K vitamins,  recommended  by  the  National 
Research  Council  for  routine  use  during  the  stress  of  severe  infection  or  injury. 
•brand  of  oxytetracycline 

tBRAND  OF  TETRACYCUNE 


zer) 


PFIZER  LABORATORIES.  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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BA  hiaku-iliii  Vist  umk^l 


Rough  or  gentle,  bulk  for  the  ordinary  "reg- 
ularity” diet  comes  from  the  cellulose  of  foods 
plus  a liberal  fluid  intake.  Where  roughage  is 
needed,  foods  may  be  eaten  raw  or  cooked.  In 
the  bland  diet,  fruits  can  be  stewed  and  veg- 
etables pureed. 

These  are  for  bulk — 

Fruits  and  vegetables  ate  high  in  cellulose.  And  ftuits 
like  oranges  and  apples,  root  vegetables  like  beets  and 
carrots  also  provide  pectin  which  absotbs  even  more 
fluid  to  form  especially  smooth,  soothing  bulk. 

Whole  gtains — and  the  flour  or  meal  made  from  them 
— not  only  contain  cellulose,  but  provide  Vitamin  B 
complex  as  well. 

And  lots  of  liquid  to  make  the  cellulose  bulky — 
about  8 to  10  glasses  a day.  But  remind  your  patient 
that  not  all  of  it  has  to  be  water. 

Team  them  up  for  appetite  appeal — 

Boiled  beets  take  on  new  interest  when  they’te  setved 
in  a sauce  of  orange  juice  combined  with  sugat.  corn- 
starch, and  butter. 

Apples  team  nicely  with  dates.  Setve  them  diced  with 
mayonnaise  for  salad.  Or  for  dessert,  stuff  cored  apples 
w'ith  dates  and  bake  in  orange  juice. 

Currants,  raisins,  or  cranberries  make  a tasty  surptise 
in  oatmeal  muffins. 

When  your  patient  learns  that  these  bulk-producing 
foods  can  be  made  appetizing,  he’s  likely  to  make 
them  a part  of  his  regular  diet  and  so  prevent  recur- 
rence of  his  condition. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

An  8-oz.  gloss  of  beer  supplies  obout  '/e  of  the  minimum  doily  requirement  of  Niocin 
os  well  os  smoller  omounts  of  other  B Complex  vitomins.  (Averoge  of  Americon  beers) 

If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


PICKER  announces  the 


diagnostic  x-ray  unit 


with  "dial-the-part"  Automation 


dif  QIC  ’’easy-  i 


it's  called  "Anatomatic" 

Dramatically  simple  automation  of  radiographic  control  which, 
even  in  unskilled  hands,  closely  approaches  the  goal  of 
"a  good  picture  every  time.” 

no  charts,  no  calculations 

Automatically  sets  up  optimum  technic  the  instant  you  "dial-the-part”  . . . 
it’s  possible  to  make  good  radiographs  with  it  without  even  knowing  the 
meaning  of  kilovoltage  and  milliamperage. 

all  you  do  is  . . . 

(a)  Dial  the  body  part  on  a part-selector  scale 

(b)  set  its  measured  thickness  on  another  scale 

(c)  press  the  exposure  button. 

and  a new  table  that's  a joy  to  use 

An  advanced  x-ray  table  that  combines  long-famed  Century 
ease-of-operation  with  a new  "forward  look”  that  fairly  breathes  prestige. 


/ 


PICKER  X-RAY  CORPORATION 
25  South  Broadway.  White  Plains,  N.  Y. 


get  the  story  from  your  local  Picker  representative 

You’ll  find  him  under  "Picker  X-Ray”  in  the  classified  section  of  your 
local  ’phone  book:  or  write  us  at  25  So.  Broadway,  White  Plains,  N.  Y. 


iR  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue.  New  Orleans  13.  La. 


new  way  in  x-ray 
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ENJOY  A SCIENTIFIC  VACATION 

AT  THE  AIR  CONDITIONED  SHAMROCK  HOTEL,  HOUSTON,  TEXAS 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 
TWENTY-FIRST  ANNUAL  MEETLNG 
JULY  18,  19,  20,  1955 


GUEST  SPEAKERS 


Gynecology 

A.  N.  ARNESON,  M.  D.,  St.  Louis 
Proctology 

GARNET  W.  AULT,  M.  D.,  Wash.,  D.  C. 
Orthopedics 

WALTER  P.  BLOUNT,  M.  D.,  Milwaukee 
Surgery  of  Trauma 

JAMES  BARRETT  BROWN,  M.  D.,  St.  Louis 
Psychiatry 

EWALD  W.  BUSSE,  M.  D„  Durham 
Dermatology 

J.  LAMAR  CALLAWAY,  M.  D.,  Durham 
Pathology 

PAUL  R.  CANNON,  M.  D.,  Chicago 
Infernal  Medicine 

DONALD  F.  HILL,  M.  D„  Tucson 

E.  A.  HINES,  M.  D.,  Rochester,  Minn. 

MAURICE  S.  SEGAL,  M.  D.,  Boston 


Geriatrics 

THOMAS  M.  DURANT,  M.  D.,  Philadelphia 
Otolaryngology 

FRANK  D.  LATHROP,  M.  D.,  Boston 

F.  JOHNSON  PUTNEY,  M.  D.,  Philadelphia 
Ophthalmology 

JOHN  M.  McLEAN,  M.  D.,  New  York  City 

ALGERNON  B.  REESE,  M.  D.,  New  York  City 
Surgery 

GEORGE  T.  PACK,  M.  D.,  New  York  City 

HAROLD  A.  ZINTEL,  M.  D„  New  York  City 
Urology 

TRACY  O.  POWELL,  M.  D„  Los  Angeles 
Pediatrics 

JOSEPH  STOKES,  JR.,  M.  D.,  Philadelphia 
Obstetrics 

H.  HUDNALL  WARE,  JR.,  M.  D.,  Richmond,  Va. 


REGISTRATION  FEE  $20.00  INCLUDES: 

(KKDLCED  FEE  OF  SIO.OO  TO  DOCTORS  OX  ACTIVE  DUTY  IX'  THE  ARMED  FORCES) 
SCIENTIFIC  PROGRAM;  THREE  LUNCHEONS;  ENTERTAINMENT;  SCIENTIFIC  AND  TECHNICAL 
EXHIBITS;  SPECIAL  ENTERTAINMENT  FOR  THE  LADIES 

Meeting  simultaneously  will  be  three  separate  sections:  Medical,  Surgical  and  Ophthalmology  & 

Otolaryngology. 

Please  Register  now,  mailing  your  check  to  the  Postgraduate  Medical  Assembly  of  South  Texas, 
412  Jesse  H.  Jones  Library  Building,  Houston  25,  Texas. 


ADVERTISEMENT  DEPARTMENT 


29 


It’s  well  past  midnight.  Again. 
And  still  her  night  keeps 
ticking  away:  no  sleep  ...  no 
rest ...  no  sleep  ...  no  rest. 

If  she  were  your  patient,  you’d 
relieve  her  insomnia  with  — 


short-acting  N E M B LJ  T A E 


A dose  of  only  % to  1-gr. 
is  enough  to  erase  anxiety, 
worries,  tension.  And  to  induce 
drowsiness,  followed  by 
refreshing  sleep.  With  short- 
acting Nembutal,  there  is 
little  drug  to  be  inactivated, 
short  duration  of  effect,  wide 
margin  of  safety  and  little 
tendency  toward  morning-after 
hangover.  Which  is  why: 
in  equal  doses,  no  other 
barbiturate  combines  quicker, 
briefer,  more  profound  effect. 


©(PENTOBARBITAL,  ABBOTT) 
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READING  TIME-1  MINUTE 


A FEW  FACTS  FOR  THE 

BUSY  DOCTOR  WHO  WANTS  THE 


Latest  Information  About 
Filter  Tip  Cigarettes 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  V iceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


IN  EVERY  FILTER  TIP 


TO  FUTER- FILTER- FIITER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


Viceroy 

‘filter  ^ip 

I CIGARETTES 

KING-SIZE 
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Now!  G-E  offers  you 
a 200-ma  x-ray  unit:  $4900  ; 

F.O.B.  Milwaukee.  Subiect  f 


for  only 


Subject 

to  change  without  notice.  ^ 


New  Rotating- 

Anode  Tube 


New 

Full-Wave  Transformer 


You  don't  have  to  be  handicapped  by 
under-powered,  inflexible  x-ray  appara- 
tus. General  Electric  not  only  gives  you  the 
Maxicon  ASC  — a jull-length  table  of  rigid 
construction  — but  also  offers  you  all  this 
for  complete  fluoroscopic  and  radiographic 
facilities:  a new  simplified  200-ma  control 
unit ...  a new  lightweight  rotating-anode  tube 
...  a new  full-wave  x-ray  transformer 
That  $4900  price  includes,  in  addition, 
electronic  timing,  1/20  to  10  seconds  ...  8:1 
Bucky  diaphragm  . . . and  fluoroscopic  screen. 
At  extra  cost  — motor-drive  table  angulation, 
spot-film  device  and  l6:l  Bucky  diaphragm. 


Now’s  the  time  to  step  up  your  radiographic 
facilities.  And,  remember,  you  can  get  the 
Maxicon  ASC  — without  initial  capital  invest- 
ment— on  the  G-E  Maxiservice®  rental  plan. 
Eor  full  information,  see  your  G-E  x-ray  re- 
presentative. Or,  if  you  prefer,  write  X-Ray 
Department,  General  Electric  Company, 
Milwaukee  1,  "Wisconsin. 


'Progress  fs  Our  Mosf-  /mporfanf  hroc/ucf^ 

GENERAL^  ELECTRIC 


Direct  Factory  Branches: 

NEW  ORLEANS  — 1001  Camp  Street 

SHREVEPORT  — Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 
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Ideal  practice  requires 
periodic  adaptation 
of  the  Inelmiciuau^ef/  formula 
to  the  growing  infant 


Karo  Syrup  ...  a carbohydrate 
of  choice  in  “milk  modification” 
for  3 generations 


With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  each 
infant.  Individual  infant  feeding  assures  early  adaptation 
of  the  most  satisfactory  milk  mixture.  A successful  infant 
formula  thus  lays  the  foundation  for  early  introduction 
of  semi-solid  foods. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed 
at  spaced  intervals  and  completely  utilized.  It  is  a balanced 
fluid  mixture  of  maltose,  dextrins  and  dextrose  readily 
soluble  in  fluid  whole  or  evaporated  milk.  Precludes 
fermentation  and  irritation.  Produces  no  intestinal  reactions. 
Is  hypoallergenic.  Bacteria- free  Karo  is  safe  for  feeding 
prematures,  newborns,  and  infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas; 
both  yield  60  calories  per  tablespoon. 


Behind 


each  bottle  three  generations  of  world  literature. 


CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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WINE  ADVISORY  BOARD,  717  MARKET  STREET,  SAN  FRANCISCO  3,  CALIFORNIA 


“...prudent  quantities  of  wine  may  add  greatly  to  the 
pleasures  of  the  table,  to  the  physical  cofnfort  and  to  the 
mental  serenity  of  the  aged,  as  well  as  to  the  generalized 
physical  and  mental  ease  of  the  convalescent.”'^ 


field 


Drt 


aot/ h., 


ceases 


*0/vp 

‘^aro. 


^''aci 


f/ie 

l/y 


'->/c/  a 7/)  f/> i9„t  , , 


Pndf 


‘ne  k, 


The  above  excerpts  are  taken  from  the  new  brochure 


Recent  research  findings  on  the  chemical  and  medical  attributes 
of  wine  are  summarized  in  this  concise,  informative  booklet. 

A copy  is  available  to  you  — at  no  expense  — by  writing  to: 


*"Uses  of  Wine  in  Medical  Practice" 
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It’s  actually  easy  to  save  money  — when  you 
huy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employeil,  invest  in  Bonds  regu- 
larly where  you  hank.  There’s  no  surer  place  to 
put  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 

Safe  as  America  - 
U.S.  Savings  Bonds 


A bullet  sani^ 
through  her  sleeve 


AFTER  THE  BATTLE  of  Spotsylvania,  she 
wrote,  “I  have  cooked  ten  dozen  eggs, 
made  cracker  toast,  blanc  mange,  arrow- 
root,  washed  hands  and  faces,  put  ice  on  hot 
heads,  mustard  on  cold  feet,  written  six  sol- 
diers’ letters  home,  stood  beside  three  death 
beds  ...  It  has  been  a long  day  . . 

But  no  longer  than  the  terrible  day  at 
Antietam,  where  as  Blue  and  Gray  fought 
to  a bloody  standstill,  a bullet  sang  through 
her  sleeve  and  killed  the  wounded  soldier 
she  was  caring  for. 

Or  Fredericksburg,  where  the  dying  lay 
frozen  to  the  ground,  and  a shell  fragment 
tore  her  clothing  but  could  not  frighten  her 
from  working  while  the  battle  raged. 

It  is  not  so  surprising  that  after  the  war’s 
end,  this  slender  determined  woman  went 
on  to  found  the  American  Red  Cross,  almost 
singlehanded.  For  Clara  Barton  had  become 
an  expert  at  meeting  grim  disaster. 

Like  Clara  Barton,  today’s  Americans 
still  meet  trouble  with  skill  and  resolution. 
For  the  qualities  that  made  her  great  still 
live  in  the  American  people.  And  the  simple 
fact  that  these  people  are  the  real  guarantee 
standing  behind  our  country’s  Savings 
Bonds  tells  you  why  Bonds  rank  high  among 
the  world’s  finest  investments. 

If  you’re  not  already  doing  so,  why  not 
join  the  millions  of  your  fellow  citizens  who 
are  now  guarding  their  futures  — and  their 
country’s  — by  investing  in,  and  holding. 
United  States  Savings  Bonds?  Start  today! 


The  U.S.  Govcrnmeni  does  not  pay  jor  this  ndvertisemenf.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  oj  America. 
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(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 

Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."^ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.’ 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K,:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1:168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Divisi  on  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
51155  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 
grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

o Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORI>ERS.  ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 


PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D. 

DR.  EUGENE  L.  WENK 

Otolaryngology 

GERIATRICS 

Fenestration  Surgery 

206  Physicians  & Surgeons  Bldg. 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston, 

Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Obstetrics  and  Gynecology 

Henry  S.  Roane,  M.D. 
Joe  L.  Smith,  Jr.,  M.D. 

Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brot\Ti,  Jr.,  M.D. 

! 

Harold  H.  Harms,  M.D. 
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Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D 


The  Baton  Rouge  Clinic 

134  North  19th  St. 
Telephone  8-5361 
M edicine 

Cheney  Joseph,  M.  D, 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours;  10  fo  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 


2700  NAPOLEON  AVE. 


JA.  6681  • 0796 


DR.  RICHARD  W,  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
uptown  4797 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 


802  Pere  Marquette  Bldg. 


CA.  0202 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 
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DR.  HARRY  ZOLLER 

GEORGE  GAETHE,  M.  D. 

TEMPORAL  BONE  SURGERY 

and 

DERMATOLOGY 

FENESTRATION  FOR  OTOSCLEROSIS 

SURGICAL  PLANING  FOR  ACNE  SCARS 

1109  Pere  Marquette  Building 

and 

OTHER  SKIN  DEFECTS 

RA.  2535  By  Appointment 

300  Medical  Arts  Bldg.  TY.  3355 

DR.  NATHAN  H.  POLMER 

BLAISE  SALATICH,  D.D.S.,  M.D. 

Physical  Medicine — Rehabilitation 

PRACTICE  LIMITED  TO  ORTHOPEDIC 

2209  Carondelet  St. 

SURGERY 

2-5  P.  M. 

1212  Maison  Blanche  Building 

Off.:  JA  3318  Res.:  JA  3180 

CAnal  7697  By  Appointment 

THE  OWENS  CLINIC 

for 

DR.  B.  G.  EFRON 

PLASTIC  AND  RECONSTRUCTIVE 

SURGERY 

DR.  STANLEY  COHEN 

2223  Carondelet  Street 

New  Orleans  13,  Louisiana 

ASTHMA,  HAY  FEVER,  AND  OTHER 

Telephone:  CAnal  0106 

ALLERGIC  DISEASES 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 

1441  Delachaise  Street  New  Orleans 

Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

DR.  LUCIAN  W.  ALEXANDER 

for 

DISEASES  OF  THE  SKIN 

FENESTRATION  FOR  OTOSCLEROSIS 

SCAR  REMOVAL  BY  ABRASION 

OTOLARYNGOLOGY 

Maison  Blanche  Building 

1230  Maison  Clanche  Building 

New  Orleans  16,  La. 

RA.  4829 

MA.  5317  By  Appointment 

KENNETH  A.  RITTER,  M.  D. 

WM.  H.  SYLL,  SR.,  M.D. 

Psychiatry  and  Neurology 

GENERAL  SURGERY 

8211  Apricot  Street 

Hours  by  Appointment 

New  Orleans 

WA.  2324  By  Appointment 

906  Maison  Blanche  Bldg.  TU.  2811 

The  Cancer  Commission  o^  the  Louisiana  State  Medical  Society 


"TEACHER  TRAINING  COURSE  IN 
ESOPHAGEAL  SPEECH” 

The  American  Cancer  Society  announces  a ten  day  training 
course  in  esophageal  speech  instruction  to  be  conducted  by  Mrs.  Paul 
A.  Doehler  from  June  6 to  June  16,  1955  for  persons  seriously  in- 
terested in  or  already  teaching  esophageal  speech. 

Under  the  auspices  of  the  American  Cancer  Society,  Inc.,  in 
cooperation  with  the  Massachusetts  Division  ACS,  the  course  will  be 
conducted  at  the  Massachusetts  Eye  and  Ear  Infirmary,  243  Charles 
Street,  Boston  14,  Massachusetts. 

As  the  course  is  given  under  a grant  from  The  American  Cancer 
Society  in  cooperation  with  the  Massachusetts  Division  ACS,  the  only 
expenses  beyond  the  registration  fee  of  $10.00  will  be  travel  and 
outlay  for  staying  in  Boston  for  the  ten  day  course. 

Further  information  may  be  secured  by  writing  Louisiana  Di- 
vision, American  Cancer  Society,  Inc.,  822  Perdido  Street,  New 
Orleans  12,  La. 
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Why  so  many 
physicians 


Pablum  Rice  Cereal 
Pablum  Barley  Cereal 
Pablum  Oatmeal 
Pablum  Mixed  Cereal 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pablum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Yi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


M.4RY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


B.\RBAR.4 — like  other  children 
— enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 

Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 
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LOUISIANA  STATE  BOARD  OF  HEALTH 

1855-1955 


The  oldest  State  Board  of  Health  in  the  United  States. 

Birth  Statistics  — 

Legislative  Act  passed  establishing  the  State  Board  of  Health  signed 
by  the  Governor,  March  15,  1855 

Board  appointed  by  Governor,  June  13,  1855 


Mr.  Janies  Graham 
Circumstances  of  Birth  — 

The  yellow  fever  epidemic  of  1853  killed  approximately  1200  persons 
out  of  a population  of  155,000  in  New  Orleans.  At  the  opening  of  the 
1854  Legislature,  Governor  Hebert  made  an  impassioned  plea  to  protect 
the  state  against  “all  pestilential  epidemics  ” This  legislature  formulated 
a law  based  on  evidence  regarding  disease  prevention  which  had  been 
supplied  by  all  physicians  of  the  state.  This  legislation  was  carried  over 
into  the  1855  session  and  the  State  Board  of  Health  was  created  to  protect 
the  state  from  all  epidemics  by  means  of  both  quarantine  and  sanitation. 


100  YEARS  OF  CONTINUOUS  OPERATION 


FIRST  BOARD 


Dr.  E.  H.  Barton 
Dr.  N.  B.  Benedict 


Mr.  A.  L.  Trudeau 
Mr.  Th.  Thayer 
Mr.  William  Gilmore 
Captain  Thomas  J.  Ivy 
Captain  Charles  A.  Labuzan 


Dr.  Thomas  J.  Wilkinson 
Dr.  Samuel  Choppin,  President 
Mr.  Glendy  Burke 
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Meat... 


• • • 


and  the  Problem  of 

Senile  Osteoporosis 


under  the  still-persisting  influence  of  the  mistaken  "health 


legends”  of  former  days,  many  older  people  tend  to  eat  less  meat  and 
other  nutritionally  valuable  protein  foods  than  they  should;  thus,  the 
osteoporosis  that  occurs  natmrally  in  the  aging  body  may  be  imduly 
augmented.! 

A balanced  diet  supplying  optimal  amounts  of  protein  is  essential, 
and  appears  to  be  useful  in  preventing  and  in  slowing  the  progress  of 
osteoporosis  in  senile  persons.  Adequate  protein  intake  is  instrumental  in 
supporting  osteoblastic  activity  so  necessary  for  production  of  osseous 
matrix.  "When  osteoporosis  is  present,  the  prime  objective  is  an  adequate, 
high  protein  diet  fa  gram  or  more  [of  protein]  per  kilogram  of  body 
weight),  to  aid  in  building  bony  matrix  for  osteoblastic  activity.”! 

Meat  constitutes  one  of  the  most  important  sources  of  protein  in  the 
nutrition  of  the  aged.  Meat  offers  biologically  effective  protein — effective 
in  the  maintenance  as  well  as  the  reconstruction  of  wasted  or  damaged 
tissue.  Its  natural  content  of  B vitamins  and  of  essential  minerals  not 
only  helps  to  supply  the  daily  needs  for  these  nutrients,  but  is  necessary 
for  the  proper  utilization  of  amino  acids. ^ 

The  appealing  taste  of  meat,  its  appetite-stimulating  quality,  and  its 
almost  complete  digestibility  also  are  important  in  geriatric  nutrition. 


1.  Rechtman,  A.  M.,  and  Yarrow,  M.  W.:  Osteoporosis,  Am.  Pract.  & Digest  Treat. 
5:691  (Sept.)  1954. 

2.  Cannon,  P.  R.;  Frazier,  L.  E.,  and  Hughes,  R.  H.:  Factors  Influencing  Amino 
Acid  Utilization  in  Tissue  Protein  Synthesis,  in  Symposium  on  Protein  Metabo- 
lism, New  York,  The  National  Vitamin  Foundation,  Inc.,  1954,  pp.  55-90. 


The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ * 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Wift,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  rv  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) t-o-Uirectors  pi  ^ Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Presciiption  Headquaiteis  Since  1905 


1956  ANNUAL  MEETING 

MEDICAL  BOOKS 
Of  All  Publishers 

Louisiana  State  Medical  Society 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

ALEXANDRIA 

J.  A.  MAJORS  COMPANY 

APRIL  23-25 

1301  Tulane  Ave. 
NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 

normal  living  for.  . . 

at  work  and  at  play 


adults  should  be  encouraged 
to  work... and  every 
effort  should  be  made 
to  keep  children  in  school. 
With  accurate  diagnosis 
and  proper  treatment, 
the  majority  of  epileptics, 
like  the  diabetics,  can  carry 
on  a normal  life. 


DILANTIN*  SODIUM 


(diphenylhydantoin  sodium,  Parke-Davis) 


a mainstay  in  anticonvulsant 
therapy,  alone  or  in 
combination,  for  control  of 
grand  mal  and  psychomotor 
seizures — 

with  the  added  advantages 
of  greater  safety  and  of  little 
or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms  -- 
including  Kapseals®  of  0.03  Gm.  gr.)  and  0.1  Gm. 
(ly,  gr.)  in  bottles  of  100  and  1,000. 


the  epileptic 


Y//MJ  ^ 


DETROIT.  MICHIGAN 


%A 


■%.lf 


'»'■  ■ 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 


Phone  TYler  2376  • New  Orleans,  La. 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


GAMOPHEN  SURGICAL  SOAP-ANTISEPTIC 


First  soap  containing  hexachlorophene  to  receive  seal  of 
acceptance  from  Council  on  Pharmacy  and  Chemistry, 
American  Medical  Association. 


You'll  say  it's  a top  quality  bar  of  hard-milled  soap — yet  its  ingredients  give  results 
never  before  obtained  from  any  type  of  soap. 

When  used  routinely  for  all  cleansing  occasions  in  hospital,  affice  and  home, 
Gamophen  establishes  a protective  antibacterial  film  which  exerts  a continuous  action. 
The  marked  degree  of  suppression  achieved  is  maintained  as  long  as  this  soap  is  used 
regularly  and  for  several  days  after  its  use  is  stopped.  The  use  of  alcohol  or  other 
solvent  rinses  is  contraindicated. 

Place  your  order  now  for  the  4V2  oz.  bar  for  home  and  office;  or  2 oz.  bar  for 
hospital  personnel  and  patients'  use. 


SURGICAL  COMPANY  «nc. 


(235  TEXAS  AVENUE 

SHREVEPORT,  LOUISIANA 
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PA  pure  crystalline  alkaloid  of  p’auwolfia  r^ot 
first  identified,  purified  and  Introduced  by  CiBA 


In  anxiety,  tension,  nervousness  and  mild  to  severe  neu- 
roses—as  well  as  in  hypertension— SERPx\SIL  provides 
a nonsoporific  tranquilizing  effect  and  a sense  of  well- 
being. Tablets,  0.25  mg.  (scored)  and  0.1  mg. 


New!  SERPASIL®  ELIXIR 

Each  4-ml.  teaspoonful  contains  0.2  mg.  of  Serpasil 
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IN  THE  TOPICAL  TREATMENT 
OF  ALLERGIC  SKIN  CONDITIONS 


TOPICAL  LOTION 


AC  ETAT  E 

(FLUDROCORTISONE  ACETATE.  MERCK)  9 ALPHA-FLUOROHYDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  1/IOth  the  concentration  of  hydrocortisone  (Compound  F). 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied  in  a cosmetically  elegant  base  in  two  con- 
centrations : 0.25%  and  0. 1 % in  15  cc.  plastic  squeeze 
bottles. 

Also  available:  Alflorone  Topical  Ointment  in  5 gm. 
tubes — two  concentrations — 0.25%  and  0.1%. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 


WEIGHT  FOR  WEIGHT.  THE  MOST  EFFECTIVE 
ANTI-INFLAMMATORY  AGENT  YET  DEVELOPED  FOR  TOPICAL  USE 
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More  Boat 


TOR  THE  MONEY! 


30-ft.  Flagliner  Express 


Troll  from  comfortable  swivel  chairs.  Get 
mackerel,  tarpon,  cobia,  sailfish! 


Ladies  love  the  big,  roomy  cabin, 
luxurious  equipment  and  galley. 


A Profitable  Investment 
in  Good  Times  Afloat! 

When  symptoms  indicate  recreation  afloat, 
here  is  the  boat  that  fills  your  prescription 
with  integrity.  Thirty  feet  of  sturdy  steel 
Safticraft,  made  by  craftsmen  familiar  with 
Gulf  water  requirements  for  top  perform- 
ance and  safety.  Speed  up  to  23  miles  per 
hour.  Comfortably  large  enough  for  yourself 
and  your  family  or  friends.  Luxuriously  ap- 
pointed. Sleeps  four  restfully.  Because  it  is 
built  right  here  in  Louisiana,  you  have  the 
finest  service  facilities  close  at  hand.  We 
make  smaller — and  larger  models,  but  this 
size  has  proved  to  be  the  outstanding  favor- 
ite among  professional  men  from  coast  to 
coast.  This  season,  invest  in  life-preserving 
relaxation  and  fun  afloat.  Send  in  the  cou- 
pon for  further  details  and  prices. 


Air  foam  mattresses,  good,  stable 
design,  make  for  restful  sleep. 


E.  W.  & A.  P.  Dupont,  Inc.,  Dept.  M 
Morgan  City,  La. 

Please  send  me  details  on  the  Safticraft  Express  Flagliners: 

□ 30’  Flagliner  Express  □ 34’  Flagliner  Express 

□ 36’  Flagliner  Express 

Name 


Address 

City State. 


lint 
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Taiti.  lit  Low -Fair 

Lew  -Cioteuri  Oiit: 


Palatability  is  the  key  to  planning  this  diet. 
And  these  flavor  tips  will  help  you  keep  in  the 
“taste  appeal”  your  patient  must  have  and 
still  keep  out  the  rich  foods  he  cannot  have. 

These  are  for  flavor — 

Cranberry  and  tomato  sauce  pinch-hit  for  gravy.  Fruit 
juices  are  to  baste  with  as  well  as  to  drink.  And  herbs 
and  spices  lend  a fine  aroma  to  meats  and  vegetables. 

Here's  where  they  go  — 

Meat  loaf  can  sport  a gay  cap  of  whole-cranberry 
sauce,  while  hamburgers  make  a surprise  party  when  a 
slice  of  pickle  or  onion  is  sealed  between  two  thin 
patties.  Your  patient  can  baste  chicken  with  lemon  or 
orange  juice — glaze  lamb  chops  with  mint  jelly.  Lean 
meats,  broiled  or  baked,  are  made  savory  with  herbs. 
And  barbecued  kabobs  add  something  different. 

Most  vegetables  can  be  dressed  simply  with  lemon 
juice  or  an  herb  vinegar.  And  tomato  halves  come  out 
from  under  the  broiler  bubbly  with  brown  sugar  and 
sweet  basil  on  top. 

On  green  salads,  cottage  cheese  thinned  with  lemon 
juice,  sparked  with  paprika,  makes  the  dressing.  And  on 
fruits,  try  lemon  juice,  honey  and  chopped  mint. 

For  dessert,  angel  cake  or  meringue  shells  go  nicely 
under  fruits — skim  milk  powder  makes  the  "whipped 
cream.”  Snow  pudding  is  a simple  dessert — fresh  fruit, 
even  more  so.  And  for  a change,  your  patient  may  like 
his  fruit  baked  in  grape  or  cranberry  juice. 

The  diet,  of  course,  will  be  balanced  nutritionally 
at  a suitable  calorie  level.  And  these  "diet  do’s” 
will  help  keep  your  patient  happy  wdthin  the  limits 
you  set  for  his  diet. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

Fat — 0;  Calories  104/8  oz.  glass  (average  of  American  beers) 


if  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17  N Y 
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Upjohn 


KALAMAZOO 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


With  ‘‘Premarin,”  relief 

! 

^ of  menopausal  distress  is 

prompt  and  the  ‘‘sense  of  well-being” 
imparted  is  highly  gratifying 
to  the  patient. 

"Premarin”® — Conjugated  Estrogens  (equine) 
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THE  MEMBERS  OF  THE  LOUISIANA 

PATHOLOGY  SOCIETY  DEDICATE  THIS 

PAGE  MONTHLY  TO  THEIR  FELLOW  PHYSICIANS  INTERESTED  IN  NEW  DEVELOP- 
MENTS, CURRENT  IDEAS  AND  CHANGING  CONCEPTS  IN  THE  FIELD  OF  LABORATORY 

AND  TISSUE  PATHOLOGY  AS  IT  AFFECTS 

THE  PRACTICE  OF  GENERAL  MEDICINE 

AND  SURGERY. 

LOUISIANA  PATHOLOGY  SOCIETY 

ROSTER 

OF 

MEMBERS 

ALEXANDRIA 

Friedrichs,  Andrew  V. 

840  Maison  Blanche  Building 

Maxwell,  John  B. 

Sf.  Francis  Cabrini  Hospital 

Hartwell,  Ralph  M. 
Hotel  Dieu 

Uhrich,  E.  C. 
Baptist  Hospital 

Hauser,  George 
Audubon  Building 

BATON  ROUGE 

Hertzog,  Ambrose  J. 
Touro  Infirmary 

Bevan,  John  L. 

Our  Lady  of  the  Lake  Sanitarium 

Hew,  Alfred  Y.  K. 
Hotel  Dieu 

Colvin,  S.  Harvey 

Baton  Rouge  General  Hospital 

Holman,  Russell 

L.  S.  U.  School  of  Medicine 

McQuown,  Albert  L. 

Our  Lady  of  the  Lake  Sanitarium 

Jaques,  William 

L.  S.  U.  School  of  Medicine 

Randall,  William  S. 

Baton  Rouge  General  Hospital 

Lawson,  Edwin  H. 
Southern  Baptist  Hospital 

LAFAYETTE 

Maher,  Aldea 

1110  American  Bank  Building 

Ranson,  Robert  F. 
Charity  Hospital 

Moss,  Emma  S. 

Charity  Hospital  of  New  Orleans 

LAKE  CHARLES 

Muelling,  Rudolph  J.,  Jr. 

Charity  Hospital  of  New  Orleans 

Hebert,  Louis  A. 
Medical  Arts  Building 

Nix,  Evelyn  B. 
Mercy  Hospital 

Ranier,  Andrew  S. 

St.  Patrick's  Hospital 

Pizzolato,  Phillip 

Veterans  Administration  Hospital 

Staggers,  Samuel 

MONROE 

Southern  Baptist  Hospital 

Klam,  N.  J. 

Swan,  Lawrence  L. 

St.  Francis  Sanitorium 

U.  S.  P.  H.  S.  Hospital 

NEW  ORLEANS 

von  Langermann,  Georgiana 
Tulane  University  School  of  Medicine 

Bacher,  Wilhelmina 
Touro  Infirmary 

SHREVEPORT 

Davenport,  Julius  W. 

Butler,  Willis  P. 

Southern  Baptist  Hospital 

P.  O.  Box  135 

Denser,  Clarence  H.,  Jr. 

Mathews,  William  R. 

(on  Active  Duty) 

1240  Texas  Avenue 

Durlacher,  Stanley  H. 

Stoer,  Ulysses  H. 

L.  S.  U.  School  of  Medicine 

Schumpert  Hospital 

THE  MEMBERS  OF  THE  LOUISIANA  PATHOLOGY  SOCIETY  PLEDGE  THEIR  FULLEST 

COOPERATION  WITH  THEIR  FELLOW 

LOUISIANA  PHYSICIANS  IN  THE  PRACTICE 

OF  MORAL  AND  ETHICAL  MEDICINE 
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Bona.mine! 

Brand  of  meclizine  hydrochloride 


Probably  30  to  50%  of  all  travelers  experience 
some  degree  of  pleasure-spoiling  malaise,  anorexia, 
nausea,  and  vertigo.  For  these  motion-sensitive 
vacationers,  you  can  prescribe 

new  BONAMINE  CHEWING  TABLETS  to  insure  happier 
travel,  no  matter  what  the  method  of  transportation. 


For  the  convalescent  or  the  invalid  traveling 
for  his  health,  BONAMINE  helps  to  avoid  the  strain 
imposed  by  vertigo,  nausea  and  vomiting. 

Also  indicated  for  control  of  nausea,  vomiting 

and  vertigo  associated  wuth  labyrinthine  and  vestibular 

disturbances,  Meniere’s  syndrome  and  radiation  therapy. 

BONAMINE  rarely  causes  drowsiness 
or  other  unwanted  reactions. 


Supplied  on  prescription  only: 

CHEWING  TABLETS  ( New)  — 25  mg.,  candy-coated, 
mint-flavored.  Packages  of  8. 


TABLETS  — 25  mg.,  scored  and  tasteless.  Boxes  of  8 
and  bottles  of  100  and  500. 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


TRADEMARK 
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SI  non-barbiturate,  non— habit-forming, 
tranquiiizing  and  stabiiizing  agent 


(Squibb  Reserpine) 


Rau-sed  may  be  employed  to  achieve  a calming,  tran- 
quiiizing effect.  Rau-sed  may  be  found  useful  in  situa- 
tions accompanied  by  stress  and  anxiety  and  has  been 
reported  helpful  in  a number  of  physical  disorders  with 
associated  emotional  overlay  (such  as  headache,  derma- 
tologic disorders,  gynecologic  disorders,  enuresis,  etc.). 

Oral  Dosage  for  Office  Practice:  The  usual  daily  dose  may  range 
from  0.25  mg.  to  1.5  mg.  Dosage  may  start  -with  0.25  mg.  t.i.d.,  and 
may  be  adjusted  upward  or  downward.  It  is  important,  in  adjusting 
Rau-sed  dosage,  to  consider  that  results  may  not  appear  for  one  to 
two  weeks  after  therapy  is  instituted.  When  a maintenance  level  is 
achieved,  Rau-sed  may  be  given  as  a single  daily  dose  or  in  divided 
doses,  as  the  patient  prefers.  Some  patients  may  need  and  tolerate 
higher  dosage;  in  such  patients,  Rau-sed  has  proved  most  elective 
in  conjunction  with  psychotherapy.  Note:  Patients  receiving  large 
doses,  or  those  who  receive  the  drug  over  a long  period,  should  be 
watched  for  signs  of  depression ; this  can  be  alleviated  by  reducing 
the  dosage  or  withdrawing  the  drug. 

Supply:  0.1  mg.  and  0.25  mg.  tablets,  bottles  of  100  and  1000;  0.5 
mg.  tablets  (scored),  bottles  of  50  and  500;  1.0  mg.  tablets  (scored), 
bottles  of  30,  100,  and  500;  4.0  mg.  tablets  (scored),  bottles  of  100 
and  1000  (for  psychiatric  use).  RAU-SED  Parenteral,  for  the  treat- 
ment of  hospitalized  psychiatric  patients,  5.0  mg.  and  10.0  mg.  ampuls. 


*PAU-&CD*  IS  A SQUIBB  TffADCHARK 


Squibb  A NAME  YOU  CAN  TRUST 


Schering  Corporation 

• lOOMmii 


preserve  summer  pleasures 
with  these  advantages 

unusually  rapid  relief 

outstanding  freedom  from  side  effects 

maximum  convenience 

in  the  greatest  variety  of  oral  forms 

Chlor-Tkimeton  Repetabs,  8 mg. 

up  to  12  hours  of  uninterrupted  relief  reported  with  just  one  dose 
Chlor-Trimeton  Repetabs,  12  mg. 
for  prolonged  therapy  in  more  diflicult  cases 
Chlor-Trimeton  Tablets,  4 mg. 

for  initiating  therapy,  maintenance  therapy  or  adjusting  dosage 
Chlor-Trimeton  Repetabs  with  Sodium  Pentobarbital, 

% gr.  for  nightlong  relief  and  assured  sleep 
Chlor-Trimeton  Syrup,  2 mg.  per  4 cc. 
palatable,  compatible  liquid 

Chlor-Trimeton®  maleaie,  brand  of  clilorproplicnpyridamine  malcate. 

Repetabs,®  Repeal  Action  Tablets. 


Schering. 


CHLOR- 

TRIMETON 

REPETABS 

I 8 mg.^  I and  [ 1 2 mg,  [ 
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Lente  Iletin  (Insulin,  Lilly) 

Another  step  toward  the  ideal  Insulin 

Simplified  administration — Only  one  injection  a day  con- 
trols the  majority  of  diabetic  patients. 

Simplified  therapy — Approximately  85  percent  of  all  diabetic 
patients  can  be  treated  with  Lente  Iletin  (Insulin,  Lilly ) alone. 

Simplified  formula — Lente  Iletin  (Insulin,  Lilly)  is  the  only 
intermediate-acting  Insulin  free  of  foreign  modifying  proteins. 

Simplified  identification — The  new  distinctive  “Hexanek” 
bottle  makes  identification  easy. 

Write  for  descriptive  literature  today. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  .INDIANA,  U.S.A, 


Supplied  in  U-40 
and  U-80  strengths 
at  all  pharmacies. 


The  Journal 

of  the 

Louisiana  State  Medical  Society 


Vol.  107,  No.  7 TTTT  V 1 Published  Monthly 

$4.00  Per  Annum,  35c  Per  Copy  J IJOO  1430  Tulane  Avenue,  New  Orleans  12,  La. 


INTRATHORACIC  DISORDERS 
PRODUCED  BY  CALCIFIED 
LYMPH  NODES  * 

MORTON  M.  ZISKIND,  M.  D.  f 
New  Orleans 

Most  of  the  intrathoracic  organs  are 
vulnerable  to  injury  by  calcified  lymph 
nodes.  Intimate  anatomical  relationships 
between  both  sets  of  structures  are  re- 
sponsible for  the  damage  which  may  oc- 
cur. The  aim  of  this  presentation  is  to 
briefly  describe  some  of  the  patterns  of 
disease  produced  within  the  chest  by  cal- 
cified nodes. 

PATHOGENESIS 

Calcified  lymph  nodes  usually  represent 
residua  of  healed  tuberculosis  infection. 
However,  in  certain  areas,  such  as  in  the 
Mississippi  River  Valley,  histoplasmosis 
is  the  most  common  cause  of  such  calci- 
fication. That  healed  tuberculosis  proc- 
esses can  produce  the  clinical  patterns 
to  be  described  here  has  been  established. ^ 
It  also  seems  certain  that  healed  histoplas- 
mosis can  produce  the  same  changes  al- 
though definite  evidence  of  such  sequences 
remains  scanty.- 

In  all  instances  in  which  calcified 
lymph  nodes  produce  disease,  the  parent 
condition,  tuberculosis  or  histoplasmosis, 
has  previously  broken  through  the  cap- 
sule of  the  node  and  invaded  or  invested 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t From  the  Department  of  Medicine,  Tulane 
University  of  Louisiana  School  of  Medicine;  the 
Veterans  Administration  Hospital,  New  Oi’leans; 
and  Charity  Hospital  of  Louisiana,  New  Orleans. 


the  neighboring  organ.  Local  and  general 
defenses  then  confine  the  inflammatory 
process  and  the  infection  subsides  and 
heals  by  scarring  and  by  calcification  of 
the  necrotic  zones.  Reactivation  of  the 
original  disease  is  possible  but  it  is  un- 
common ; it  is  more  likely  to  occur  in  the 
bulky  lesions  which  produce  thrombosis  of 
the  superior  vena  cava  than  in  the  smaller 
deposits  responsible  for  broncholithiasis. 
Once  the  integrity  of  the  neighboring 
organ  has  been  altered  by  the  original 
disease,  progressive  injury  can  occur  with- 
out active  specific  infection.  The  normal 
respiratory  movements  favor  further  pen- 
etration of  the  damaged  organ ; nonspeci- 
fic inflammation  may  also  play  a part. 

r.I£(  )NCHOLITHIASIS 

The  common  sites  for  bronchial  penetra- 
tion and  perforation  by  the  calcific  nuclei 
of  adherent  lymph  nodes  are  the  angles 
formed  by  the  origins  of  the  middle  lobe 
bronchus,  the  most  common  location,  and 
the  anterior  segmental  bronchi  of  the  up- 
per lobes.  Lymph  nodes  are  constantly 
present  in  these  positions  and  are  im- 
portant drainage  points  in  primary  pul- 
monary tuberculosis  and  other  pulmonary 
infections  which  heal  with  calcification. 
The  association  of  lymph  nodes  with  other 
bronchial  segments  is  inconstant  and  they 
are  infrequently  involved  by  broncholithi- 
asis. The  small  caliber  of  the  middle  lobe 
and  segmental  bronchi  predisposes  them 
to  bronchial  obstruction.  Although  pene- 
tration and  perforation  of  lobar  and  main 
bronchi  and  even  the  trachea  by  broncho- 
liths  may  occur,  obstruction  is  rare  be- 
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cause  of  the  large  caliber  of  the  affected 
tubes. 

The  wandering  stone  may  lodge  within 
the  wall  of  a small  bronchus  and  provoke 
an  inflammatory  reaction  which  narrows 
the  lumen.  It  frequently  continues  to 
move  until  it  perforates  the  bronchus  and 
enters  the  lumen.  It  may  be  expectorated 
from  this  site  or  may  persist  there  ob- 
structing the  bronchus. 

Symptoms  are  mainly  due  to  bronchial 
irritation  and  ulceration  and  pulmonary 
and  pleural  infection.  Coughing  is  chron- 
ically present  and  usually  produces  sputum 
which  contains  pus;  foul  odor  of  the 
sputum  which  is  occasionally  noted  de- 
pends upon  the  presence  of  retained  anae- 
robic bacteria.  Almost  all  of  the  patients 
have  noted  blood-streaked  sputum  on  some 
occasion ; massive  hemoptysis  is  common 
and  often  precedes  the  expectoration  of 
a broncholith. 

Infection  distal  to  the  point  of  obstruc- 
tion will  vary  in  severity.  In  a sizeable 
proportion  of  cases,  symptoms  related  to 
infection  may  be  minimal  or  absent.  When 
acute  inflammation  of  the  obstructed  por- 
tion of  lung  does  develop,  fever,  expec- 
toration of  pus  and  chest  pain  are  almost 
invariably  present.  The  amount  of  pus 
and  sputum  expectorated  depends  upon 
the  degree  of  obstruction.  Once  pulmonary 
infection  is  established,  areas  of  suppura- 
tion and  necrosis  usually  develop.  The 
patient  may  suffer  from  recurrent  at- 
tacks of  pneumonia  but  these  are  often 
imposed  upon  pre-existent  abscesses  or 
bronchiectases.  Since  the  entire  obstructed 
area  is  infected,  pleural  involvement  is 
always  present. 

The  pleural  changes  range  from  super- 
ficial inflammation  through  effusion  to 
empyema.  When  empyema  occurs,  it  is 
often  encapsulated  by  pre-existing  adhe- 
sions. When  total  empyema  develops,  it 
is  usually  a pyopneumothorax  which  fol- 
lows rupture  of  a lung  abscess. 

A presumptive  diagnosis  of  broncho- 
lithiasis  depends  upon  the  demonstration 
of  a calcified  lymph  node  at  the  root  of  a 
contracted  pulmonary  segment  or  the  mid- 


dle lobe.  This  principle  does  not  hold  for 
other  contracted  lobes  where  such  an  as- 
sociation is  usually  coincidental.  The  di- 
agnosis is  further  supported  by  long  dura- 
tion of  symptoms  and  old  chest  x-ray  films 
which  show  that  the  changes  have  been 
present  for  sevei’al  years. 

Suspects  should  be  specifically  ques- 
tioned concerning  the  expectoration  of 
fragments  of  calcium;  a positive  response 
makes  the  diagnosis  secure.  Generally,  how- 
ever, the  diagnosis  is  established  at  bron- 
choscopy or  by  thoracotomy.  Expert  bron- 
choscopic  examination  is  required  because 
the  segmental  calcifications  are  difficult 
to  reach  and  are  often  covered  with  in- 
flammatory tissue. 

Some  of  the  patients  may  be  perma- 
nently relieved  by  expectoration  or  bron- 
choscopic  removal  of  a calculus  if  no 
other  significant  fragments  are  retained. 
Pulmonary  and  pleural  suppuration  or 
recurrent  hemorrhages  must  be  treated 
without  delay  by  surgical  means.  Although 
symptoms  are  absent  or  mild,  thoracoto- 
my will  be  required  where  the  diagnosis 
of  broncholithiasis  cannot  be  established 
and  the  possibility  of  cancer  cannot  be 
excluded. 

Since  this  condition  is  not  malignant, 
the  prognosis  is  excellent  after  satisfac- 
tory surgical  treatment.  Prophylactic  sur- 
gery is  not  advised  for  the  asymptomatic 
patient  because  the  risk  of  the  quiet  dis- 
ease is  small  while  the  operative  pro- 
cedure is  often  difficult  and  extensive. 

KFFECTS  T PO.X  ESOPHAGUS 

The  carinal  lymph  nodes  are  closely  re- 
lated to  the  anterior  surface  of  the  esopha- 
gus. The  nodes  extending  along  the  inter- 
mediate portions  of  the  major  bronchi 
easily  reach  the  esophagus  when  they  are 
enlarged.  These  relationships  are  the  ana- 
tomical basis  for  the  involvement  of  the 
esophagus  by  calcified  nodes. 

The  underlying  disease  is  again  healed 
tuberculous  lymphadenitis.  Originally  the 
caseating  process  broke  through  the  cap- 
sule of  the  node  and  became  adherent  to 
viscus.  Invasion  of  the  esophageal  wall 
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occurred  which  healed  by  scarring  and 
calcification. 3 

The  most  common  complication  of  this 
structural  change  is  the  formation  of  a 
traction  diverticulum.  This  is  rarely  symp- 
tomatic because  the  pouch  is  pulled  cepha- 
lad  and  does  not  retain  food.  The  diver- 
ticulum occurs  most  frequently  just  be- 
low the  Carina  but  it  is  often  encountered 
at  lower  levels  and  its  association  with 
broncholithiasis  of  the  middle  lobe  is  not 
uncommon.'* 

The  formation  of  an  acquired  esophago- 
bronchial  fistula  is  favored  by  the  proxi- 
mity of  the  nodes  and  these  structures. 
A small  fistula  of  this  type  will  often  be 
difficult  to  recognize.  ® The  patient  may 
not  complain  of  dysphagia  but  careful  ob- 
servation often  demonstrates  coughing  af- 
ter fluids  are  swallowed.  Other  diagnos- 
tic measures  may  be  required : broncho- 

scopic  examination  while  methylene  blue 
is  instilled  into  the  esophagus ; fluoro- 
scopic examination  in  various  position 
with  lipiodol  in  the  esophagus. 

Successful  management  of  esophago- 
bronchial  fistula  requires  surgical  treat- 
ment of  both  diseased  organs.  Resection 
of  the  fistulous  tract  will  be  necessary. 
Where  suppuration  has  occurred  distal  to 
the  damaged  bronchus,  the  diseased  por- 
tion of  lung  must  be  removed. 

Cicatricial  stenosis  of  the  esophagus  is 
rarely  produced  by  calcific  lymph  nodes. 
It  occurs  at  the  level  of  the  carinal  lymph 
nodes  and  produces  severe  dysphagia  and 
weight  loss.  It  can  be  successfully  treated 
by  subtotal  esophagectomy  with  intra- 
thoracic esophago-gastric  anastomosis. 

EFFECTS  (»X  SFPERIOU  VEN.\  C.WA 

The  right  paratracheal  lymph  nodes  are 
situated  behind  the  superior  vena  cava 
near  its  junction  with  the  azygos  vein. 
Although  neoplastic  involvement  of  these 
nodes  is  the  most  common  cause  of  ob- 
struction of  the  superior  vena  cava,  healed 
calcified  tuberculous  nodes  sometimes  pro- 
duce the  same  effect.  The  syndrome  is 
characteristic  with  swelling  and  cyanosis 
of  the  head,  neck  and  upper  extremities. 
Prominent  collateral  veins  quickly  appear 


and  are  more  extensive  if  the  azygos  vein 
is  also  occluded. 

Since  the  vein  is  usually  thrombosed, 
surgery  offers  little  in  this  condition.  The 
natural  development  of  collateral  circula- 
tion and  some  degree  of  recanalization 
will  produce  improvement  unless  propa- 
gation of  the  thrombus  takes  place.  How- 
ever, if  both  the  cava  and  the  azygos 
vein  are  thrombosed,  natural  processes  of 
relief  are  slow  and  incomplete.  Klassen 
et  al.,'’  have  reported  such  a case  where 
substantial  improvement  was  obtained  by 
connecting  the  patent  portion  of  the  azy- 
gos vein  with  the  superior  vena  cava  be- 
low the  point  of  obstruction  by  means  of  a 
Blakemore  tube. 

EFFECTS  OX  PrLM(»XAi:Y  P.LOOI)  VESSELS 

The  lymph  nodes  associated  with  the 
larger  and  segmental  bronchi  are  also 
closely  associated  with  the  pulmonary 
arteries  and  veins.  The  bronchi  and  blood 
vessels  are  often  matted  together  by  scar 
and  calcific  material  after  the  healing 
of  tuberculous  lymphadenitis.  This  struc- 
tural distortion  frequently  leads  to  siu*- 
gical  difficulties  to  be  described  later.  In 
some  instances  calcific  or  anthracotic 
nodes  may  erode  a neighboring  blood  ves- 
sel. If  the  bronchus  is  also  perforated, 
fatal  hemorrhage  through  a broncho-vas- 
cular fistula  occurs. 

EFFECTS  ox  IXTPATIIOKACIC  XEKVES 

Intrathoracic  nerve  involvement  by  cal- 
cified lymph  nodes  is  rare  but  a number 
of  cases  have  been  reported  by  Arnstein.'^ 
As  would  be  expected  on  anatomical 
grounds,  the  left  recurrent  nerve  which 
is  in  close  relationship  to  the  left  para- 
tracheal nodes  is  most  frequently  injured. 
The  phrenic  and  vagus  nerves  may  be  in- 
volved. 

SPECIAL  SUIiGICAL  COXSIDERATIOXS 

Calcified  lymph  nodes  are  the  residua 
of  a healed  inflammatory  process  which 
once  set  up  an  intense  lymphadenitis  and 
periadenitis.  Although  active  inflamma- 
tion is  no  longer  present,  the  bronchi  and 
associated  blood  vessels  are  matted  to- 
gether and  difficult  to  separate.  In  cases 
where  the  periadenitis  was  extensive,  a 
hard  almost  stony  sheath  of  calcified  con- 
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nective  tissue  invests  the  bronchi  and 
neighboring  structures  and  creates  very 
difficult  surgical  problems. 

The  periadenitis  makes  it  impossible  to 
cleanly  dissect  the  root  structures  of  in- 
volved portion  of  lung.  In  fact,  such  a 
dissection  is  dangerous  and  frequently 
leads  to  massive  hemorrhage  which  can 
only  be  controlled  by  ligation  of  the  main 
pulmonary  artery  and  pneumonectomy. 
Resection  of  diseased  lung  distal  to  the 
frozen  root  is  inadvisable  because  the  per- 
forating calculus  is  left  in  situ  and  pre- 
disposes to  repeated  hemorrhage.  These 
features  make  it  necessary  to  perform 
relatively  extensive  resections  for  broncho- 
lithiasis.  It  is  generally  necessary  to  re- 
move a lobe  for  the  relief  of  segmental 
disease.  The  problem  of  middle  lobe  bron- 
chclithiasis  is  best  solved  by  the  resection 
of  both  the  middle  and  the  right  lower 
lobes. 

Even  this  last  procedure  will  be  ex- 
tremely difficult  when  there  is  extensive 
lymph  node  involvement  along  the  inter- 
mediate bronchus.  If  it  is  impossible  to 
identify  the  pulmonary  vessels  within  the 
fused  peribronchial  structures,  the  opera- 
tor will  be  unable  to  divide  the  bronchus 
at  the  optimum  level  and  will  be  com- 
pelled to  leave  a long  stump  which  will 
predispose  to  suppuration. 

The  surgeon  operating  for  broncholithi- 
asis  must  remember  that  traction  diver- 
ticula of  the  esophagus  may  also  be  pres- 
ent.' Failure  to  rule  out  that  complication 
may  lead  to  inadvertent  esophageal  injury 
during  pulmonary  resection. 

Calcified  lymph  nodes  at  the  lung  root 
may  embarass  the  surgeon  during  lobec- 
tomy for  diseases  other  than  broncholithi- 
asis.  If  the  blood  vessels  at  the  hilus  are 
matted  together  by  densely  scarred  and 
calcified  tissue  it  may  be  impossible  to 
carry  out  a planned  lobectomy.  In  one 
recent  case  of  left  lower  lobe  tuberculosis, 
pneumonectomy  was  necessary  because  the 
vessels  at  the  lung  root  could  not  be  sepa- 
rated from  the  investing  sheath  of  old 
inflammatory  tissue. 


SUMMARY 

1.  The  relationship  of  calcified  intra- 
thoracic  lymph  nodes  to  tuberculous  lym- 
phadenitis and  histoplasmosis  has  been 
briefly  discussed. 

2.  The  anatomical  conditions  favoring 
injury  of  most  of  the  intrathoracic  organs 
by  calcified  lymph  nodes  have  been  pre- 
sented. 

3.  The  clinical  consequences  of  involve- 
ment of  the  smaller  bronchi,  esophagus, 
and  intrathoracic  blood  vessels  by  calci- 
fied nodes  have  been  listed. 

4.  The  surgery  of  broncholithiasis  has 
been  discussed.  The  difficulties  produced 
by  healed  periadenitis  in  pulmonary  resec- 
tion for  this  disease  have  been  empha- 
sized. 
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Chemical  agents  in  the  fonn  of  tablets 
or  solutions  are  commonly  used  by  many 
women  in  an  attempt  to  produce  abor- 
tions,- or  as  antiseptic  cleansing  douches. 
These  agents  may,  on  contact  with  the 
vaginal  mucosa,  produce  severe  burns  ivith 
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TABLE  1 

TOTAL  ADMISSIONS  AND  RACE  INCIDENCE 


Year 

Total  Hospital  Admissions 

Chemical  Burns  Admissions 

J iily-J  uly 

Colored 

White 

Colored 

White 

1949-1950 

41,765  (65%) 

23,377 

(35%) 

5 

1 

1950-1951 

42,045  (67%) 

21,414 

(33%) 

18 

2 

1951-1952 

42,656  (66%) 

20,056 

(34%,) 

17 

1 

1952-1953 

44,934  (67%) 

20,355 

(33%) 

21 

1 

1953-1954 

46,469  (70%) 

19,920 

(30%,) 

8 

1 

Totals 

217,869  (67.5%) 

105,122 

(32.5%,) 

69  (92%) 

6 (8%) 

resultant  hemorrhage  and  all  the  sequelae 
that  may  ensue. 

Many  forms  of  abortifacients  have 
achieved  eras  of  popularity,  only  to  be 
condemned  with  the  passage  of  time. 

In  1950,  Davis  ^ reported  a series  of 
2,665  abortions,  of  which  90  per  cent  were 
probably  induced.  The  popular  abortifaci- 
ents were  pastes  and  fluids  injected  into 
the  uterine  cavity.  The  mortality  rate  was 
0.26  per  cent.  The  deaths  were  caused  by 
soap  bubble  emboli  and  sepsis.  There  were 
4 cases  of  traumatic  rupture  of  the  uterus. 
The  most  common  complication  was  gross 
infection. 

In  the  same  year  as  Davis’s  report, 
Dutra  “ reported  an  investigation  of  7 
cases  with  4 deaths.  The  abortive  agent 
was  an  intrauterine  paste.  Analysis  of 
the  paste  revealed : soft  soap,  small  quan- 
tities of  iodine  and  various  aromatic  sub- 
stances such  as  pine  oil  or  thymol.  Intra- 
venous administration  of  the  paste  killed 
laboratory  animals  instantly.  Subcutane- 
ous injection  led  to  necrosis  of  the  skin 
similar  to  the  necrosis  seen  in  the  uterine 
wall.  When  the  pastes  were  used  as  abor- 
tifacients on  humans,  they  had  the  fol- 
lowing complications:  prompt  death  from 
intravenous  injection,  severe  acute  or  de- 
layed hemorrhage,  necrosis  and  perfora- 
tion of  the  uterus,  local  and  widespread 
inflammatory  disease,  and  delayed  effects 
such  as  sterility  and  fibrous  peritoneal 
adhesions. 

The  following  series  of  75  cases  of 
chemical  burns  of  the  vagina  were  treated 
at  Charity  Hospital  as  inpatients  during 
the  five  year  period,  July  1949  to  July 
1954.  The  race  incidence  was  69  colored 
(92  per  cent)  and  6 white  (8  per  cent). 


(Table  1).  An  untold  number  of  chemical 
burns  of  the  vagina,  with  less  serious 
complications,  were  treated  on  an  out- 
patient basis. 

The  average  age  was  26  years,  the 
youngest  was  17  years  and  the  oldest  was 
45  years.  In  the  colored  patients,  parity 
varied  from  0 to  12,  with  88  per  cent  hav- 
ing 4 or  more  living  children.  In  the  white 
patients,  parity  varied  from  4 to  8,  with 
100  per  cent  having  4 or  more  living 
children.  (Table  2). 


TABLE  2 
PARITY 


Ptira  0 

Para  I 

Para  II 

Para  III 

Above  III 

6 

10 

18 

11 

30 

The 

majority 

of  the 

patients. 

56  cases 

(74.7  per  cent)  admitted  using  the  agents 
in  an  attempt  to  produce  abortions. 
(Table  3).  In  3 of  these  cases,  tablets 
were  inserted  into  the  vagina  in  conjunc- 
tion with  intrauterine  catheters  and  va- 
ginal packs  by  midwives.  These  3 cases, 
when  first  seen,  showed  evidence  of  pel- 
vic infection. 


TABLE  .3 


.Vgents  Psed 

No.  of  Cases 

Attemi»ted 

Al)ortions 

KM11O4  Tablets 

52  (69.3%  ) 

52  (69.3%,) 

KMn04  Douche 

21  (28.  %) 

3 ( 3.9%,) 

Orange  Blossom  Supp. 

1 ( 1.3%) 

0 

Mercuric  Chloride  Tab. 

1 ( 1.3%,) 

1 ( 1.3%) 

Total 

75  ( 100%  ) 

56  (74.5%,) 

Seventy-three  cases  (97.3  per  cent) 
were  the  result  of  the  use  of  potassium 
permanganate  tablets  or  crystals.  In  52  of 
the  cases,  the  tablets  were  inserted  into 
the  vagina  as  abortifacients.  In  21  cases 
the  tablets  or  crystals  were  incompletely 
dissolved  in  water  in  the  preparation  of 
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douche  solutions  and  the  undissolved  par- 
ticles resulted  in  vaginal  burns. 

Potassium  permanganate  is  a compound 
that  readily  yields  oxygen.  It  is  an  irritant 
to  mucosa  and  should  not  be  used  in  con- 
centrations less  than  1:1,000.  Potassium 
permanganate  has  been  a common  con- 
stituent of  oral  abortifacient  pills  for 
many  years.^ 

One  case  (1.3  per  cent)  was  the  result 
of  “Orange  Blossom  suppositories”.  This 
patient  apparently  was  treating  a vaginal 
discharge.  Bleeding  occured  three  days 
after  the  insertion  of  the  suppositories. 
Vaginal  examination  revealed  multiple 
raw  bleeding  areas  1 to  2 cms.  in  diame- 
ter. 

Orange  Blossom  suppositories  consist 
of  alum,  borax,  and  petrolatum.  They  are 
recommended  for : “simple  irritations  of 
the  vaginal  tract”. 

In  the  remaining  case  (1.3  per  cent), 
tablets  of  mercuric  chloride  were  used. 
This  patient  admitted  using  the  tablets 
as  an  abortifacient. 

Mercury  poisoning  may  produce  local 
lesions.  The  systemic  effects  depend  on 
the  amount  of  absorption.  It  may  produce 
nephritis,  colitis,  and  inflammation  at 
the  point  of  absorption.  The  mortality, 
without  prompt  treatment,  may  run  over 
40  per  cent. 

In  the  group  of  56  patients  who  admit- 
ted using  the  agents  as  abortifacients,  5 
cases  were  diagnosed  as  not  pregnant  on 
admission.  Six  patients  were  pregnant 
on  admission  and  did  not  abort,  but  they 
did  not  return  to  Charity  Hospital  for 
follow  up  (Table  4).  There  were  45  cases 


TABLE  4 

EXI»  RESr  LTS  OF  ATTEMPTED  .VBOKTIOXS 
(."it!  CASES  I 


AbortifiU'ieiits 

Abor- 

tions 

Not  Prog 
nant 

Pregnant, 

Xo 

- Follow- 
Fp 

Live 

Births 

Still- 

Births 

KMn04  Tablets 

4 

5 

5 

:37 

1 

KMn04  Douche 

1 

0 

0 

1 

1 

HfrCC  Tablets 

0 

0 

1 

0 

0 

Total 

5 

5 

6 

38 

2 

of  proven  pregnancies  which  were  fol- 
lowed to  termination  at  Charity  Hospital. 
These  pregnancies  resulted  in  38  term 


live  births,  2 stillbirths  and  5 abortions. 

In  the  group  of  5 that  did  abort,  3 cases 
may  be  attributed  to  the  work  of  mid- 
wives, as  they  had  intrauterine  catheters, 
vaginal  packs,  and  inti’avaginal  perman- 
ganate pills.  The  fourth  abortion  occurred 
three  months  after  the  insertion  of  the 
permanganate  tablet.  The  fifth  abortion 
occurred  two  hours  after  the  taking  of  a 
permanganate  douche.  Potassium  perman- 
ganate did  not  seem  to  be  responsible  for 
any  of  the  abortions  in  this  group. 

Vaginal  bleeding  was  present  in  all 
75  cases.  (Table  5).  In  74  cases  the  bleed- 


TABLE  5 

SIGN'S  AXI)  SYMPTOMS 


Agent 

Pain 

Onset  of 
Bleeding 

Clinical 

Shock 

Chills 
& Fever 

Es- 

char- 

otic 

Ulcer 

KMn04  Tablets 

0 

( 30  min.- 
1 6 hours 

15 

3 

52 

KMn04  Douche 

0 

( 30  min.- 
\ 6 hours 

14 

0 

21 

Orange  Bl.  Supp. 

0 

3 days 

0 

0 

0 

HgClo  Tablets 

1 

1 hour 

0 

0 

1 

Total 

1 

S 30  min.- 
) 3 days 

29 

3 

74 

ing  occurred  within  thirty  minutes  to  six 
hours  after  the  insertion  of  the  tablets 
or  douching.  In  the  case  of  the  Orange 
Blossom  suppositories,  bleeding  occurred 
three  days  later.  Most  of  the  bleeding 
could  be  termed  moderate,  although  some 
of  the  cases  had  severe  vaginal  hemorr- 
hage. Twenty-nine  of  the  cases  were  in 
a state  of  clinical  shock  on  admission. 
The  average  time  between  onset  of  bleed- 
ing and  examination  by  the  physician 
was  twelve  hours.  When  first  examined, 
55  of  the  patients  exhibited  active  bleed- 
ing. Chills,  fever,  and  signs  of  pelvic  in- 
fection were  manifested  by  the  3 patients 
who  had  visited  midwives.  Pain  was  a 
symptom  in  only  1 case,  the  mercuric 
chloride  case. 

On  physical  examination,  eschai’otic 
lesions  were  present  in  74  cases  (98.7 
per  cent) . These  ulcers  were  typical  of 
caustic  burns. 

In  73  cases  (97.4  per  cent)  the  lesions 
resulted  from  the  use  of  permanganate. 
These  ulcers  presented  a clean,  granular, 
red  base  with  punched  out  appearance 
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and  blackened  raised  margins.  Frequently, 
eroded  vessels  were  found  actively  bleed- 
ing from  the  margins  of  these  ulcers. 

In  the  case  of  the  burns  due  to  mercuric 
chloride  tablets,  the  ulceration  was  grey- 
ish white  with  a dirty  appearing  base, 
and  without  the  typical  raised  blackened 
margins  of  the  permanganate  burns. 

Most  of  the  lesions  were  in  the  upper 
half  of  the  vagina.  The  fornices  usually 
presented  kissing  lesions  with  both  va- 
ginal and  cervical  burns. 

Hematocrit  determinations  varied  from 
18  mm.  to  41  mm.,  the  average  being  26 
mm.  The  case  of  mercuric  poisoning  had 
normal  blood  chemistries  and  urinalyses 
during  her  seven  days  of  hospital  stay. 

The  treatment  consisted  of  hemostasis, 
blood  replacement,  antibiotics,  and  anti- 
toxins. Hemostasis  was  accomplished  by 
sutures  in  25  cases.  Suturing  was  impos- 
sible in  5 cases,  due  to  the  extensive  necro- 
sis, and  vaginal  packs  were  used  to  control 
the  hemorrhage.  Iodoform  vaginal  packs 
alone  were  used  to  control  the  bleeding  in 
45  cases.  Transfusion  was  required  in  59 
cases.  Fifty-three  patients  received  from 
500  to  1500  cc.  whole  blood.  Six  patients 
received  from  1500  to  3500  cc,  whole 
blood.  Thirty-two  patients  received  an- 
tibiotics. Tetanus  and  gas  gangrene  an- 
tisera were  administered  to  18  patients. 
The  3 patients  with  pelvic  infection  were 
treated  with  nasogastric  suction  and  in- 
travenous fluids  in  addition  to  the  above 
forms  of  treatment.  Seventy-three  of  the 
patients  were  treated  in  the  treatment 
rooms  and  on  the  wards.  Two  patients 
were  taken  to  surgery  where  dilatation 
and  curettment  of  the  uterus  was  done 
along  with  suturing  of  the  vaginal  bleed- 
ing points.  These  two  were  not  pregnant. 

Iodoform  gauze  vaginal  packs  were 
the  type  used  in  these  cases.  “Iodoform 
gauze  packs  have  been  known  to  produce 
caustic  burns  of  the  vagina’’. No  defi- 
nite complications  were  attributed  to  the 
use  of  iodoform  in  this  series. 

There  were  no  deaths  in  this  series. 
One  of  the  cases  of  pelvic  infection  devel- 
oped phlebothrombosis  in  the  lower  ex- 
tremities, which  was  treated  with  super- 


ficial femoral  vein  ligation.  Later  sequelae 
in  the  cases  followed  were  4 cases  of 
banding  scars  with  stenosis  of  the  up- 
per one-third  of  the  vagina. 

The  hospital  stay  varied  from  one  to 
eighteen  days.  Fifty-three  (70.7  per  cent) 
of  the  patients  were  in  the  hospital  three 
days  or  less.  The  remaining  22  (29.3  per 
cent)  were  hospitalized  from  four  to 
eighteen  days.  The  average  hospital  stay 
was  2.7  days. 

CASE  REI'OKTS 

The  case  of  mercuric  chloride  and  one 
of  the  cases  of  potassium  permanganate 
burns  are  presented. 

1.  Case  No.  22,  L.  S.,  thirty-five  year  old 
white  woman,  gravida  vi,  para  iii,  abortus  iii. 
Admitted  November  2.3,  1950.  Her  LMP  was  in 
July  1950.  The  patient  admitted  placing  a mer- 
curic chloride  tablet  in  the  vagina  at  2:00  A.M. 
on  the  day  of  admission,  “in  an  attempt  to  abort 
herself”.  One  hour  later  her  teeth,  gums,  and 
vagina  began  to  ache  and  burn.  Physical  exami- 
nation was  essentially  normal  except  for  the 
pelvic  findings.  The  uterus  contained  a four 
months’  gestation.  The  posterior  lip  of  the  cervix 
revealed  ulceration  that  was  greyish  white  with 
a dirty  appearing  base.  The  cervical  lesion  was 
not  bleeding  enough  to  require  any  local  treat- 
ment. The  patient  was  admitted  for  observation. 
The  blood  chemistries,  urinalyses,  and  urinary 
output  remained  normal.  She  was  discharged  on 
her  seventh  hospital  day. 

The  patient  was  seen  in  the  clinic  a month 
later  and  was  described  as  a normal  five  months 
pregnancy.  She  did  not  return  to  Charity  Hospi- 
tal for  further  follow-up. 

2.  Case  No.  00,  J.  A.,  twenty-nine  year  old 
colored  woman,  gravida  iv,  para  iv,  abortus  o. 
She  was  admitted  to  the  hospital  on  October  29, 
1952.  Her  LiMP  had  been  on  September  19,  1952. 
She  gave  the  history  of  “inserting  2 potash  tab- 
lets in  the  vagina  in  an  attempt  to  produce  an 
abortion  last  P.M.”.  Vaginal  bleeding  became 
profuse  a few  hours  later  and  she  was  brought 
to  the  hospital  per  ambulance. 

On  admission  her  pulse  rate  was  108  and  blood 
pressure  was  70/40.  Her  skin  was  cold  and  clam- 
my. Pelvic  examination  revealed  the  uterus  to 
be  six  weeks  pregnant.  The  anterior  lip  of  the 
cervix  and  the  anterior,  right  and  posterior  for- 
nices presented  blackened,  burned  out  eschars  ap- 
proximately 2 by  3 cms.  that  were  actively  bleed- 
ing. The  vagina  was  packed  and  blood  transfu- 
sion was  started.  She  was  transferred  from  the 
admitting  room  to  the  ward,  where  she  received 
a total  of  3000  cc.  blood.  She  also  received  peni- 
cillin, streptomycin  and  stilbesterol.  Hematocrit 
(after  more  than  1500  cc.  blood)  was  34.  She  was 
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discharged  on  her  fifth  hospital  day  and  was 
followed  in  the  OB  clinic.  On  June  21,  1953, 
she  had  a normal  spontaneous  delivery  of  a nor- 
mal 7 pound  12  ounce  male  infant. 

DISCX'SSIOX 

Potassium  permanganate  is  becoming 
popular  among  the  uneducated  and  mal- 
informed  as  an  abortifacient.  These  people 
are  impressed  with  the  promptness  and 
the  certainty  of  the  vaginal  bleeding.  To 
these  patients,  seeing  vaginal  blood  and 
menstruation  are  synonymous.  However, 
their  contentment  changes  to  frustration, 
and  the  gestation  continues  undisturbed. 
This  fad  is  not  limited  to  this  area,  as 
evidenced  by  another  observer."’  When 
potassium  permanganate  is  used  as  an 
antiseptic  solution,  it  should  be  properly 
diluted  and  allowed  to  form  a solution. 
The  undissolved  particles  may  produce 
caustic  burns. 

The  treatment,  as  outlined  in  this  series, 
has  been  satisfactory.  The  use  of  iodo- 
form gauze  packs,  however,  cannot  be 
recommended.  The  side  reactions  to  this 
preparation  could  produce  additional 
harm Plain  gauze  vaginal  packs  would 
produce  the  same  hemostatic  effect. 

The  two  abortions  that  were  not  at- 
tributed to  midwives  fall  well  within  the 
incidence  of  all  pregnancies  that  end  in 
spontaneous  abortion.' 

SUMMAUY  AND  CONCLUSIONS 

A series  of  75  cases  of  chemical  burns 
of  the  vagina  have  been  presented.  Fifty- 
six  of  the  patients  admitted  using  the 
agents  as  abortifacients.  The  remaining 
19  patients  used  the  agents  for  cleanli- 
ness. 

The  out.standing  .symptom  was  vaginal 
bleeding.  Ulcerative  vaginal  lesions  re- 
sponsible for  the  bleeding  were  present 
in  all  cases.  The  typical  eschar  resulting 
from  caustic  agents  has  been  described. 

The  treatment  consisted  of  hemostasis, 
blood  transfusion,  mixed  sera,  and  anti- 
biotics. 

The  intravaginal  use  of  potassium  per- 
manganate is  ineffective  as  an  abortifaci- 
ent. Its  use  as  a cleansing  douche  may 
produce  serious  vaginal  burns  if  any  un- 
dissolved crystals  come  in  contact  with 
the  vaginal  mucosa. 
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THE  USE  OF  A NEW  DRUG, 
ACRIZANE  CHLORIDE,  FOR 
THE  TREATMENT  OF 
YEAST  VAGINITIS  * 

CHARLES  F.  MOLL,  JR.,  M.  D. 

C.  GORDON  JOHNSON,  M.  D. 

New  ORLEh\NS 

Acrizane  chloride  is  Abbott  Labora- 
tories’ trademark  for  phenacridane  chlor- 
ide. It  has  a chemical  formula  9-p-hexy- 
loxyphenyl-lO-methylacridinium  chloride. 
Because  of  its  fungicidal  activity  and  dif- 
fusibility  in  high  titer,  acrizane  chloride 
appears  fo  hold  promise  for  effective 
treatment  of  certain  fungous  infections, 
including  those  of  the  vaginal  tract,  scalp, 
skin,  and  nails.  The  potential  effectiveness 
of  acrizane  chloride  against  the  fungus 
most  commonly  seen  in  the  vaginal  tract 
may  be  judged  from  in  vitro  tests  ^ in 
which  a concentration  of  only  5 meg.  per 
ml.  inhibited  the  growth  of  Candida 
albicans.  Killing  effects  were  obtained 
within  fifteen  minutes  or  less  on  Candida 
albicans  in  dilutions  of  1:20,000.  The 
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penetrative  capacity  of  Acrizane  Chloride 
has  been  noted  both  grossly  and  micro- 
scopically. This  property  is  believed  to  be 
of  considerable  importance  in  the  treat- 
ment of  fungous  diseases.  Acrizane  chlo- 
ride has  been  shown  to  be  nonirritating 
and  highly  effective  as  a germicide.  It 
showed  marked  bacteriostatic  and  bac- 
tericidal potency  against  a number  of 
gram  negative  and  gram  positive  organ- 
isms, both  in  vitro  - and  in  vivo.^"^ 

Little  is  known  of  the  fate  of  the  drug. 
None  was  found  in  the  urine  of  dogs  re- 
ceiving 20  mg./Kg.  orally  for  four  days. 
After  intravenous  administration  acrizane 
chloride  appeared  briefly  in  the  urine. 
From  one  half  to  two  and  a half  hours 
after  administration  the  urine  showed  16 
mcg./cc.  The  dose  was  30.5  mg.,  so  that 
the  drug  found  was  less  than  0.2  per  cent 
of  that  administered.  None  was  found  in 
the  blood  or  bile,  although  there  was  he- 
molysis of  the  blood  as  evidence  of  its 
presence. 

Acrizane  chloride  vaginal  cream  is  sup- 
plied in  a 1:200  concentration  (0.5  per 
cent)  in  a vanishing  cream  type  base  con- 
taining diglycol  stearate,  propylene  glycol, 
cetyl  alcohol,  and  stearic  acid. 

The  purpose  of  this  paper  is  to  present 
the  results  of  treatment  of  monilial  vagin- 
itis with  acrizane  chloride. 

A total  of  48  patients  were  seen  in  pri- 
vate practice  with  vaginal  moniliasis  dur- 
ing this  study,  over  a period  of  twelve 
months.  The  diagnosis  of  monilia  was  con- 
firmed by  the  wet  slide  technic.  Nearly  all 
patients  complained  of  at  least  one  or 
more  of  the  common  symptoms  of  vagini- 
tis, namely  discharge,  pruritus  or  burning. 
Three  patients  were  entirely  asymptoma- 
tic. Many  of  the  patients  showed  acute 
vaginal  and  cervical  inflammation. 

All  of  the  patients  treated  in  this  series 
were  placed  on  a similar  regime  in  which 
acrizane  chloride  cream  was  inserted  vag- 
inally  by  the  use  of  a plastic  applicator, 
either  in  the  office  by  the  physician,  or 
at  home  by  the  patient.  Home  treatment 
consisted  of  one  vaginal  application  each 
night,  and  then  a douche  with  soda  upon 
arising.  This  treatment  was  carried  out 


daily  through  at  least  one  menstrual  cycle, 
with  office  examination  and  treatment 
once  weekly.  The  patient  was  instructed 
to  be  extra  diligent  in  carrying  out  the 
regime,  especially  in  the  premenstrual 
and  postmenstrual  phase,  and  also  to  con- 
tinue the  insertion  of  the  cream  vaginally 
throughout  the  time  she  was  menstruat- 
ing. Approximately  five  days  after  her 
menses  all  treatment  was  stopped,  includ- 
ing douches,  and  vaginal  smears  were 
checked  three  days  later.  If  the  smear  was 
negative  she  was  continued  on  a modified 
regime,  using  the  vaginal  cream  three 
times  weekly  through  her  next  menstrual 
period.  Vaginal  smear  was  repeated  after 
the  second  menstrual  period.  After  ob- 
taining two  consecutive  negative  smears 
she  was  considered  clinically  and  micro- 
scopically cured. 

Ten  of  the  48  patients  failed  to  return 
for  further  ti’eatment  or  follow-up  smears 
after  the  initial  diagnosis  was  made,  and 
treatment  prescribed.  The  majority  of 
these  cases  were  patients  from  districts 
outlying  New  Orleans  for  whom  it  was 
difficult  and  inconvenient  to  come  in  for 
frequent  treatment.  Practically  all  of  these 
had  mild  symptoms,  and  2 were  completely 
asymptomatic.  Therefore,  these  10  cases 
have  been  discarded  from  the  statistical 
analysis  of  the  series. 

Of  the  38  cases  treated,  28,  or  73.7  per 
cent,  showed  complete  cure  as  manifested 
by  remission  of  symptoms  and  negative 
smears  following  treatment  through  one 
or  more  menstrual  cycles.  Seven  patients, 
or  18.4  per  cent  of  the  total,  manifested 
definite  clinical  improvement  when  seen 
in  the  office  on  follow-up  visits.  Most  of 
these  patients  failed  to  return  to  the  of- 
fice for  more  than  one  or  two  visits,  and 
were  not  followed  through  a complete 
cycle  of  treatment.  One  of  these  moved 
away  from  New  Orleans  before  finishing 
the  complete  course  of  treatment.  Al- 
though no  smears  were  obtained  for  lab- 
oratory confirmation  of  cure,  it  is  be- 
lieved that  these  also  would  have  shown 
complete  cure  if  they  had  returned. 

In  2 cases,  or  5.3  per  cent  of  the  total, 
no  cure  was  obtained  as  evidenced  by  re- 


274 


Moll,  Johnson — The  Treatment  of  Yeast  Vaginitis 


peatedly  positive  smears  while  under  con- 
tinuous treatment.  One  was  a single  white 
female  whose  symptoms  were  moderate 
when  first  seen,  and  subsided  almost  com- 
pletely on  treatment  with  acrizane  chlo- 
ride. However,  repeated  slides  were  per- 
sistently positive.  The  treatment  was  then 
combined  with  gentian  violet  therapy  at 
the  office,  and  on  this  regime  cure  was 
obtained.  The  other  case  was  a married 
parous  white  female,  who  had  been  prev- 
iously treated  by  other  means  of  therapy, 
and  returned  with  a re-infection  of  yeast 
vaginitis.  She  was  placed  on  acrizane 
chloride  treatment,  but  returned  at  rather 
infrequent  intervals  for  follow-up,  and  be- 
came pregnant  during  this  time.  She  is 
asymptomatic  at  present  on  home  therapy. 

In  1 additional  patient,  or  2.6  per  cent 
of  the  total,  treatment  with  acrizane  chlo- 
ride vaginal  cream  had  to  be  discontinued 
due  to  an  exacerbation  of  the  vaginal 
symptoms  and  an  acute  febrile  reaction 
with  an  elevation  of  temperature  to  102 
degrees  Fahrenheit.  This  patient  inserted 
the  cream  vaginally  on  two  successive 
nights,  with  exacerbation  of  symptoms 
becoming  more  marked  after  the  second 
treatment.  These  symptoms  completely 
subsided  after  cessation  of  the  use  of  the 
cream  and  douching  with  soda.  She  had 
been  treated  with  gentian  violet  vaginally 
three  days  before  beginning  the  use  of 
acrizane  chloride,  and  the  possibility  of 
sensitivity  to  gentian  violet  was  enter- 
tained also.  However,  she  had  previously 
been  treated  with  gentian  violet  prior  to 
this  episode,  and  was  also  treated  with  it 
subsequently  with  no  untoward  reaction. 
Hence,  the  possibility  of  sensitivity  to 
gentian  violet  was  ruled  out,  and  it  must 
be  assumed  that  the  exacerbation  and 
febrile  reaction  were  due  to  the  use  of 
acrizane  chloride.  This  patient  has  a long 
history  of  allergy  to  numerous  other  drugs 
in  the  past,  and  so  the  occurrence  of  a re- 
action in  such  a patient  is  more  probable 
than  in  the  average  person.  This  was  the 
only  sensitivity  or  toxic  reaction  noted 
among  all  the  38  cases  in  which  this  drug 
was  administered. 

In  this  series  there  were  7 pregnant 


patients.  In  5 of  these  the  diagnosis  of 
yeast  vaginitis  was  made  at  the  initial 
visit  when  the  diagnosis  of  pi’egnancy  was 
substantiated.  One  of  these  5 is  the  prev- 
iously mentioned  patient  who  was  treated 
for  a re-infection  with  yeast  vaginitis 
which  failed  to  respond  to  treatment  with 
acrizane  chloride.  Three  of  the  other  4 
had  moderate  to  acute  vaginal  symptoms 
which  responded  very  satisfactorily  to 
acrizane  chloride  therapy.  The  fourth  case 
was  completely  asymptomatic.  In  1 patient 
the  symptoms  of  j^east  vaginitis  occurred 
later  in  pregnancy,  and  responded  quick- 
ly to  acrizane  chloride  treatment.  In  the 
remaining  case  the  patient  failed  to  re- 
turn for  treatment  or  prenatal  care  after 
the  diagnosis  of  yeast  vaginitis  was  made. 
None  of  the  pregnant  cases  were  permit- 
ted to  use  vaginal  cream  at  home  after 
the  beginning  of  the  third  trimester,  and 
rarely  was  office  therapy  indicated.  It 
cannot  be  too  strongly  emphasized  that 
vaginal  treatment  must  not  be  undertaken 
by  the  patient  herself  in  the  last  trimester 
of  pregnancy. 

Of  the  28  patients  in  whom  cure  was 
obtained  with  the  use  of  acrizane  chloride, 
4 returned  at  a later  date  with  a re-infec- 
tion. These  varied  in  time  of  onset  follow- 
ing the  previous  last  reported  negative 
smear  from  five  weeks  to  six  months.  At 
least  one  of  these  patients  had  received 
antibiotic  therapy  in  the  interim  for  the 
treatment  of  an  acute  cystitis.  Treatment 
of  these  cases  with  re-infection  consisted 
of  the  application  of  gentian  violet  va- 
ginally at  the  office,  and  the  use  of  acri- 
zane chloride  for  home  therapy.  All  these 
responded  quickly  and  very  satisfactorily 
to  the  treatment.  One  of  the  4,  however, 
exhibited  a sensitivity  reaction  to  gentian 
violet,  and  the  use  of  this  was  discontin- 
ued and  acrizane  chloride  alone  was  ad- 
ministered. Following  this  therapy  remis- 
sion of  the  symptoms  and  negative  smears 
were  obtained. 

The  use  of  acrizane  chloride  vaginal 
cream  was  well  accepted  by  all  patients. 
A very  minimal  number,  approximately 
4 or  5 patients,  commented  that  some  yel- 
low staining  of  their  clothing  and  linen 
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had  occurred,  but  upon  further  interroga- 
tion they  stated  that  it  washed  out  fairly 
easily,  and  no  permanent  staining  or  dam- 
age was  reported.  All  patients  were  in- 
structed to  douche  upon  arising  in  the 
morning  which  further  lessened  the  oc- 
currence of  staining  from  the  vaginal 
secretion.  It  is  felt  that  this  is  a distinct 
advantage  over  the  application  of  gentian 
violet  which  is  accompanied  by  definite 
permanent  staining  in  almost  every  case, 
and  is  extremely  distasteful  to  the  patient. 
The  possibility  of  patient  sensitivity  to 
gentian  violet  is  also  obviated.  The  neces- 
sity of  numerous  visits  to  the  doctor’s  of- 
fice for  treatment  is  also  reduced,  and  bet- 
ter patient  cooperation  in  the  use  of  the 
medication  is  usually  obtained.  The  neces- 
sity of  the  patient  wearing  a vaginal  pad 
constantly  is  eliminated. 

roXCLUSIONS 

Phenacridane  chloride,  or  acrizane  chlo- 
ride by  its  trade  name,  has  been  proved 
by  laboratory  tests  to  be  a highly  fungi- 
cidal agent.  Clinically  it  appears  to  be  an 
efficacious  drug  in  the  treatment  of  yeast 
vaginitis.  All  degrees  of  vaginal  monilia- 
sis, from  mild  to  very  acute,  were  en- 
countered in  this  series.  Treatment  with 
acrizane  chloride  gave  prompt  and  last- 
ing remission  of  symptoms  in  the  majori- 
ty of  cases.  In  the  average  case  the  drug 
was  well  accepted  by  the  patient.  The 
ease  of  application  of  the  drug  makes  its 
use  well  tolerated,  as  messy  and  obnox- 
ious procedures  are  avoided.  No  toxicity 
of  any  consequence  was  encountered. 
Only  one  mild  toxic  reaction  was  seen  in 
a patient  known  to  be  allergic  to  numer- 
ous drugs.  It  was  found  that  this  drug 
could  be  used  in  combination  with  other 
agents  which  seemed  to  augment  the 
treatment  in  certain  cases.  Hence,  the 
flexibility  and  scope  of  therapy  is  en- 
hanced. In  cases  of  resistant  vaginitis  or 
re-infection  the  effectiveness  of  acrizane 
chloride  alone  was  not  as  marked.  In  these 
cases  the  combined  application  of  gentian 
violet  by  the  physician  at  the  office  and 
acrizane  chloride  by  the  patient  at  home 
gave  excellent  results.  Therefore  it  is  our 
feeling  that  this  new  drug  is  a specific 


and  valuable  agent  in  the  treatment  of 
yeast  vaginitis. 

1.  A new  drug,  acrizane  chloride,  has 
been  proved  by  laboratory  tests  to  be  a 
potent  fungicidal  agent. 

2.  A series  of  38  cases  is  reviewed 
here,  using  acrizane  chloride  vaginal 
cream  for  the  treatment  of  yeast  vaginitis. 

3.  In  28  cases,  or  73.7  per  cent,  defi- 
nite cure  was  obtained  by  both  clinical 
and  laboratory  standards. 

4.  In  7 additional  cases,  or  18.4  per 
cent,  clinical  improvement  was  manifest, 
but  laboratory  confirmation  of  cure  was 
not  obtainable  due  to  failure  of  the  pa- 
tients to  i-eturn. 

5.  In  3 cases,  or  7.9  per  cent,  cure  was 
not  obtained  by  the  use  of  this  drug 
alone,  but  when  combined  with  other 
means  of  treatment  cure  resulted. 

6.  In  7 patients  the  presence  of  yeast 
vaginitis  was  seen  during  pregnancy.  One 
of  these  had  vaginal  moniliasis  prior  to 
becoming  pregnant.  Treatment  with  acri- 
zane chloride  was  found  to  be  effective 
and  safe  during  pregnancy  also. 

7.  No  toxicity  of  any  consequence  was 
encountered  as  a result  of  the  use  of  this 
drug. 
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niSCUSSION 

Di’.  George  T.  Schneider,  (New  Orleans)  : It 

is  a pleasure  to  discuss  Dr.  Moll’s  paper  before 
this  Society  and  to  learn  that  we  now  have  an- 
other valuable  agent  in  the  treatment  of  vaginal 
moniliasis.  However,  I believe  it  is  jiroblematic 
whether  the  perfect  remedy  for  moniliasis,  and 
for  that  matter,  trichmoniasis,  will  ever  be  found. 
Every  reported  series  of  cases  has  shown  a small 
percentage  of  patients  in  whom  monilial  resis- 
tance is  encountered,  or  sensitivity  to  the  drug 
develops,  as  it  did  in  one  patient  in  Dr.  Moll’s 
series.  That  is  why  the  continued  discovery  of 
new  effective  agents  in  combatting  this  infection 
is  so  important.  The  same  applies,  of  course,  to 
antibiotic  therapy  of  bacterial  infections.  There 
are  always  resistant  strains  which  develop  and 
require  new  potent  drugs,  either  singly  or  in 
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combination.  This  was  brought  out  by  Dr.  Moll 
when  he  found  it  necessary  to  supplement  the 
acrizane  therapy  with  gentian  violet  in  order  to 
effect  a cure  in  some  of  his  recurrent  cases  in 
which  partial  immunity  to  the  acrizane  was  ap- 
parently developed  by  the  yeast. 

Dr.  Moll  advocates  use  of  soda  douches  in  the 
morning  for  cleansing  and  to  help  prevent  stain- 
ing of  the  underclothes.  I would  like  to  ask  Dr. 
Moll  why  he  has  a preference  for  soda.  This 
would  tend  to  shift  the  pH  of  the  vagina  tem- 
porarily toward  the  alkaline  side,  where  the  ten- 
dency for  monilia  to  grow  is  increased. 

We  know  that  the  normal  pH  of  the  vagina 
is  between  3.8  and  4.4,  which  is  conducive  to  the 
growth  of  the  friendly  Doederlein’s  bacilli.  A pH 
of  5 to  6 is  favorable  for  trichomonas,  and 
Monilia  albicans  survives  and  multiplies  at  a pH 
of  5.5  to  7.4.  This,  of  course,  is  the  reason  why 
vaginal  moniliasis  tends  to  flare  up  during  or 
after  a menstrual  period,  when  the  mildly  alka- 
line menstrual  blood  (pH  7.2)  tends  to  shift  the 
vaginal  pH  towards  the  alkaline  side.  Dr.  Moll 
emphasized  this  fact  in  advocating  continuation 
of  acrizane  therapy  throughout  the  menstrual 
period. 

Each  physician  has  his  owm  particular  prefer- 
ence of  douches  but  it  has  been  our  experience, 
as  well  as  that  of  others  in  the  last  few  years, 
that  adding  a detergent  to  the  douching  agent  is 
advantageous.  Detergents,  as  you  know,  are 
cleansing  agents  which  hold  foreign  matter  in 
suspension  or  emulsion.  Like  soap,  their  cleans- 
ing action  is  due  to  their  ability  to  lower  the 
surface  tension,  but  unlike  soap,  they  are  stable 
and  active  in  an  acid  medium.  This  action  makes 
the  cytoplasmic  membrane  of  vaginal  organisms 
more  permeable  and  allow's  the  moniliocidal,  tri- 
chomonicidal,  or  bacteriocidal  agent  more  easily 
to  kill  the  organism.  Detergents,  such  as  sodium 
lauryl  sulfate,  are  in  the  formula  of  a number  of 
douche  powders,  such  as  trichotine  (R),  and  are 
in  a majority  of  the  household  detergents.  Phi- 
soderm  (R)  or  phisohex  (R),  with  which  you  are 
all  familiar  and  which  contains  the  detergents 
alkyl  aryl  sulfonate,  has  proved,  in  my  experience, 
to  be  a great  help  in  eliminating  monilial  and 
trichomonas  infections  when  about  3 tablespoon- 
fuls, or  enough  to  make  a sudsy  solution,  is  added 
to  the  douche  water. 

One  final  point  that  I would  like  to  bring  out 
is  in  reference  to  the  resistant  monilial  cases  in 
which  recurrence  develops  as  a result  of  growth 
foci  in  the  labial  and  clitoral  folds.  It  should  be 
emphasized  that  not  until  these  areas  have  been 
treated  in  the  office  by  thorough  cleansing  and 
direct  application  of  an  effective  agent,  such  as 
gentian  violet,  plus  the  continued  external  appli- 
cation of  propion  gel  or  a similar  substance  at 
home  will  complete  cure  be  obtained.  It  has  been 
our  custom  routinely  to  obtain  a smear  and  cul- 


ture of  cutaneous  and  clitoral  folds  for  yeast  in 
these  cases,  and  also  in  other  vulval  pruritic 
cases  of  unknown  etiology. 

I would  like  to  ask  Dr.  Moll  if  he  encountered 
any  patients  of  this  type  in  his  series  and 
whether  acrizane  proved  effective  and  suitable  for 
external  vulval  application? 

Also,  does  he  check  the  fasting  blood  sugar  of 
these  patients  and  were  any  found  to  have  dia- 
betes? 
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COMPARISON  OF  TWO  REGIMES 
FOR  THE  TREATMENT  OF 
ENTEROBIASIS  WITH 
PIPERAZINE  CITRATE  * 
ROBERT  W.  SAPPENFIELD,  M.  D. 
CLYDE  SWARTZWELDER,  Ph.  D. 
JOSEPH  H.  MILLER,  Ph.  D. 
FRANCES  MARTINEZ,  M.  T. 

New  Orleans 

The  object  of  this  study  was  to  ascer- 
tain the  efficacy  of  piperazine  citrate  for 
the  treatment  of  patients  with  pinworm 
infection  through  a comparison  of  two 
schedules  of  therapy  with  this  anthelmin- 
tic. In  previous  reports  of  evaluations  of 
the  oral  administration  of  piperazine  cit- 
rate for  the  treatment  of  enterobiasis,^'^ 
the  dosage  usually  has  been  based  upon  age 
groups  or  on  weight  ranges  of  15  to  30 
pounds.  This  has  resulted  in  considerable 
variation  in  the  relationship  of  dosage  to 
weight.  In  the  present  study,  more  exact 
dosage  based  upon  weight  of  the  patient 
was  used. 

The  usual  dosage  schedule  employed  for 
the  treatment  of  pinworm  infection  with 
either  gentian  violet  or  piperazine  citrate 
consists  of  anthelmintic  therapy  for  two 
alternate  weeks  (treatment  for  seven  days, 
rest  seven  days,  treatment  for  seven 
days).  Brown  and  Chan  ^ have  observed 
that  eggs  of  Enterobius  vermicnlaris  were 
demonstrable  in  Scotch  tape  anal  swabs 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  IMedical  Society,  New 
Orleans,  May  3,  1955. 
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The  piperazine  citrate  (Syrup  of  Antepar)  used 
in  this  study  was  provided  by  Burroughs  Well- 
come and  Company. 
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taken  on  some  patients  during  the  seven 
day  rest  period.  This  finding  indicates 
that  exposure  to  autoinfection  may  occur 
during  treatment  with  this  regime.  In 
the  present  study  this  schedule  of  therapy 
was  compared  with  a straight  fourteen 
day  course  of  medication.  The  latter 
method  shortens  the  period  of  treatment, 
eliminates  the  interruption  of  medication 
and  possibly  reduces  autoinfection  during 
therapy. 

MKTIIODS 

The  diagnosis  of  enterobiasis  was  based 
on  the  demonstration  of  pinworm  eggs  on 
at  least  one  of  three  Scotch  tape  anal 
swabs  before  treatment.  In  only  one  case, 
in  which  adult  worms  w'ere  collected  and 
identified,  was  treatment  initiated  without 
preparation  of  anal  swabs.  Diagnosis  w^as 
not  based  on  a history  of  passage  of 
worms  or  of  an  anal  pruritus.  Evaluation 
of  treatment  was  based  upon  examination 
of  7 Scotch  tape  swabs,  one  daily  for  seven 
consecutive  days  starting  the  day  after 
the  completion  of  therapy.  The  treatment 
was  considered  a failure  if  pinworm  eggs 
were  demonstrable  on  any  of  the  7 Scotch 
tape  swabs. 

The  drug  product  used  in  this  study  w'as 
an  orange-flavored  syrup  which  contained 
piperazine  citrate  in  an  amount  equivalent 
to  100  mg.  of  piperazine  hexahydrate  per 
cc.  (Syrup  of  Antepar).  The  daily  dosage 
was  30  to  35  mg.  per  pound  of  body 
weight  divided  in  two  equal  doses.  The 
maximum  daily  dose  w'as  2 gm.  (20  cc.). 


Patients  who  weighed  66  or  more  pounds 
received  the  maximum  dosage.  The  drug 
was  measured  by  cc.  in  graduated  paper 
cups.  This  eliminated  the  variation  in 
dosage  which  occurs  w'hen  teaspoons  are 
employed  for  measuring  and  dispensing 
the  drug.  Adult  patients  or  parents  of 
treated  children  were  interrogated  to  de- 
termine if  untoward  reactions  occurred 
during  the  course  of  therapy. 

RKSULTS 

The  results  of  this  study  are  summa- 
rized in  Table  1.  The  infection  was  elimi- 
nated in  26  of  the  27  patients  who  re- 
ceived piperazine  citrate  for  two  alternate 
weeks.  Ninety-six  per  cent  of  the  patients 
in  this  group  were  treated  successfully. 
The  patient  who  was  treated  unsuccess- 
fully received  29  mg.  of  the  drug  per 
pound.  Retreatment  with  this  same  sched- 
ule and  dosage  was  effective.  One  patient 
in  this  series  complained  of  vomiting 
which  was  probably  related  to  the  devel- 
opment of  measles  during  therapy.  One 
other  patient  reported  mild  abdominal 
cramps. 

Pinworm  infection  was  eliminated  in  30 
of  the  33  cases  who  received  medication 
for  fourteen  consecutive  days.  In  this 
series  91  per  cent  of  the  patients  were 
treated  successfully.  Two  of  the  3 patients 
whose  infections  were  not  eliminated  re- 
ceived 34  mg.  of  drug  per  pound  daily; 
the  dosage  for  the  remaining  case  was  21 
mg.  per  pound.  Complaints  were  regis- 
tered by  3 patients  in  this  group.  Two 


T.\BLE  1 


llegime  I 

Ilegime  II 

Total  daily  dosage 

Computed  on  a basis  of  30  to 

Computed  on  a basis  of  30  to 

35  mg.  per  lb.  up  to  a maximum 

35  mg.  per  lb.  up  to  a maximum 

of  2.0  gmi.  (divided  in  two 

of  2.0  gm.  (divided  in  two 

equal  doses ) 

equal  doses) 

Schedule 

Treatment  for  7 days 
No  treatment  for  7 days 
Treatment  for  7 days 

Treatment  for  14  consecutive  days 

No.  of  patients  treated 
No.  of  patients 

27 

33 

treated  successfully 
Percentage  of  patients 

26 

30 

treated  successfully 

96 

91 

Complaints  during 

1 case:  vomiting  (had  measles) 

2 cases:  abdominal' cramps  and 

treatment 

1 case:  mild  abdominal  cramps 

diarrhea 

1 case:  mild  abdominal  cramps 
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members  of  the  same  family  experienced 
abdominal  cramping  and  mild  diarrhea  of 
brief  duration.  One  patient  complained  of 
mild  abdominal  pain. 

DISCUSSION 

The  percentages  of  cases  treated  success- 
fully was  high  in  both  series,  i.e.,  96  and 
91  per  cent,  respectively.  The  difference 
between  the  results  of  the  two  regimes  is 
not  statistically  significant.  The  relation- 
ship of  the  mild  complaints  to  therapy  is 
doubtful  in  most  of  the  cases.  The  com- 
plaints did  not  occur  with  sufficient  fre- 
quency to  show  disparity  between  the  two 
schedules. 

White  and  Standen  - reported  that  pip- 
erazine citrate  in  proper  dosage  is  highly 
effective  for  the  elimination  of  pinworm 
infection.  Analysis  of  their  data  showed 
that  on  a weight /dose/cure  ratio,  a cure 
rate  of  97  per  cent  was  obtained  when  the 
daily  dose  exceeded  50  mg.  per  kg.  of 
body  weight.  The  percentage  of  cures  was 
considerably  less  in  patients  who  received 
lower  dosages.  The  therapeutic  results  ob- 
tained in  the  present  study,  employing  a 
dosage  of  30  to  35  mg.  of  drug  per  pound, 
up  to  a maximum  of  2.0  gm.  daily,  are 
comparable  to  those  of  White  and  Standen. 
Spontaneous  loss  of  infection  in  untreated 
control  cases  of  enterobiasis  has  been  re- 
ported to  be  approximately  20  per  cent.^-  - 
Using  a dosage  schedule  based  upon 
weight  ranges  of  15  to  30  pounds.  Brown 
and  Chan  ^ recently  reported  that  a ten 
day  course  of  treatment  with  piperazine 
citrate  eliminated  89  per  cent,  a “split 
fourteen  day”  course,  92  per  cent,  and  the 
fourteen  consecutive  day  course,  97  per 
cent  of  the  pinworm  infections.  These 
workers  observed  that  a total  daily  dose 
of  45  mg.  per  kg.  of  body  weight  (hexa- 
hydrate)  was  100  per  cent  effective 
whether  given  for  ten  or  fourteen  days. 
The  4 cases  in  the  present  series,  in  which 
fourteen  days  of  treatment  failed  to  elimi- 
nate the  infection,  received  a total  daily 
dose  in  excess  of  45  mg.  per  kg. 

The  piperazine  citrate  syrup  was  favor- 
ably accepted  by  the  patients  due  to  its 
pleasant  taste.  In  fact,  it  was  necessary 
to  instruct  the  parents  to  store  the  drug 


in  a site  inaccessable  to  the  children  to 
prevent  them  from  taking  an  excess  of  the 
anthelmintic. 

SU.MMAIIY 

Enterobim  vermicularis  was  eliminated 
in  91  per  cent  of  a series  of  33  patients 
treated  for  fourteen  consecutive  days  with 
piperazine  citrate  (Syrup  of  Antepar). 
Ninety-six  per  cent  of  a series  of  27  patients 
were  treated  successfully  with  the  same  an- 
thelmintic for  two  alternate  weeks  (seven 
days’  treatment,  seven  days  without  ther- 
apy, seven  days’  additional  medication). 
The  difference  between  the  therapeutic  re- 
sults with  these  two  regimes  is  not  statis- 
tically significant.  Complaints  during  ther- 
apy were  infrequent  and  mild  in  both 
groups  of  patients.  The  total  daily  dosage 
was  30  to  35  mg.  of  the  hexahydrate  equi- 
valent of  piperazine  citrate  syrup  per 
pound  (divided  in  two  equal  doses).  The 
maximum  daily  dose  was  2.0  gm. 

When  piperazine  citrate  was  adminis- 
tered in  either  of  the  above  schedules  of 
treatment,  it  was  highly  effective  for  the 
elimination  of  pinworm  infections  and  was 
well  tolerated  by  children  and  adults. 
Treatment  for  fourteen  consecutive  days 
offers  some  practical  and  theoretical  ad- 
vantages over  therapy  for  two  alternate 
weeks. 
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A consideration  of  the  problem  of  gas- 
trointestinal bleeding  seems  appropriate 
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at  this  time  for  two  reasons.  First,  there 
has  been  a mounting  incidence  of  gastro- 
intestinal hemorrhage  during  the  last  two 
decades  which  is  reflected  in  the  rising 
volume  of  papers  appearing  in  the  medical 
literature  and  by  the  increasing  percent- 
age of  hospital  admissions  of  such  cases. 
These  facts  are  pointed  out  by  Warthin  ^ 
in  his  recent  monograph  on  the  subject. 
Secondly,  there  have  been  striking  changes 
in  attitude  toward  both  diagnostic  and 
therapeutic  measures  employed  in  these 
cases — namely,  the  early  use  of  radiologi- 
cal examination,  and,  in  selected  cases, 
gastroscopy ; early  feeding  of  such  pa- 
tients; the  more  liberal  use  of  blood  trans- 
fusions and  the  more  willing  use  of  sur- 
gery, both  as  an  emergency  procedure  and 
later  definitive  treatment. 

That  the  diagnosis  of  obscure  bleeding 
is  at  times  impossible  to  arrive  at  is  evi- 
dent in  the  many  reported  series  of  cases 
of  which  a certain  percentage  are  never 
solved  in  spite  of  complete  x-ray  and 
blood  studies,  at  times  surgery,  and  even 
autopsy  examination.  In  various  reports 
the  percentage  of  undiagnosed  hemorrhage 
runs  from  4.2  to  40  per  cent.  In  discuss- 
ing this  problem  it  would  be  impossible 
in  the  time  allotted  and  of  little  value  to 
discuss  the  eighty  or  more  causes  of  gas- 
trointestinal bleeding.  However,  it  is  im- 
portant to  stress  the  several  important 
causes  which  account  for  the  majority  of 
these  cases  and  to  present  a few  ideas 
which  may  be  helpful  in  the  diagnosis  of 
obscure  bleeding. 

CAT'SE  AND  DIAGNOSIS 

For  better  anatomic  and  pathologic  un- 
derstanding of  gastrointestinal  bleeding, 
Jones  ^ has  divided  the  gastrointestinal 
tract  into  three  main  divisions  with  the 
duodeno-jejunal  juncture  and  the  ileocecal 
valve  as  the  dividing  points.  When  a pa- 
tient presents  himself  with  the  history  of 
hematemesis,  the  bleeding  is  above  the 
ligament  of  Treitz  unless,  of  course,  he  is 
obstructed.  This  immediately  puts  one  on 
the  tx'ail  of  causes  of  bleeding  in  the  first 
division  which  has  arbitrarily  been  made. 
Hematemesis,  of  course,  may  be  absent 


with  only  melena  as  the  presenting  com- 
plaint. When  a patient  has  passed  blood 
rectally,  one  has  the  gamut  of  the  gastro- 
intestinal tract  to  run.  Tarry  stools  usu- 
ally mean  upper  gastrointestinal  bleeding 
but  dark  clots  can  occur  when  blood  is  re- 
tained in  the  ampulla  of  the  rectum  and 
blood  from  ulcer  bleeding  has  been  known 
to  pass  rectally  and  red  when  the  hemor- 
rhage is  massive. 

However,  let  us  stress  the  diagnoses  to 
be  thought  of  in  the  various  sections  of 
the  alimentary  canal.  In  the  upper  divi- 
sion there  are  two  main  diseases,  peptic 
ulcer,  and  esophageal  varices,  with  gastri- 
tis, hiatal  hernia,  and  gastric  carcinoma 
as  less  frequent  causes.  From  the  liga- 
ment of  Treitz  to  the  ileocecal  valve  is 
the  second  division  and  here  the  diagnoses 
make  up  a very  small  but  important  per- 
centage of  the  whole,  as  this  is  the  blind 
spot  where  the  diagnosis  is  easily  missed. 
In  this  region  Meckel’s  diverticulum,  leio- 
myosarcoma, and  lymphosarcoma  are  the 
important  causes,  with  benign  tumors  also 
occurring.  When  red  blood  passes  rectally 
we  think  of  the  third  division — the  colon, 
rectum  and  anus — and  here  the  diagnosis  of 
first  consideration  is  cancer.  This  does 
not  imply  that  cancer  is  the  leading  cause 
of  rectal  bleeding  but  that  it  should  be  the 
primary  thought  until  ruled  out.  When 
cancer  is  ruled  out  other  causes  of  bleed- 
ing are  polyps,  diverticulitis,  ulcerative 
infections,  aiul  hemorrhoids. 

There  are  many  other  conditions  which 
must  be  considered  and  these  must  be  in- 
vestigated according  to  the  individual 
problem.  That  systemic  disease  might  be 
the  cause  of  this  bleeding  is  often  not  con- 
sidered early  enough,  and  it  should  be 
stressed  that  one  must  be  sure  that  blood 
dyscrasias  and  vascular  diseases,  such  as 
aneurysms,  telangiectasis  and  hypertension 
are  ruled  out. 

On  attacking  the  individual  problem, 
the  history  is  the  first  consideration.  Of 
course,  in  the  majority  of  cases  adequate 
diagnostic  information  may  have  been  se- 
cured before  hemorrhage  occurs.  Of  those 
that  remain  obscure  the  onset  is  frequent- 
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ly  in  a person  of  good  health  who  is  sud- 
denly seized  by  an  urgent  desire  to  defe- 
cate accompanied  by  faintness  and  passage 
of  red  or  black  stools.  This  may,  at  times, 
progress  to  a massive  hemorrhage  or,  more 
frequently,  after  several  passages  subside. 
In  many  cases  the  bleeding  will  recur  re- 
peatedly. It  has  been  stressed  by  several 
authors  that  this  type  of  patient  rarely 
becomes  a fatality. 

In  many  cases  the  cause  will  seem  ob- 
scure at  first  but  the  diagnosis  can  be 
assured  with  a careful  work-up.  One 
should  remember  that  massive  hemorrhage 
from  peptic  ulcer  is  frequently  unassoci- 
ated with  pain,  this  being  the  first  sign 
of  an  ulcer  in  about  20  to  30  per  cent  of 
the  cases.  Ulcer  should  always  be  thought 
of  first  as  it  causes  60  to  80  per  cent  of 
all  upper  gastrointestinal  hemorrhage.  In 
these  days  of  therapy  with  ACTH  and  cor- 
tisone, it  may  be  expected  that  an  even 
higher  proportion  of  bleeding  ulcers  will 
appear  since  these  drugs  stimulate  the 
production  of  gastric  secretioiis  and  acti- 
vate old  ulcers  or  produce  new  ones.  Can- 
cer rarely  causes  as  profuse  a hemorrhage 
as  an  ulcer  or  varices.  Interrogation 
should  be  detailed  as  to  the  previous  oc- 
currence of  dyspepsia,  weight  loss,  anorex- 
ia and  alcohol  intake.  The  occurrence  of 
familial  or  personal  bleeding  episodes  and 
of  hypertension  should  be  gone  into  care- 
fully. On  physical  examination  spleno- 
megaly, hepatomegaly,  spider  angiomata, 
masses  and  nodes,  and  evidences  of  bleed- 
ing elsewhere  must  be  looked  for. 

X-RAY  EXAMINATION 

The  clinical  investigation  of  such  case 
is  of  utmost  importance.  It  must  be 
stressed  that  whereas  ulcer  is  the  most 
common  bleeding  lesion,  it  is  also  probably 
more  often  missed,  since  x-ray  examina- 
tion is  usually  deferred  for  two  or  three 
weeks  and  it  has  been  shown  by  many  that 
an  ulcer  can  heal  enough  within  this  pe- 
riod of  time  to  go  undisclosed  by  x-ray. 
In  addition,  one  must  not  always  assume 
that  the  x-ray  finding  of  an  ulcer  means 
that  the  bleeding  cannot  be  from  some 
other  source.  When  no  ulcer  can  be  dem- 


onstrated and  the  history  suggests  it,  one 
is  justified  in  making  an  “inferential” 
diagnosis  which  will  more  often  be  correct 
than  incorrect.  Segal  ^ has  pointed  out  the 
occasional  pitfall  with  this  practice,  how- 
ever, when  a small  bowel  lesion  is  the  cul- 
prit. Of  the  diagnostic  procedures,  x-ray 
examination  is  the  most  valuable  aid  in 
anatomical  localization.  This  should  in- 
clude the  stomach,  esophagus,  duodenum, 
small  bowel,  and  colon.  Repeated  examina- 
tion should  be  done  if  needed.  Holmes 
has  stated  that  “there  are  few  cases  in 
which  the  cause  cannot  be  discovered  by 
properly  conducted  roentgen  examination.” 
And  Crohn  has  said  that  “it  is  almost  the 
rule  that  if  x-ray  is  repeatedly  negative 
the  exploratory  operation  will  be  equally 
fruitless.”  Until  the  last  decade  or  so  the 
investigator  was  reluctant  to  suggest  ear- 
ly x-ray  examination  in  the  presence  of 
active  bleeding.  This  attitude,  however, 
has  undergone  great  change  and  with  the 
techniques  described  by  Hampton  * and 
by  Schatski  ■’  it  has  been  shown  that  there 
is  virtually  no  added  hazard  to  a careful 
x-ray  and  fluoroscopic  examination  of  the 
upper  gastrointestinal  tract.  This  is  used 
by  many  even  during  massive  hemorrhage, 
except  where  the  picture  is  complicated  by 
shock,  and  it  is  reported  to  have  reduced 
the  number  of  unknown  sources  of  bleed- 
ing by  fully  half  in  many  hospitals  and 
clinics.  It  has  been  reasoned  that  the 
introduction  of  a thin  barium  mixture 
into  the  stomach  certainly  exerts  no  more 
injurious  effect  than  the  presence  of  food, 
blood  or  blood  clots.  Spot  films  should  be 
taken  of  the  esophagus  because  by  this 
technique  varices  or  tumors  may  be  dem- 
onstrated which  have  not  been  visualized 
on  fluoroscopy. 

G.^STROSCOPY 

Another  diagnostic  procedure  which  has 
proved  of  great  value  is  gastroscopy.  This 
will  reveal  gastric  ulcers  and  varices 
which  are  not  demonstrable  by  x-ray  and 
it  has  revealed  gastritis  in  a small  per- 
centage of  otherwise  obscure  cases,  which 
may  occasionally  cause  massive  hemor- 
rhage. It  has  been  pointed  out  that  gas- 
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troscopy  and  esophagoscopy  can  be  safely 
done  even  in  those  cases  in  which  the 
bleeding  is  due  to  esophageal  varices.® 
This,  of  course,  is  a matter  of  personal 
evaluation  that  depends  a great  deal  on 
the  technique  and  the  ability  of  the  exam- 
iner. The  value  of  proctoscopy  and  sig- 
moidoscopy is  obvious  in  those  cases  in 
which  the  evidence  points  to  bleeding 
from  the  lower  bowel.  Another  method 
that  has  been  suggested  as  an  aid  to  diag- 
nosis is  the  use  of  the  Levine  or  Miller- 
Abbott  tube.  One  may  be  able  to  demon- 
strate the  approximate  level,  particularly 
from  the  small  bowel,  from  which  the 
bleeding  occurs. 

BLOOD  STUDIES 

It  is  perhaps  needless  to  point  out  the 
importance  of  proper  blood  studies.  The 
blood  count  furnishes  an  index  to  the 
severity  of  the  hemorrhage,  although  one 
must  keep  in  mind  the  factor  of  concen- 
tration or  dilution  of  the  blood.  Following 
a massive  hemorrhage  the  blood  count  can 
be  very  deceiving  and  after  adequate 
fluids  have  been  administered  there  may 
be  a decided  drop  in  the  erythrocyte  count 
and  hemoglobin  without  necessarily  indi- 
cating further  hemorrhage.  Prothrombin, 
bleeding  and  clotting  times,  platelet  count, 
and  vitamin  C level  may  furnish  a clue 
of  some  previously  unsuspected  blood  dys- 
crasia.  Liver  function  tests  will  be  of  help 
in  determining  the  presence  of  significant 
liver  disease. 

L.\PAKOTOMY 

A procedure  which  seems  to  be  thought 
of  by  many  as  a diagnostic  method  is  ex- 
ploratory laparotomy  and  although  there 
will  occur  an  occasional  case  in  which  it 
seems  a proper  procedure,  the  incidence  of 
positive  findings  in  cases  so  handled  has 
been  reported  by  excellent  men  as  being 
small.  The  chief  value  of  this  procedure 
is  in  the  discovery  of  small  bowel  lesions 
as  this  is  the  so-called  blind  spot  of  the 
intestinal  tract.  Bleeding  from  a Meckel’s 
diverticulum  is  perhaps  the  most  frequent 
lesion  found  in  this  region  by  this  method. 
The  attitude  toward  exploratory  lapar- 
otomy is  rather  sharply  divided  and  both 
schools  of  thought  have  important  points 


in  favor  of  their  arguments.  Certainly, 
however,  when  this  is  resorted  to,  the  ad- 
vice of  Jones  ^ should  be  followed.  He 
points  out  the  extreme  importance  of  a 
very  thorough  inch  by  inch  examination 
of  the  gastrointestinal  tract  beginning 
with  a look  at  the  stomach  by  means  of 
an  incisional  opening. 

TREATMENT 

We  now  turn  to  the  treatment  of  a 
massive  hemorrhage  of  undetermined  ori- 
gin. Those  cases  which  are  not  of  massive 
proportion  will  fall  under  the  method  of 
study  just  presented  and  should  be  treated 
according  to  the  pathology  found.  In  con- 
sidering the  treatment  of  massive  bleed- 
ing much  valuable  work  has  been  done, 
particularly  in  relation  to  the  management 
of  massive  bleeding  ulcers.  Of  course,  in 
many  cases  of  obscure  origin  we  are  in 
reality  dealing  with  an  ulcer.  In  any 
event  the  treatment  will  be  practically  the 
same  during  the  acute  emergency. 

Of  primaiy  importance  is  the  evaluation 
and  determination  of  the  immediate  rapi- 
dity and  severity  of  the  hemorrhage.  This 
must  be  done  by  careful  and  frequent  ob- 
servation of  the  degree  of  shock  as  indi- 
cated by  blood  pressure,  pulse  rate,  and 
general  condition  of  the  patient.  As  stated 
above,  the  blood  count  must  be  properly 
used  to  evaluate  the  degree  of  blood  loss 
and  whether  or  not  bleeding  continues  or 
recurs.  On  the  basis  of  these  observations 
one  must  gauge  the  use  of  blood  transfu- 
sions. In  the  not  too  distant  past  there 
was  great  fear  surrounding  the  use  of 
blood  transfusions  with  the  idea  that  rais- 
ing the  blood  pressure  might  dislodge  a 
clot  in  the  bleeding  vessel  and  start  a 
hemorrhage  that  had  been  checked.  Blood 
transfusions  are  the  essential  backbone  of 
therapy  and  should  be  administered  as 
soon  as  blood  can  be  made  available  and 
at  a rate  necessary  to  maintain  the  hemo- 
globin above  10  gms.  and  the  red  cell 
count  above  3.5  million.  This  insures  ade- 
quate blood  volume  reseiwe  so  that  should 
bleeding  recur  irreversible  shock  will  not 
appear.  Not  infrequently,  two  or  more 
extremities  are  needed  to  transfuse  blood 
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rapidly  enough  to  keep  ahead  of  shock  and 
continuing  hemorrhage.  If  possible,  an 
adequate  reserve  of  several  pints  of  blood 
should  be  kept  available.  Frequent  obser- 
vation is  necessary  to  determine  the  fre- 
quency with  which  transfusions  are  to  be 
administered.  Needless  to  say,  the  condi- 
tion of  the  elderly  or  cardiac  patient  must 
be  kept  in  mind  in  order  not  to  precipitate 
pulmonary  edema. 

To  say  that  there  is  still  some  disagree- 
ment on  whether  to  transfuse  or  not  might 
be  true  but  little  has  been  published  in 
recent  years  to  refute  the  value  of  trans- 
fusions. Many  clinical  reports  are  avail- 
able that  tend  to  dispel  the  idea  that 
transfusions,  regardless  of  the  volume  of 
the  blood  given  or  the  rate  at  which  it  is 
given,  cause  recurrent  bleeding.  There  is 
even  experimental  evidence  that  transfu- 
sions and  increased  blood  pressure  do  not 
cause  increased  bleeding  or  dislodgment 
of  the  clot,  but  rather  that  transfusions 
exert  a hemostatic  and  coagulant  action. 

In  support  of  the  latter  school  of 
thought  are  the  following  reports : 

Hoerr  ® gives  500  cc.  of  blood  every 
eight  hours  as  necessary  and  reports  no 
ill  effects. 

Ginsberg  **  reported  giving  1000  cc. 
every  one  and  one-half  to  two  hours 
with  good  results. 

Aaron  said  that  he  had  given  as  much 
as  2000  cc.  in  an  hour  if  necessary,  and 
that  as  great  an  amount  as  5000  cc. 
might  be  administered  under  his  regi- 
men. 

These  and  other  men  have  had  good  re- 
sults with  massive  transfusions  and  this 
reflects  in  large  part  the  influence  of 
shock  studies  and  their  results  during  the 
last  war.  This  evidence  in  favor  of  mas- 
sive transfusions,  as  well  as  the  facilities, 
were  lacking  to  a considerable  extent  be- 
fore the  war. 

Over  and  above  the  immediate  value  to 
the  massively  bleeding  patient  in  combat- 
ting shock  and  restoring  blood  volume  is 
the  great  benefit  the  patient  derives  from 
a general  standpoint  by  having  enough 
blood  replacement  to  correct  the  marked 


anemia  and  the  depletion  which  results 
from  disturbance  of  fluid  and  electrolyte 
balance.  The  patient’s  period  of  hospitali- 
zation may  thus  be  shortened,  the  patient 
being  discharged  in  much  better  general 
condition.  Also,  if  surgery  is  to  be  done 
the  patient  may  go  to  the  operating  room 
well  prepared  rather  than  in  the  chron- 
ically depleted  and  unbalanced  state  that 
would  exist  after  a prolonged  period  of 
anemia  and  low  blood  pressure  and  its 
attendant  effects  such  as  inadequate  renal 
blood  flow  and  anoxia.  Blood  is  the  physi- 
ologic replacement  for  that  which  is  lost 
and  plasma  or  other  fluids  will  not  take 
the  place  of  it,  no  matter  what  the  cause 
of  bleeding  or  the  treatment.  Adequately 
large  transfusions  are  the  primary  con- 
cern until  all  danger  to  life  has  been 
overcome. 

We  now  arrive  at  the  argument  of  the 
feeders  versus  the  starvers.  First,  it  is 
needless  to  point  out  that  many  of  the 
published  statistics  pertaining  to  the  ques- 
tion are  of  little  value  since  they  include 
cases  of  mild  hemorrhage  along  with  those 
cases  in  which  there  might  be  controver- 
sial interest.  The  theory  of  the  feeding 
school  is  based  on  the  idea  that  there  is 
more  peristalsis  and  greater  acidity  in  an 
empty  stomach;  that  already  clotted  blood 
fn  the  stomach  is  more  difficult  to  handle 
than  a light  diet;  and,  that  patients  ap- 
pear to  feel  better  and  experience  less 
nausea  and  vomiting  if  fed.  There  is  little 
in  reported  series  of  cases  comparing  one 
regimen  wdth  the  other  to  indicate  much 
significant  difference.  The  crux  of  the 
matter  appears  to  be  that  such  feedings 
do  not  aggravate  the  gastrointestinal 
bleeding  and  that  the  patients  appear  to 
be  happier  with  the  feeding  routine. 

A more  recent  addition  to  the  armamen- 
tarium of  the  physician  treating  massive 
upper  gastrointestinal  bleeding  is  the  use 
of  orally  administered  gelfoam  suspension 
and  thrombin  solution.  There  has  been  no 
adequate  evaluation  of  this  procedure  ap- 
pearing in  the  literature  and  it  is  diffi- 
cult to  conceive  of  hemorrhage  of  arterial 
origin  being  greatly  influenced  by  this 
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method  of  application.  However,  in  the 
occasional  case  it  is  comforting  to  have 
this  to  add  to  one’s  efforts  at  checking 
continuing  hemorrhage.  The  intravenous 
administration  of  vitamin  K,  which  would 
at  first  appear  to  be  useless  in  the  absence 
of  pre-existing  liver  disease,  may  have 
some  rationale  on  the  basis  of  impaired 
liver  function  due  to  the  anoxia  which 
accompanies  massive  bleeding. 

Lastly,  in  a discussion  of  the  manage- 
ment of  massive  gastrointestinal  bleeding 
the  importance  of  surgery  must  be  con- 
sidered. Surgery  must  be  considered  from 
two  standpoints:  (1)  immediate  surgery 

in  those  cases  that  continue  to  bleed ; and 
(2)  the  decision  to  resort  to  surgery  from 
a more  definitive  standpoint.  An  impor- 
tant point  that  should  have  been  brought 
out  earlier  should  be  emphasized  here. 
The  management  of  a case  of  massive 
gastrointestinal  bleeding  should  be  one  of 
teamwork  between  the  internist  and  the 
surgeon  and  any  decision  to  operate  as  an 
emergency  procedure  must  be  the  respon- 
sibility of  both.  The  most  important 
single  factor  in  making  this  decision  is 
the  time  element.  It  has  been  shown  by 
many  excellent  men  that  the  mortality  of 
such  a procedure  is  tremendously  influ- 
enced by  the  period  of  time  from  the  onset 
of  bleeding  to  the  time  of  surgery.  Mor- 
tality rates  in  those  cases  operated  on 
within  forty-eight  hours  compared  with 
those  operated  on  beyond  this  period  show 
striking  differences.  In  the  majority  of 
series  reported  the  mortality  is  at  least 
doubled  in  those  cases  operated  on  after 
forty-eight  to  sixty  hours.  This  factor 
has  been  more  responsible  than  anything 
else  in  the  fear  toward  operating  on  these 
cases,  since  in  the  not  too  distant  past 
the  importance  of  early  surgery  was  not 
appreciated  and  acted  upon  promptly.  It 
is  extremely  important  to  dispel  the  view 
of  many  that  the  surgical  mortality  is  pro- 
hibitive. The  discussion  again  centers 
mainly  around  the  results  of  surgery  in 
peptic  ulcer.  It  cannot  be  denied  that  sur- 
gical mortality  rates  have  been  high  in 
the  past,  but  one  finds  that  those  patients 


that  were  subjecTed  to  surgery  were,  for 
the  most  part,  in  the  older  age  groups, 
had  been  long  exsanguinated,  and  most 
would  have  died  anyway.  However,  there 
is  considerable  recent  statistical  evidence 
based  on  series  of  cases  where  the  surgeon 
and  the  patient  were  given  a fair  chance. 
Finsterer’s  series  of  78  cases  operated  on 
within  forty-eight  hours  showed  a mor- 
tality rate  of  5.1  per  cent.  Sixty-three 
cases  reported  by  him  operated  on  after 
forty-eight  hours  had  a mortality  rate  of 
26.9  per  cent.  As  pointed  out,  there  are  a 
number  of  others  reporting  comparable 
results. 

Now  that  evidence  has  been  presented 
that  emergency  surgery  can  be  valuable, 
it  is  important  «to  decide  when  and  if  it 
is  indicated.  In  trying  to  predict  who 
might  require  surgery  before  the  forty- 
eight  hours  has  passed  one  can  not  be 
dogmatic  but  the  following  points  should 
be  kept  in  mind.  Each  case  must  be  indi- 
vidually evaluated,  based  on  the  following 
factors  which  point  toward  a high  mor- 
tality. 

1.  The  arbitrary  age  of  45,  although  an 
evaluation  of  age  should  be  physio- 
logical rather  than  strictly  chrono- 
logical. 

2.  A posterior  duodenal  ulcer  or  lesser 
curvature  gastric  ulcer. 

3.  The  first  massive  hemorrhage. 

4.  The  patient  who  does  not  respond 
clinically  after  twelve  to  twenty-four 
hours  of  intensive  transfusions. 

There  is  little  argument  amongst  the 
surgeons  as  to  the  best  treatment  surgi- 
cally. This  is  a subtotal  gastric  resection 
if  the  condition  of  the  patient  does  not 
contraindicate  it.  Attempts  to  attack  the 
bleeding  area  locally  have  been  suggested 
but  these  efforts  are  condemned  by  those 
with  extensive  experience  as  being  too 
frequently  futile  and  they  should  not  be 
attempted  unless  the  situation  is  critical. 
If  it  is  found  impossible  to  remove  a duo- 
denal ulcer  the  vessels  leading  to  it  should 
be  ligated  and  it  should  be  excluded. 
The  gastric  resection  is  not  only  the  best 
method  for  the  treatment  of  the  bleeding 
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episode  (obviously  for  a gastric  ulcer)  but 
it  is  also  a definitive  treatment  of  the 
disease  itself.  It  should  be  brought  out 
that  this  surgery  should  never  be  under- 
taken without  the  proper  facilities  and  an 
expert  team. 

The  treatment  of  bleeding  esophageal 
varices  is  a discouraging  matter.  One  at- 
tempts to  manage  this  type  of  case  with 
the  knowledge  that  there  is  serious  and 
usually  incurable  underlying  disease.  Suc- 
cess in  halting  hemorrhage  from  this 
source  is  poor.  Compression  with  the 
Sengstaken  balloon  tube  in  experienced 
hands  can  bring  about  a cessation  of  im- 
mediate hemorrhage.  This  will  allow  the 
patient  to  be  transferred  to  the  operating 
room  if  a decision  has  been  reached  to 
attempt  ligation  of  the  varices.  This  lat- 
ter measure,  if  done,  is  only  temporarily 
successful,  and  any  permanent  or  semi- 
permanent results  that  are  to  be  obtained 
must  be  by  means  of  more  heroic  surgery 
such  as  a portacaval  shunt  or  some  other 
anastomotic  procedure  aimed  at  diverting 
a large  portion  of  the  portal  circulation  in 
order  to  reduce  the  pressure  that  exists  in 
the  esophageal  veins.  In  more  minor 
hemorrhage  from  esophageal  varices,  one 
can  hope  that  bleeding  will  stop  on  a con- 
servative program  of  small  feedings,  acid 
neutralization,  proper  positioning  and  anti- 
spasmodics. 

There  is  one  last  condition  that  I would 
like  to  mention  before  closing  since  it  is 
being  reported  as  the  cause  of  serious 
bleeding  more  frequently  than  has  been 
popularly  appreciated.  This  is  bleeding 
from  diverticula  of  the  colon.  I feel  par- 
ticularly compelled  to  mention  this  because 
in  our  clinic  we  have  had  a number  of 
such  cases  in  the  past  few  years  and  they 
pose  a difficult  problem.  It  should  be 
pointed  out  that  this  bleeding  can  occur 
from  diverticula  of  the  ascending  colon 
and  in  such  instances  the  bleeding  will 
produce  melena  or  black  tarry  stools.  For- 
tunately, this  type  of  bleeding  is  usually 
not  so  massive  or  rapid  that  adequate 
diagnostic  studies  cannot  be  carried  out 
to  determine  the  distribution  and  exten- 


siveness of  the  diverticulosis.  If  the  pa- 
tient is  fortunate  enough  to  have  this  con- 
dition limited  to  a certain  segment  of  the 
bowel,  such  as  the  lower  descending  and 
sigmoid  colon,  the  surgery  that  may  be- 
come necessary  will  not  be  nearly  as  ex- 
tensive as  will  be  the  case  when  the 
diverticulosis  is  diffuse  throughout  the 
colon.  Complete  colectomy  has  been  ad- 
vised in  such  cases  when  the  bleeding  is 
massive  and  recurrent,  as  it  most  certainly 
can  be. 
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We  have  had  the  feeling  for  a number 
of  years  that  physicians  themselves  were 
at  least  partly  responsible  for  the  fact 
that  mothers  of  newborn  children  troubled 
with  skin  conditions  often  turn  to  non- 
scientific  and  unreliable  sources  for  ad- 
vice, obtaining  the  results  with  which  we 
are  all  sadly  familiar.  As  a matter  of 
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fact,  the  skin  care  of  newborn  children  is 
not  yet  well  formulated.  This  paper  is  an 
expression  of  our  own  ideas  on  the  sub- 
ject, supplemented  by  those  of  our  pediat- 
ric colleagues.  It  is  our  hope  that  eventu- 
ally the  Charity  Hospital  of  Louisiana  at 
New  Orleans  will  establish  a combined 
pediatric-dermatologic  clinic  in  which  the 
more  difficult  problems  of  these  two  spe- 
cialties may  be  handled  in  close  coopera- 
tion by  the  specialists  who  must  treat 
them.  During  the  past  year  the  advantages 
of  such  cooperation  have  been  evident;  we 
have  exchanged  consultations  and  have  ad- 
vised together,  and,  speaking  for  the  der- 
matologic side  of  the  partnership,  we  have 
found  our  results  greatly  improved. 

We  have  been  astonished,  as  time  has 
passed,  to  observe  the  frequency  of  the 
commoner  skin  diseases  in  young  children. 
We  have  also  encountered  a number  of 
the  more  uncommon  conditions,  which  we 
had  not  previously  observed  so  early  in 
life.  We  have  come  to  the  conclusion  that 
some  skin  conditions  in  young  children 
can  be  avoided  altogether  if  those  directly 
responsible  for  the  care  of  these  children 
are  aware  of  their  causes.  If  these  dis- 
eases cannot  be  prevented,  they  can  fre- 
quently be  aborted,  or  promptly  controlled, 
by  correct  management. 

ANATOMIC  AND  PHYSIOLOGIC  CONSIDERATIONS 

Because  the  infant’s  skin  differs  in  a 
number  of  respects  from  the  skin  of  the 
adult,  it  might  be  well  to  begin  this  dis- 
cussion with  a brief  summary  of  the  chief 
points  of  difference.  The  skin  in  infancy 
is  naturally  thinner  than  the  skin  in 
adult  life.  It  contains  less  keratin  and 
less  pigment,  and  thus  affords  less  pro- 
tection against  changes  of  temperature 
and  against  sunlight  and  friction. 

In  infancy  the  eccrine  sweat  glands  pro- 
vide the  secretory  mechanism ; the  apro- 
crine  sweat  glands  found  in  postadoles- 
cents and  adults,  especially  in  the  axilla, 
the  groin,  and  the  anal  region,  are  not 
present  at  this  period  of  life.  The  eccrine 
glands  play  a most  important  part  in  the 
skin  conditions  to  be  discussed  in  this  pa- 
per. These  glands,  together  with  the  seba- 


ceous glands,  begin  to  deposit  their  secre- 
tions upon  the  skin  at  a very  early  age. 
Perhaps  their  chief  importance  is  in  the 
formation  of  what  is  known  as  the  acid 
mantle.  In  infancy  there  are  gaps  in  this 
mantle  in  the  axilla,  the  interdigital  spaces 
and  the  genitocrural  folds,  all  of  which 
are  areas  particularly  vulnerable  to  dis- 
ease at  this  time  of  life. 

The  blood  vessels  of  the  skin,  which 
serve  as  shock  tissue,  play  a rather  im- 
portant role  in  certain  allergic  conditions. 
The  liberation  of  histamine,  and  its  reac- 
tion with  the  reagins  in  the  endothelial 
cells  of  the  capillaries  of  the  skin,  produce 
the  type  of  urticarial  reaction  occasionally 
seen  in  infants.  These  phenomena,  to- 
gether w'ith  other  physiologic  responses  of 
the  skin  in  infancy,  are  influenced  clinical- 
ly by  the  vitamin  levels  in  the  body. 

THE  PREMATURE  CHILD 

Routine  of  Management. — The  excellent 
program  of  skin  care  in  effect  at  the  Pre- 
mature Center  at  Charity  Hospital,  under 
the  direction  of  Dr.  William  T.  Newsome,’^ 
can  also  profitably  be  applied  to  full-term 
children.  In  substance,  with  certain  inter- 
polations of  our  own,  it  is  as  follows : 

1.  Immediately  after  birth  all  gross 
blood,  mucus  and  meconium  are  gently  re- 
moved with  plain  water.  The  vernix  case- 
osa,  as  far  as  possible,  is  left  undisturbed. 

2.  The  scalp  of  the  premature  child  is 
left  untouched  until  the  end  of  the  first 
week  of  life.  Then  it  is  washed  with  bland 
soap  and  water.  With  full-term  babies  this 
cleansing  is  usually  carried  out  during  the 
first  twenty-four  hours  of  life,  frankly 
for  the  satisfaction  of  the  mothers. 

3.  Bathing  and  local  cleansing  are  ac- 
complished with  clear  water  alone  when- 
ever this  is  adequate.  When  it  is  not,  a 
plain  soap  is  used. 

4.  Oils  and  greases  are  not  applied  to 
the  skin.  They  are  particularly  undesir- 
able in  premature  babies,  in  whom  they 
are  often  responsible  for  skin  disorders. 
Many  other  pediatricians,  and  most  der- 
matologists, share  this  point  of  view. 
Many  feel  that  the  medicated  lotions  often 
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used  for  this  purpose  are  particularly 
harmful. 

5.  Powders  are  also  avoided,  in  the  be- 
lief that  they  do  no  good.  This  opinion  is 
not  shared  by  all  the  pediatricians  and 
dermatologists  whom  we  consulted  in  the 
preparation  of  this  paper.  Our  own  feel- 
ing is  that  powders  often  have  a cooling 
effect,  and  we  recommend  the  use  of 
bland,  nonborated  talcs. 

6.  Diapers  are  changed  as  soon  as  they 
become  soiled.  No  application  is  a substi- 
tute for  strict  cleanliness. 

7.  A freshly  soiled  diaper  may  be  rinsed 
in  the  toilet  bowl  before  it  is  put  aside  for 
later  washing.  If  diaper  rinses  are  used, 
zephiran  chloride  (1  tablespoonful  to  a 
washing)  is  satisfactory. 

8.  If  ammoniacal  dermatitis  develops, 
the  addition  of  a few  drops  of  dilute  hy- 
drochloric acid  to  the  formula  will  expe- 
dite healing.  The  administration  of  Fleet’s 
phosphosoda  (30  drops  to  a quart  of  for- 
mula) will  correct  ammoniacal  urine  and 
the  tendency  to  diaper  rashes  from  this 
cause. 

9.  The  unnecessary  use  of  any  medica- 
tion in  contact  with  the  child’s  skin  should 
be  avoided.  A common  result  of  this  prac- 
tice is  sensitization  of  the  skin  to  the  later 
therapeutic  use  of  the  drugs  thus  em- 
ployed. 

10.  The  care  of  the  newborn  child  is  a 
twenty-four  hour  a day  duty.  He  should 
be  checked  at  regular,  frequent  intervals, 
and  whatever  is  necessary  for  his  cleanli- 
ness and  comfort  should  be  done  promptly. 
It  is  a common  error  to  concentrate  most 
of  the  child’s  care  in  an  hour  or  two  in 
the  morning  and  then  neglect  him  for  the 
rest  of  the  day. 

This  is  a simple,  sensible  routine  for  the 
postnatal  skin  care  of  both  premature  and 
full-term  children,  and  healthier,  happier 
babies,  with  noi'mal  skin,  can  be  expected 
when  it  is  used. 

Common  Skin  Conditions. — At  the  Chari- 
ty Hospital  Premature  Center,  according 
to  Newsome,^  four  benign  skin  conditions 
are  relatively  common  in  newborn  chil- 
dren. but  cause  very  little  trouble  if  they 


are  properly  cared  for.  They  are: 

1.  Milia.  These  are  probably  retention 
products  of  sebaceous  glands.  They  are 
most  common  upon  and  about  the  eyelids 
and  on  the  cheeks,  forehead  and  temples. 
Ordinarily  they  require  no  treatment.  If 
they  persist,  they  must  occasionally  be 
curetted,  or  even  excised. 

2.  Miliaria  crystallina  (sudamina).  These 
small  vesicles,  which  result  from  obstruc- 
tion of  the  sweat  ducts,  seldom  last  longer 
than  a few  days  and  sometimes  are  pres- 
ent for  only  a few  hours.  They  disappear 
if  the  baby  is  kept  cool  and  free  from  pers- 
piration. 

3.  Toxic  erythema.  This  condition, 
which  is  best  described  as  a flea-bite-like 
dermatitis,  is  also  temporary  and  inconse- 
quential. 

4.  Folliculitis.  This  is  a perifollicular 
infection  caused  by  hemolytic  Staphylo- 
coccus aureus.  It  may  or  may  not  follow 
some  other  pruritic  dermatosis  and  it  has 
a tendency  to  appear  in  cycles  in  nur- 
series. Treatment  consists  of  sponging  of 
the  lesions  with  alcohol  and  the  applica- 
tion of  bacitracin  ointment.  In  extremely 
severe  cases  systemic  antibiotic  therapy 
may  be  necessary. 

SKIX  CONDITIONS  IMMEDIATELY  AFTER  BIRTH 

At  birth  the  infant’s  skin  is  ordinarily 
a ruddy  brick-red.  In  about  half  of  all 
children  a physiologic  jaundice  develops 
after  the  second  day.  It  is  more  severe  in 
premature  than  in  full-term  children  be- 
cause in  them  it  results  from  hepatic  im- 
maturity and  is  caused  by  the  inability  of 
the  liver  to  handle  the  increased  amount 
of  bilirubin  present  in  the  blood  immedi- 
ately after  birth.  If  the  jaundice  lasts 
longer  than  a few  days,  or  if  the  child 
shows  other  signs  of  hemorrhagic  disease, 
some  more  serious  condition,  such  as  ery- 
throblastosis fetalis,  must  be  considered. 

Petechial  hemorrhages  are  commonly 
seen  on  the  face  and  neck  of  newborn 
children  during  the  first  two  days  of  life. 
They  are  benign  and  disappear  spontane- 
ously. 

Occasionally,  a child  is  born  with  a skin 
so  loose  and  wrinkled  that  it  fits  like  an 
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oversized  garment.  This  condition,  cutis 
laxa,  is  really  not  a pathologic  process  and 
the  slack  will  be  taken  up  as  the  child 
develops. 

Cutis  marmorata,  in  which  the  skin  has 
a purplish,  mottled  appearance,  is  most 
often  seen  in  feeble  and  malnourished  in- 
fants and  in  babies  exposed  to  cold. 

Certain  normal  physiologic  changes  oc- 
cur in  the  skin  immediately  after  birth. 
As  a rule,  the  body  skin  scales  and  peels 
off  during  the  first  week  of  life.  The  so- 
called  cradle  cap  is  a natural  collection  of 
scales  and  sebaceous  secretion  found  on 
the  scalps  of  all  newborn  babies.  In  itself, 
it  is  normal  and  harmless.  If  it  is  not 
properly  cared  for,  preferably  by  the 
weekly  application  of  olive  oil,  it  can  go 
on  to  seborrheic  dermatitis. 

The  skin  of  the  newborn  child  is  pecu- 
liarly susceptible  to  irritation  and  friction 
from  clothing,  especially  when  the  child  is 
overdressed.  Miliaria  may  result,  but  will 
clear  up  without  further  treatment  if  the 
baby  is  kept  clean  and  cool  and  if  the 
causative  factors  are  eliminated. 

JIILIAKI.\  (HEAT  HASH) 

Miliaria  may  take  three  distinct  forms, 
miliaria  crystallina  (sudamina),  miliaria 
rubra  (ordinary  heat  rash),  and  miliaria 
profunda  (tropical  anhidrosis).-  These 
three  groups  are  fundamentally  the  same, 
in  that  they  rise  from  retention  of  eccrine 
sweat  within  the  sweat  pores  of  the  skin. 
They  differ  in  degree,  however,  and  the 
retention  occurs  at  different  levels  of  the 
pores.  They  may  be  localized  or  general- 
ized, and  they  may  involve  only  a portion 
of  the  sweat  ducts  in  any  given  area. 
Obese  infants  are  peculiarly  susceptible  to 
miliaria. 

Possible  causes  of  miliaria  include  ex- 
cessive or  too  frequent  bathing;  the  use  of 
excessively  strong  soaps ; friction  from 
clothing;  the  use  of  too  tight  clothing;  the 
use  of  impervious  clothing,  such  as  nylon ; 
hot,  humid  living  conditions,  with  a lack 
of  cool  circulating  air. 

Heat  rashes  have  been  produced  experi- 
mentally ^ by  use  of  wet  compresses,  the 
application  of  adhesive  tape,  superficial 


topical  applications  of  ointments  and  kero- 
sene, the  use  of  saline  compresses,  and  the 
application  of  Staphylococcus  aureus  to  the 
skin. 

Treatment  consists  of  keeping  the  baby 
cool,  in  a well  ventilated  environment,  and 
controlling  activity  which  would  increase 
the  sweating  tendency.  Friction  from 
clothing  is  eliminated.  The  application  of 
soothing  dusting  powders  may  help.  Our 
own  experience  does  not  coincide  with 
the  experience  of  those  observers  who  rec- 
ommend the  use  of  anhydrous  lanolin  or 
mineral  oil  to  the  skin.  Soaps  which  cause 
drying  of  the  skin  and  which  dissolve  the 
lipid  covering  should  be  avoided. 

INTEItTTtlOO 

Intertrigo  or  chafing,  which  is  charac- 
terized by  redness,  maceration  and  weep- 
ing of  the  tissues,  tends  to  occur 
wherever  the  cutaneous  surfaces  are  kept 
in  apposition,  as  in  the  groins,  the  gluteal 
folds,  and  the  axillae,  and  in  the  folds  of 
the  neck  in  fat  babies.  The  use  of  tight 
rubber  covers  over  wet  diapers  is  a fre- 
quent cause.  So  is  the  use  of  impervious 
clothing. 

In  the  noninfectious  forms  of  intertrigo 
treatment  consists  of  the  use  of  an  in- 
candescent light  over  the  affected  parts; 
the  daytime  application  of  a drying  pow- 
der (equal  parts  of  zinc  oxide  and  talc)  ; 
and  the  nightly  use  of  so-called  1-2-3  oint- 
ment, containing  1 part  of  Burow’s  solu- 
tion, 2 parts  of  anhydrous  lanolin  or 
aquaphor,  and  3 parts  of  plain  Lassar’s 
paste.  Mild  lotions  are  sometimes  better 
tolerated  than  dicing  ointments. 

In  secondarily  infected  cases,  presuma- 
bly originating  in  Monilia  albicans  infec- 
tions, treatment  consists  of  compresses  of 
Burow’s  solution  (1  Domeboro  tablet  to  1 
quart  of  water  or  cold  skimmed  milk)  or 
of  zephiran  chloride  aqueous  untinted 
(1:2,000  or  1:5,000).  Water  should  not 
be  used  on  the  skin  except  in  the  form  of 
starch  or  colloidal  baths,  and  soaps  should 
also  be  avoided.  A plain  dusting  powder 
may  be  used.  Nylon  and  other  impervious 
clothing  should  be  avoided  and  only  cot- 
ton garments  worn. 
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A generalized  form  of  intertrigo,  resem- 
bling infantile  eczema,  may  also  develop. 
In  these  cases  there  is  a local  elevation  of 
temperature,  with  suppression  of  evapora- 
tion, accumulation  of  secretions,  erythema, 
denudation  of  the  horny  layers  of  the  skin, 
retention  of  debris,  and  subsequent  sec- 
ondary infection  by  pyogenic  organisms, 
by  Candida  albicans  or  other  yeasts,  or  by 
both  pyogenic  and  yeast  organisms. 

NONALLERGIC INFANTILE  ECZEMA 

Some  cases  of  apparent  infantile 
eczema,  in  which  allergy'  seems  to  play 
no  part,  develop  because  babies  with  es- 
pecially sensitive  skins  are  bathed  too 
frequently,  or  are  scrubbed  too  hard. 
Highly  alkaline  soaps  are  responsible  for 
some  cases.  Dehydration,  scaliness  and  fis- 
sure formation  result,  and  in  the  absence 
of  proper  treatment  the  condition  may 
become  severe  and  obstinate.  Rothman  ^ 
and  others  think  that  the  xerosis  found  in 
so  many  babies  during  the  winter  months 
is  explained  not  only  by  unduly  frequent 
baths  and  excessive  use  of  soap,  practices 
which  are  responsible  for  removing  an 
excess  of  the  lipid  covering  of  the  skin, 
but  also  by  inadvertent  dehydration  of  the 
skin  caused  by  over-heating  of  homes  and 
similar  practices.  Some  feel  that  a low 
humidity  followed  by  a sudden  rise  in 
barometric  pressure  is  an  ideal  setting  for 
the  chain  of  events  that  culminates  in 
these  skin  disorders.  The  physiologic  ex- 
planation is  that  more  of  the  water  con- 
tent of  the  keratin  layer  of  the  skin  is 
dried  out  than  reaches  it  from  below,  and 
that  a state  of  dehydration  results. 

The  best  treatment  of  this  condition 
is  the  use  of  Lassar’s  paste  with  2 per 
cent  cottonseed  oil  or  olive  oil.  The  use 
of  the  paste  prevents  too  rapid  absorption 
of  the  oil.  Hydration  should  be  increased 
by  an  increased  intake  of  fluids. 

Many  new  soaps  are  commercially  avail- 
able today  for  use  on  children  with  highly 
sensitive  skins.  These  superfatted  soaps 
have  a reduced  alkalinity  and  an  excess 
of  oil  in  their  make-up.  They  are  efficient, 
but  are  psychologically  objectionable  to 
some  persons  because,  unlike  the  conven- 


tional soaps,  they  do  not  lather. 

ALLERGY  AND  TRUE  INFANTILE  ECZEMA 

A considerable  amount  of  allergy  is  en- 
countered in  infants,  as  might  be  expected, 
since  the  incidence  of  allergy  in  the  gener- 
al population  is  estimated  at  10  per  cent. 
A child  with  one  allergic  parent  seems  to 
have  a 50  per  cent  chance  of  developing 
allergy ; with  two  allergic  parents  the 
risk  rises  to  75  per  cent.  Egg  white,  how- 
ever, seems  to  be  the  single  skin-sensitiz- 
ing allergen  which  can  pass  through  the 
placental  barrier  and  be  present  at  birth. 
Infantile  eczema,  the  earliest  of  the  many 
different  forms  of  allergj'  in  human  sub- 
jects, is  probably  the  most  important  skin 
condition  observed  in  infancy.  About  half 
of  the  babies  who  present  it  will  later 
present  some  other  form  of  allergy. 

Cow’s  milk  is  probably  the  most  anti- 
genic offender.  The  anaphylactic  shock 
observed  in  guinea  pigs  is  a well  known 
phenomenon  and  a parallel  perhaps  oc- 
curs in  young  children.  They  are  given 
cow’s  milk  the  first  few  days  of  life,  be- 
fore an  adequate  supply  of  breast  milk  is 
available.  Then  they  are  placed  on  the 
breast.  Some  months  later,  when  they  are 
weaned,  feedings  of  cow’s  milk  are  re- 
sumed. Because  a skin  sensitization  has 
developed,  they  are  now  allergic  to  the 
milk,  and  they  react  to  it  when  it  is  giv- 
en to  them  day  after  day.  Some  of  the 
larger  clinics  and  hospitals,  to  prevent 
this  chain  of  events,  are  now  using  non- 
antigenic  milk  substances  for  infant  feed- 
ing in  the  first  few'  days  of  life. 

A variety  of  other  offenders,  in  addi- 
tion to  cow’s  milk,  may  be  responsible  for 
allergy.  They  include  egg,  w'heat,  choco- 
late, citrus  fruits,  peas,  spinach,  fish,  cod 
liver  oil,  house  dust,  feathers,  kapok,  glue, 
human  or  animal  dander,  dyes  used  in 
clothing,  wool,  nylon,  rubber  and  plastic 
materials  and  allied  products,  baby  oils, 
and  fungi;  Monilia  albicans  is  a particu- 
lar offender. 

About  99  per  cent  of  all  allergic  chil- 
dren have  multiple  sensitivities.  The  gen- 
eral experience  is  that  70  per  cent  of 
sensitivities  involve  food,  about  10  per 
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cent  pollens,  and  the  remainder  environ- 
mental substances. 

McGovern  ® feels  that  bacterial  infection 
plays  an  important  role  in  both  the  causa- 
tion and  perpetuation  of  some  cases  of 
infantile  eczema,  and  on  this  basis  rec- 
ommends parenteral  as  well  as  local  anti- 
biotic therapy  in  their  management. 

The  identification  of  offending  sub- 
stances is  not  always  easy,  because  skin 
testing  with  inhalants  and  patch  testing 
with  contact  substances  is  considerably 
less  accurate  in  infancy  than  it  is  later 
in  life.  We  have  found  that  the  most  use- 
ful way  of  determining  what  food  is  caus- 
ing the  trouble  is  not  by  elaborate  elimina- 
tion diets  and  similar  methods  but  by 
careful  questioning  of  the  mother  as  to 
what  foods  have  caused  vomiting,  diar- 
rhea, and  other  digestive  disturbances, 
what  foods  had  been  taken  before  the 
skin  rash  developed,  and  what  foods  the 
child  refuses  to  take.  This  information 
gives  a point  of  departure  in  the  treat- 
ment of  the  case. 

Management — The  first  step  in  the 
management  of  the  allergic  child  is  pre- 
vention. Some  of  these  children  can  be 
spared  distressing  experiences  if  the  phy- 
sicians in  charge  always  inquire  into  the 
genetic  history,  to  identify  possible  atopy 
in  the  family.  This  is  a particularly  impor- 
tant consideration  if  an  older  sibling  has 
manifested  allergic  tendencies.  If  the  his- 
tory is  positive,  care  in  feeding,  so  that 
sensitization  to  certain  allergens  will  not 
occur,  will  avert  the  man-made  results 
some  of  us  have  been  overlooking  in  other- 
wise good  care  of  infants  and  young  chil- 
dren. 

According  to  Grulee  and  Sanford,"  the 
incidence  of  eczema  is  much  less  among 
breast-fed  than  among  artificially  fed 
children.  Their  observations  show  that 
the  potential  of  allergy  is  twice  as  high 
when  bottle  feedings  are  combined  with 
breast  feedings,  and  seven  times  as  high 
when  only  bottle  feedings  are  employed. 

The  first  precaution  in  cases  of  possible 
allergy  is  therefore  to  have  the  mother 
nurse  the  child,  and  to  continue  to  nurse 


him  as  long  as  possible.  During  lactation 
she  should  omit  egg  white  from  her  diet 
and  drink  no  more  milk  than  is  actually 
necessary.  If  breast  feeding  is  not  prac- 
tical, the  following  milk  substitutes  should 
be  employed  in  the  order  of  preference  in 
which  they  are  listed: 

1.  Nutramigen.  This  preparation  con- 
sists chiefly  of  amino  acids,  which  are 
structurally  nonallergenic  and  which  are 
clinically  less  allergenic  than  other  pro- 
teins. 

2.  Mulsoy  or  some  other  soy  milk. 
These  preparations  contain  no  animal  pro- 
tein. They  are  high  in  unsaturated  fatty 
acids,  which  may  be  helpful  if  an  ecze- 
matous condition  has  developed.  They  sup- 
ply the  necessary  values  of  protein,  fat, 
carbohydrate,  and  minerals.  According  to 
McGovern,®  they  are  not  always  effective 
in  relieving  infantile  eczema.  If  an  allergy 
exists  to  lactalbumin,  the  child  may  also 
become  allergic  to  soy  products  if  they 
are  used  over  long  periods  of  time.  Babies 
fed  on  these  preparations  sometimes  be- 
come malnourished,  show  disturbances  of 
the  calcium-phosphoruS  ratio,  or  even 
develop  an  edema  due  to  hypoproteinemia. 

3.  Goat’s  milk  or  evaporated  goat’s 
milk.  The  casein  constituent  in  goat’s  milk 
is  the  same  as  in  cow’s  milk,  but  the  lac- 
talbumin is  different,  and  its  use,  there- 
fore, frequently  solves  the  problem  of  in- 
fantile eczema  when  cow’s  milk  is  the  of- 
fending allergen. 

4.  Taro  milk,  which  is  a vegetable  milk 
substitute. 

5.  Meat  milk,  with  added  minerals. 

6.  Boiled  cow’s  milk. 

7.  Casein  digests. 

8.  Cereal  substitutes. 

The  most  satisfactory  local  application 
in  infantile  eczema  consists  of  1 per  cent 
naftalan  in  Lassar’s  paste.  Hydrocortisone 
ointment  has  been  employed,  but  we  do 
not  look  with  favor  upon  it.  It  has  been 
shown  that  some  of  the  newer  topical 
preparations  such  as  florinef  (Squibb), 
and  alflorone  (Sharp  and  Dohme),  be- 
cause of  their  chemical  structure,  are 
likely  to  be  absorbed  systemically,  and 
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more  completely,  than  certain  other  prep- 
arations (neocortef  ointment  and  hydro- 
derm).  One  must,  therefore,  be  on  the 
alert  to  detect  possible  undesirable  endoc- 
rine effects,  just  as  when  steroids  are 
used  internally.  We  seldom  use  these  prod- 
ucts. 

Cortisone  by  mouth  has  been  used  in 
occasional,  very  obstinate  cases  of  in- 
fantile eczema.  Although  dosages  up  to 
75  mg.  daily  have  been  employed,  the 
smallest  dose  which  will  control  the  special 
case  should  be  used.  The  risk  of  the  devel- 
opment of  Cushing’s  syndrome  is  not  seri- 
ous if  the  child  is  closely  observed  and  if 
medication  is  discontinued  as  soon  as  un- 
toward signs  occur. 

Stei’oid  therapy  is  not,  of  course,  cura- 
tive, and  infantile  eczema  may  reappear  as 
soon  as  the  drug  is  discontinued.  Hill  ® 
has  summed  up  the  situation  very  well : 
Although  no  harm  has  been  apparent  in 
most  infants  treated  for  relatively  long 
periods  with  moderate  doses  of  cortisone, 
this  treatment  should  be  reserved  for 
severe  cases ; should  be  used  for  as  short 
a time  as  possible,  and  should  be  employed 
only  to  relieve  immediate,  distressing 
conditions.  The  best  plan  is  to  use  dosages 
which  will  control  the  eczema,  and  not  at- 
tempt to  suppress  it  entirely  by  using 
large  dosages. 

All  suspected  foci  of  infection  should 
be  eliminated.  With  bacterial  allergy  play- 
ing more  and  more  of  a part  in  some  cases 
of  infantile  eczema  it  seems  practical,  as 
already  mentioned,  to  use  some  form  of 
antibiotic  therapy  systemically  as  well  as 
locally  if  the  proper  indications  exist. 

In  some  severe  generalized  cases,  especi- 
ally those  associated  with  edema  and  hy- 
poproteinemia,  therapy  should  include 
liver  extract,  injections  of  vitamin  B com- 
plex, the  oral  administration  of  hydrolyzed 
amino  acids,  and  the  intravenous  use  of 
plasma  or  whole  blood. 

The  condition  of  the  child  with  infantile 
eczema  should  be  thoroughly  discussed 
with  the  parents.  The  disease  will  certain- 
ly be  aggravated  by  an  emotionally  dis- 
turbed family. 


Immunization — Diphtheria-tetanus  anti- 
toxin should  be  given  to  the  allergic  child 
as  a prophylactic  measure,  during  derma- 
titis-free periods  if  possible.  If  protection 
against  tetanus  should  become  necessary 
before  the  toxoid  has  been  given  prophy- 
lactically,  a bovine  preparation  should  be 
used,  provided  that  the  child  is  known  not 
to  be  sensitive  to  milk  or  beef.®  In  cases 
of  sensitivity,  a despeciated  horse  serum 
antitoxin  may  be  used,  but  with  great  cau- 
tion. 

If  pertussis  immunization  is  necessary, 
it  is  essential  that  a phase  I vaccine  be 
used  and  that  it  be  grown  on  media  pre- 
pared with  human  rather  than  with  animal 
blood,  to  avoid  sensitization  to  a foreign 
protein.  The  vaccine  should  be  given  year- 
ly until  the  child  is  5 years  old.  Immuni- 
zation against  pertussis  is  necessary  be- 
cause whooping  cough  may  light  up  a sub- 
clinical  respiratory  allergy.  If,  in  spite  of 
the  immunization,  pertussis  should  devel- 
op, it  should  be  vigorously  combated  with 
human  immune  globulin  (Cutter  Labora- 
tories) or  hyperimmune  human  serum 
(Philadelphia  Serum  Exchange). 

A child  with  atopic  dermatitis  should 
not  be  vaccinated  against  smallpox  until 
the  skin  is  perfectly  clear,  for  three  rea- 
.sons:®  (1)  There  is  danger  of  multiple 
inoculations  in  areas  which  have  been 
scratched.  (2)  The  virus  is  carried  in  the 
blood  stream  for  a few  days  after  injec- 
tion and  may  localize  in  any  area  of  dis- 
eased skin.  (3)  Generalized  vaccinia  may 
result,  and  may  be  fatal  as  well  as  dis- 
figuring. If  it  is  necessary  to  vaccinate 
an  allergic  child,  it  should  be  done  during 
the  summer  (unless  his  allergy  is  ex- 
acerbated in  that  season),  three  or  four 
weeks  after  the  skin  has  become  perfectly 
clear.  Great  caution  should  be  exercised  in 
the  vaccination  of  a child  who  has  un- 
vaccinated brothers  and  sisters  with  active 
eczema.  The  vaccinia  could  be  transmitted 
to  them  from  a contaminated  towel,  tub, 
or  some  similar  contact.  The  same  thing 
can  happen  if  an  atopic  child  is  exposed 
to  herpes  simplex ; he  may  develop  a 
Kaposi  type  of  varicelliform  eruption. 
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Natural  Cure — Why  it  happens  is  not 
clear,  but  the  fact  remains  that  most  cases 
of  infantile  eczema  subside  spontaneously 
when  the  child  is  2 or  3 years  old.  This 
may  occur  because  the  gastrointestinal 
wall  ceases  to  be  permeable  to  newly  in- 
troduced proteins,  or  because  there  is  such 
an  alteration  of  the  digestive  enzymes  that 
they  can  more  completely  handle  the  of- 
fending allergens,  or  because  the  absorbed 
protein  is  finally  neutralized  by  some  un- 
known immune  reaction.  Whatever  the 
reason,  pediatricians  and  dermatologists 
alike  have  reason  to  be  thankful  that  na- 
ture ultimately  terminates  a condition  that 
can  be  so  uncomfortable  for  the  child,  so 
alarming  for  the  parents,  and  so  discon- 
certing to  the  physicians  in  charge  of  the 
case. 

SI'MMAUY 

In  the  past,  not  a great  deal  of  atten- 
tion has  been  paid  to  the  management  of 
skin  conditions  in  infants  and  very 
young  children.  This  is  unfortunate.  Pe- 
diatricians and  dermatologists  have  much 
to  learn  from  each  other,  and  consulta- 
tions between  them  should  be  encouraged. 
A proper  routine  of  skin  care  will  prevent 
many  skin  conditions  in  the  immediate 
postnatal  period,  while  proper  care  will 
readily  control  most  of  those  which  do 
develop.  A routine  applicable  to  both  pre- 
mature and  newborn  infants  is  outlined. 
The  management  of  the  physiologic  benign 
dermatitides  which  develop  shortly  after 
birth  is  discussed.  The  causation  and  ther- 
apy of  intertrigo,  miliaria,  and  skin  al- 
lergies, particularly  infantile  eczema,  are 
also  discussed  in  the  light  of  modern  con- 
cepts and  methods  of  management. 

Note. — We  acknowledge  with  appreciation  the 
helpful  assistance  given  us  in  the  preparation  of 
this  paper  by  Dr.  Ralph  V.  Platou,  Dr.  .John  P. 
McGovern,  and  Dr.  William  T.  Newsome.  The 
discussions  held  with  them  were  stimulating  and 
useful. 
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THE  COMMUNITY  MANAGEMENT 

OF  THE  MENTALLY  RETARDED* 
HERMAN  YANNET,  M.  D.  f 
SouTHBURY,  Conn. 

In  the  past,  the  contribution  of  the  com- 
munity to  the  problem  of  the  management 
of  the  mentally  retarded  was,  in  general, 
limited  to  the  development  of  special 
classes  in  our  grade  schools  for  the  less 
seriously  involved,  and  the  establishment 
of  state  institutions  for  the  remainder. 
The  inadequacy  of  such  a total  program 
has  become  increasingly  evident.  This  is 
particularly  apparent  as  our  industrial 
civilization  becomes  more  complex  and 
the  tendency  towards  urban  living,  wide- 
spread. It  is  clear  that  if  we  are  to  ex- 
ploit to  a maximum  the  capacities  of  our 
mentally  retarded,  a more  realistic  ap- 
proach to  the  problem  is  essential. 

The  major  difficulties  in  meeting  our 
responsibilities  along  these  lines  stem 
from  the  following  aspects: 

1.  The  degrees  of  intellectual  defect 
in  our  retarded  population  vary  from  the 
most  profound  w’ith  I.Q.s  of  0-25  to  levels 
that  merge  almost  imperceptibly  with  the 
normal.  This  requires  widely  varying 
management  techniques.  Fortunately,  the 
largest  group,  making  up  almost  75  per 
cent  of  the  total,  are  found  in  the  upper 
levels  with  I.Q.s  between  50  and  75.  These 


* Presented  at  the  Sevent.v-fifth  Annual  Meet- 
ing of  the  Jjouisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t Medical  Director,  Southbury  Training  School, 
Southbury,  Conn.  Associate  Clinical  Professor, 
Department  of  Pediatrics,  Yale  Medical  School. 


292 


Yannet — Community  Management  of  the  Mentally  Retarded 


are  amenable  to  training  procedures  which 
might  insure  adequate  integration  into  our 
social  and  industrial  society  for  the  ma- 
jority. 

2.  Inadequate  facilities  and  programs 
tend  to  stimulate  the  development  of  anti- 
social and  undesirable  behavior  patterns 
in  the  mentally  retarded  to  an  even  great- 
er degree  than  in  the  normal  population. 
If  not  prevented  by  early  attention  to 
their  needs,  such  behavior  deviations  com- 
plicate the  later  management,  adversely 
affect  the  possibilities  for  successful  com- 
munity integration ; and  frequently  add  to 
our  delinquency  problem. 

3.  Since  brain  injuries  and  malforma- 
tions, whether  of  known  or  unknown  etiol- 
ogy, account  for  the  majority  of  our 
mentally  defective  population,  we  might 
expect  a high  incidence  of  other  disabili- 
ties in  this  group.  Such  is  the  case,  and 
other  handicaps  like  cerebral  palsy, 
epilepsy,  basic  personality  defects,  and 
sensory  abnormalities  are  fairly  common, 
and  add  to  the  difficulties  of  management. 

These  three  aspects,  as  well  as  others 
which  will  be  mentioned  later,  make  it 
difficult  to  discuss  in  a limited  period, 
the  over-all  problem  of  management  in 
any  great  detail.  It  is  our  purpose,  there- 
fore, at  this  time,  to  simply  summarize 
the  more  important  and  basic  features  of 
this  problem. 

From  the  point  of  view  of  management, 
the  mentally  retarded  may  be  divided  into 
three  groups: 

Group  1 ; This  includes  those  with  intel- 
lectual capacities  as  described  by  I.Q.s 
between  approximately  50  and  75.  They 
are  both  educable  and  trainable  and  for 
descriptive  purposes  are  called  high  grade. 
They  are  rarely  diagnosed  as  such  before 
the  third  or  fourth  year  of  life.  Most  com- 
monly, their  basic  difficulties  become  ap- 
parent with  the  onset  of  their  school  ex- 
perience. This  is  not  surprising  since  this 
period  of  life  represents  the  first  experi- 
ence of  the  child  in  a truly  competitive  en- 
vironment, where  minimal  degrees  of  in- 
tellectual deficiency  may  offer  significant 
handicap.  Experience  has  indicated  that 


the  vast  majority  of  this  category  of  de- 
fect can  be  integrated  into  the  adult  social 
and  industrial  world  if  proper  provision  is 
made  for  their  training,  early  supervision 
and  management.  This  requires  a special- 
ized community  program  designed  to  meet 
the  needs  of  those  children  including  pro- 
visions for  some  specialized  facilities.  To 
place  the  major  responsibility  for  the  re- 
habilitation of  these  children  on  the  fami- 
ly alone,  as  has  been  the  practice  in  the 
past,  and  still  is,  in  most  parts  of  the 
country,  simply  invites  poor  results. 

A coordinated  program  for  this  high 
grade  category  of  the  mentally  retarded 
should  include  the  following: 

1.  Diagnostic  facilities  must  be  avail- 
able for  early  recognition.  It  is  obvious 
that  there  are  many  reasons  for  malad- 
justment and  failure  to  progress  in  the 
expected  manner  in  school  and  in  the  com- 
munity. In  only  some  of  these  children  is 
the  basic  mechanism  an  intellectual  defici- 
ency alone.  In  most  it  is  a combination  of 
factors,  including  physical,  mental  and  en- 
vironmental conditions.  The  proper  man- 
agement requires  this  knowledge  in  detail. 

2.  Special  classes  in  the  grade  schools 
for  this  category  of  the  mentally  retarded 
have  been  widely  accepted  by  most  com- 
munity public  education  systems  as  a 
means  of  meeting  their  educational  re- 
sponsibilities for  these  children.  Consider- 
able progress  has  been  made  in  developing 
effective  programs  and  defining  accepta- 
ble goals.  While  these  facilities  of  which 
there  is  still  a shortage  throughout  the 
country,  have  attempted  to  meet  the  needs 
of  the  younger  child  in  this  defective 
range,  they  have  done  little  to  provide  the 
means  for  industrial  training  and  sociali- 
zation required  for  the  older  child  for 
whom  integration  into  our  industrial  soci- 
ety is  the  ultimate  goal.  Special  classes  for 
these  older  children  in  our  regular  high 
schools  or  regular  manual  training  schools 
are  vitally  needed  to  meet  this  problem. 
In  addition  to  the  industrial  training  and 
exposure  to  the  manual  arts,  the  social 
values  in  the  opportunities  for  contact 
with  children  of  their  own  chronological 
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age  and  physical  status  are  of  inestimable 
importance. 

3.  One  of  the  major  weaknesses  in  the 
management  of  these  children,  even  in  the 
more  enlightened  communities,  has  been 
the  general  failure  to  maintain  some  type 
of  supervision  for  these  high  grade  re- 
tardates after  leaving  the,  more  or  less, 
protected  environment  of  the  public  school 
system.  Such  supervision  for  which  some 
type  of  social  service  organization  must 
be  responsible  should  include  facilities 
for  job  counseling,  finding  and  placement, 
as  well  as  social  and  recreational  guidance 
into  acceptable  channels.  Social  services 
of  this  type  could  be  most  effective  when 
attached  to  general  guidance  and  mental 
hygiene  clinics  already  established  as  a 
community  service,  or  in  specialized  facili- 
ties of  this  kind  where  the  load  makes 
this  necessary.  These  clinics  should  also 
serve  as  a continuing  means  for  the  prop- 
er orientation  of  parents,  the  early  recog- 
nition and  treatment  of  minor  behavior 
and  personality  disorders,  and  provide  a 
necessary  integration  of  home,  school  and 
training  facilities  and  the  community. 

An  over-all  program  of  this  type  or 
some  acceptable  approximation  would 
make  it  necessary  to  institutionalize  only 
a very  small  percentage  of  children  in  this 
category  of  defect.  Such  a solution,  name- 
ly institutionalization  for  any  individual 
child  should  be  reserved  for  the  following 
indications : 

1.  A serious  behavior  or  personality 
defect  which  makes  it  impossible  to  es- 
tablish a reasonably  satisfactory  school  or 
community  adjustment.  In  this  case,  the 
change  in  environment  and  some  form  of 
psychotherapy  in  the  institution  might  re- 
duce the  need  for  extended  commitment 
and  allow  for  an  early  return  to  the  com- 
munity. 

2.  A completely  unsatisfactory  home 
environment  and  an  unavailable  suitable 
foster  home  substitute  occasionally  neces- 
sitates institutionalization.  Social  work 
with  the  family  while  the  child  is  away, 
may  also  reduce  the  need  for  extended 
separation. 


3.  The  more  or  less  complete  absence 
of  community  facilities  and  active  interest 
in  the  management  of  these  children  are 
probably  the  major  factors  necessitating 
institutionalization.  The  separation  of  a 
child  from  its  family  for  these  reasons 
is  an  unfortunate  result  of  community 
neglect  of,  what  I believe,  should  be  a 
fundamental  public  responsibility.  More- 
over, from  the  point  of  view  of  simple  ec- 
onomics, to  institutionalize  a child  because 
of  paucity  of  community  facilities  repre- 
sents the  most  expensive  and  usually  the 
least  satisfactory  way  of  meeting  this 
problem  on  a long-term  basis. 

Group  II : Our  second  group  of  the  men- 
tally retarded,  described  as  middle  grade, 
range  in  I.Q.  from  about  25  to  50.  They 
make  up  about  20  per  cent  of  the  over-all 
problem,  which  is  less  than  a third  the 
numerical  magnitude  of  the  preceding 
category.  The  Mongoloid  child  is  the  best 
example  of  this  group,  and  actually  makes 
up  a large  part  of  it.  The  problem  differs 
from  that  represented  by  the  high  grade 
retardate  in  many  ways,  including  the 
following: 

1.  Diagnosis  is  made  much  earlier  in 
life,  sometimes,  as  in  the  Mongoloid,  at 
birth.  Management  problems  requiring  so- 
lution thus  present  themselves  earlier. 

2.  Prognosis,  as  to  eventual  intellectual 
status  can  be  made  with  more  assurance 
during  early  life. 

The  proportion  of  these  children  that 
might  be  reasonably  well  integrated  into 
the  community  with  minimal  supervision 
is  difficult  to  estimate.  Our  past  experi- 
ence in  the  community  or  institutional 
management  of  these  children  has  failed 
to  give  us  any  adequate  yardstick.  The 
reason  for  this  is  obvious.  With  few  ex- 
ceptions, practically  no  effort  has  been 
made  either  in  supervisory  services  or 
training  facilities  to  completely  explore 
the  industrial  and  adjustment  capacities 
of  these  children.  Another  factor  has  been 
the  relatively  shortened  life-span,  so  char- 
acteristic in  pre-antibiotic  days.  We  know 
now  on  the  basis  of  present  experience 
that  this  need  not  be  and  rarely  is  the 
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case  for  most,  if  satisfactory  medical  care 
is  made  available  to  an  extent  comparable 
to  that  of  the  normal  population.  Our  past 
experience  in  the  management  of  these 
children  has  been  characterized  by  an  al- 
most complete  lack  of  available  community 
facilities  for  the  training  of  these  chil- 
dren. The  complete  responsibility  has  been 
left  to  the  individual  family  group,  un- 
aided and  frequently  poorly  oriented.  The 
inevitable  result  has  been  an  increasing 
demand  for  early  institutionalization  often 
soon  after  birth.  Such  a program  of  man- 
agement not  only  fails  to  meet  the  immedi- 
ate needs  of  the  child  or  exploit  any  po- 
tential capacities  but  also  falls  far  short 
of  being  a satisfactory  solution  for  the 
many  parental  problems,  instinctual,  emo- 
tional or  otherwise,  that  the  birth  of  such 
a child  precipitates  in  the  family  unit.  In 
meeting  this  problem  on  a community 
basis  certain  fundamental  aspects  must 
be  I’ecognized  and  appreciated. 

1.  The  extreme  importance  of  the 
mother-child  relationship  during  the  early 
years  for  the  development  of  satisfactory 
personality  and  behavior  patterns  and  ac- 
ceptable inter-personal  relationships  is  al- 
most universally  accepted  in  the  case  of 
the  normal  child.  I am  firmly  convinced 
that  such  is  also  the  case  in  mentally  re- 
tarded children  of  the  type  we  are  dis- 
cussing at  this  time.  In  fact,  it  may  pos- 
sibly be  more  vital  for  them,  because  of 
their  handicap.  This  is  true  even  though 
eventual  institutional  placement  becomes 
necessary  since  even  the  protected  envir- 
onment of  an  institution  for  these  chil- 
dren is  a relatively  challenging  experience 
in  interpersonal  relationships  for  which  a 
satisfactory  personality  development  is  es- 
sential. 

2.  The  possibility  that  the  presence  of 
a retarded  child  of  this  category  of  severi- 
ty may  provide  a serious  threat  to  the 
integrity  of  the  family,  especially  if  other, 
normal  siblings  exist,  has  been  raised  on 
many  occasions.  My  own  experience  with 
many  such  families  makes  me  firmly  con- 
vinced that,  while  such  a complication 
is  possible,  it  need  not  occur  except  under 


unusual  conditions.  However,  parental  ori- 
entation, starting  early,  and  of  a continu- 
ing nature,  is  essential.  It  is  instinctual 
for  parents  to  want  to  do  that  which  they 
understand  represents  an  important  as- 
pect in  the  child’s  future  adjustment. 

I am  also  convinced  that  the  other  norm- 
al siblings  in  such  a family  need  not  be 
adversely  affected  by  the  presence  of  such 
a retarded  child.  The  reaction  and  behavior 
of  the  normal  siblings  will  be  determined 
primarily  by  the  reaction  of  the  parents, 
especially  the  mother.  If  this  is  accepting 
and  satisfactory,  unfavorable  sibling  reac- 
tion is  unlikely. 

One  occasionally  hears  the  fear  ex- 
pressed that  a particular  mother  of  such 
a child  might  be  too  unstable,  or  emotion- 
ally unable  to  adjust  to  the  presence  of 
such  an  infant  in  the  family.  Experience 
suggests  that  the  mother  who  is  so  emo- 
tionally insecure  that  the  early  care  of  such 
a handicapped  child  represents  a serious 
hazard  to  her  mental  health,  may  be  too 
unstable  to  successfully  withstand  an  early 
separation  from  her  child  without  serious 
emotional  disability. 

The  management  of  the  middle  grade 
retarded  child,  from  what  has  been  said, 
represents  a joint  responsibility  of  the 
family  and  the  community.  As  in  the  case 
of  the  high  grade  retardate,  certain  facili- 
ties are  essential.  These  include:  (a) 

Special  classes  either  in  the  school  system 
or  elsewhere,  especially  designed  for  this 
type  of  child;  (b)  industrial  training 
units  for  the  older  child  who  is  able  to 
participate;  (c)  sheltered  workshops,  for 
those  who  continue  to  adjust  and  live  in 
the  community;  (d)  social  services  to 
integrate  and  coordinate  the  program, 
and  supply  some  type  of  recreational  ac- 
tivity. 

It  is  obvious  that  even  an  adequate  pro- 
gram such  as  this  will  not  result  in  the 
complete  integration  of  most  of  these  mid- 
dle grade  retardates  with  our  highly  in- 
dustrialized society.  However,  from  our 
experience  at  Southbury,  one  may  expect 
a reasonable  proportion  to  be  so  integrat- 
ed. What  is  of  equal  importance  is  that 
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for  the  remainder  it  would  undoubtedly 
delay  considerably  the  need  for  institu- 
tionalization, and  improve  greatly  the  sub- 
sequent adjustment.  The  economic  bene- 
fits resulting  from  the  reduced  periods  of 
domiciliary  care,  and  the  incalculable  sat- 
isfaction of  the  parents  involved  would 
in  themselves  justify  the  program. 

Group  III:  This  category  of  the  men- 
tally retarded  includes  those  with  the 
most  profound  degree  of  handicap.  This 
so-called  low  grade  group,  with  I.Q.s  well 
under  25,  fortunately  only  makes  up  5 
per  cent  of  the  over-all  problem.  They 
can  be  recognized  very  early  in  life,  and 
there  is  a high  incidence  of  associated 
handicaps,  especially  cerebral  palsy  and 
epilepsy.  For  most,  the  problem  of  man- 
agement is  primarily  custodial,  humane 
care.  The  severity  of  the  intellectual  defi- 
cit makes  it  impossible  to  develop  any 
significant  interpersonal  relationships. 
The  need  for  a mother-child  relationship 
is  thus  of  minimal  importance,  and  it  is 
more  a matter  of  merely  supplying  care, 
rather  than  who  undertakes  this  respon- 
sibility. The  family,  per  se,  has  little  to 
offer  such  a child  over  and  above  that 
of  an  acceptable  institution.  The  problem 
here  is  almost  entirely  one  that  primarily 
affects  the  family  unit  rather  than  the 
child.  For  various  reasons,  some  economic, 
many  families  elect  to  supply  this  care 
at  least  while  the  child  is  young  enough 
not  to  make  the  care  too  burdensome. 
Since  private  residential  care  is  probably 
outside  the  financial  means  of  most  fami- 
lies except  for  relatively  short  periods, 
public  supported  facilities  must  be  made 
available  to  meet  this  problem.  In  this 
country,  as  a rule,  the  problem  has  been 
met  by  the  addition  of  nursery-like 


structures  to  our  state  training  schools. 
Elsewhere,  smaller  structures,  designed 
for  this  purpose,  are  built  in  the  vicinity 
of  larger  population  centers  where  the 
necessary  services  can  be  more  easily 
purchased,  reducing  the  need  for  supply- 
ing personnel  quarters  as  is  done  in  this 
country.  With  the  increased  life  span  of 
these  children  resulting  from  the  advances 
in  the  control  of  infectious  diseases,  our 
training  schools  are  gradually  finding 
it  necessary  to  divert  more  and  more  of 
their  services  to  these  ever-increasing  cus- 
todial responsibilities.  There  is  need  for 
a reevaluation  of  our  efforts  in  meeting 
this  problem  so  that  the  basic  functions 
of  the  training  schools  are  not  neglected. 
We,  in  Connecticut,  where  the  problem  is 
as  urgent  as  elsewhere,  are  becoming  in- 
creasingly interested  in  the  possibilities 
of  smaller  nurseries  near  larger  popula- 
tion centers  for  this  type  of  child.  This 
type  of  decentralized  service  under  state 
or  local  control  offers  interesting  pos- 
sibilities in  meeting  what  appears  to  be 
an  expanding  and  vital  problem. 

I realize  that  this  paper  has  little  that 
can  be  considered  as  basically  “medical”. 
Yet,  it  has  an  important  place  in  the  de- 
liberations of  physicians  to  whom  parents 
traditionally  turn  with  such  problems  as 
affect  the  mentally  retarded.  The  recent 
gi’owth  of  parent  groups  with  their  le- 
gitimate demands  for  help  in  meeting 
their  needs  has  made  it  increasingly  im- 
portant for  physicians,  from  whom  advice 
will  be  sought,  to  inform  themselves  not 
only  of  the  nature  of  the  problem  but  also 
the  measures  the  community  must  take 
to  adequately  meet  its  I'esponsibilities  in 
this  respect  most  effectively. 
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CARBON  TETRACHLORIDE 
POISONING 

The  dangerous  effects  of  carbon  tetra- 
chloride should  become  well  understood  by 
the  profession  and  better  appreciated  by 
the  public.  This  chemical  was  discovered 
by  a French  chemist  and  physician,  Reg- 
nault,  in  1839,  as  a product  of  the  action 
of  chlorine  on  chloroform  in  sunlight. 
After  the  introduction  of  chloroform  as 
an  anesthetic,  and  in  succeeding  years, 
carbon  tetrachloride  was  used  as  an  anal- 
gesic and  as  an  anesthetic,  but  not  with 


favorable  results.  About  a half  century 
ago,  because  of  its  effect  as  a solvent  for 
fats,  it  was  used  as  a shampoo.  In  a few 
years,  disastrous  results  led  to  its  disuse 
in  that  field.  In  1921,  Hall  published  his 
work  on  the  potency  of  carbon  tetrachlor- 
ide as  a vermifuge  against  hookworm, 
and  in  the  decade  that  followed  much  of 
the  knowledge  we  now  have  of  carbon 
tetrachloride  was  developed.  While  it  was 
an  effective  vermifuge  for  hookworm, 
some  of  the  persons  taking  it  became  ill 
and  many  died.  Since  that  time  it  has 
had  little  use  in  medicine  and  its  place 
has  been  taken  by  the  appreciably  less 
toxic  tetrachlorethylene,  which  has  largely 
supplanted  it  as  an  anthelmintic. 

The  danger  at  the  pi'esent  time  comes 
from  its  industrial  use.  A review  by 
Hardin  ^ gives  an  instructive  account  of 
its  wide  increasing  use,  its  dangers,  and 
^the  disease  picture  produced  by  poisoning. 
It  is  a solvent  for  such  materials  as  oils, 
grease,  fats,  waxes,  rubber  paints,  lacquer, 
asphalt,  gums,  and  resins.  It  vaporizes 
quickly  and  because  of  its  ability  to  dis- 
solve grease  has  been  used  as  a dry  clean- 
er. It  is  noninflammable  and  has  a large 
use  as  a fire  extinguisher.  It  is  also  one 
of  the  raw  materials  in  the  production  of 
the  “Freons,”  which  are  widely  used  as 
refrigerants,  and  it  is  also  used  in  the 
fumigation  of  grain.  Because  of  its  use 
in  these  many  fields,  the  chance  of  poison- 
ing by  ingestion  or  inhalation  has  greatly 
increased.  In  twenty-five  years  the  pro- 
duction has  jumped  from  33  million 
pounds  per  year  to  331  million  pounds  per 
year. 

According  to  the  regulations  governing 
handling  of  this  chemical  containers  hold- 
ing mixtures  of  10  per  cent  or  more  of  car- 
bon tetrachloride  should  have  the  following 
label:  “WARNING:  HARMFUL  VAPOR. 
Harmful  if  swallowed.  Avoid  prolonged 
breathing  of  vapor.  Avoid  prolonged  con- 
tact with  skin.”  The  maximum  allowable 
concentration  is  25  parts  of  carbon  tetra- 


1 Hardin,  B.  L.,  Jr.:  Carbon  tetrachloride  poi- 
soning— A review,  Ind.  Med.  & Surg.  23:3,  93-105 
(March)  1954. 
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chloride  per  million  parts  of  air.  The 
odor  perception  threshold  is  about  80  parts 
per  million.  “If  you  can  smell  it,  it  is 
unsafe.” 

Clinical  and  experimental  observations 
have  established  the  fact  of  considerable 
variability  in  human  susceptibility  to  pois- 
oning by  carbon  tetrachloride.  The  effects 
are  much  the  same  whether  by  ingestion 
or  inhalation,  except  in  the  former  the 
liver  symptoms  come  first. 

In  acute  poisoning  the  onset  and  course 
are  a matter  of  minutes,  during  which 
time  there  is  rapid  development  of  ma- 
laise, weakness,  nausea,  vomiting,  tachy- 
cardia, and  prostration  in  vai’ying  degree. 
Death  may  occur  in  a matter  of  minutes. 
Recovery  may  be  rapid,  possibly  to  be  fol- 
lowed by  subacute  poisoning  later. 

Geiger  attributes  the  unconsciousness  to 
the  anesthetic  effect  of  the  drug,  and  the 
sudden  death  to  the  effect  of  the  drug  on 
the  heart,  in  which  there  is  development 
of  frequent  ventricular  extrasystoles,  and 
subsequently,  ventricular  fibrillation.  Sub- 
acute poisoning  is  the  more  frequent  and 
the  more  important  type,  in  which  thei’e 
is  a slower  onset  and  a longer  duration 
of  symptoms.  These  are  due  to  the  sevex’e 
toxic  effect  of  the  chemical  upon,  prin- 
cipally, the  liver,  the  kidney,  and  the 
nervous  system.  Necrosis  of  the  central 
part  of  the  liver  lobule  occurs  to  a greater 
or  less  extent.  This  may  be  followed  by 
the  evidences  of  severe  liver  disease,  or 
regeneration  may  take  place  in  a matter 
of  weeks.  The  effect  on  the  kidney  is  on 
all  parts  of  the  nephron  but  principally  in 
the  distal  convuluted  tubules  and  the 
loops  of  Henle,  producing  the  clinical  pic- 
ture of  lower  nephron  nephrosis  or  acute 
renal  insufficiency.  In  this  situation,  the 
clinician,  without  the  history  of  exposure 
to  carbon  tetrachloride,  would  be  apt  to 
make  a diagnosis  of  chronic  glomerulone- 
phritis. 

There  is  a stage  of  oliguria  or  anuria 


beginning  one  to  three  days  after  expos- 
ure and  lasting  one  to  three  weeks.  In 
favorable  cases  diuresis  would  begin  about 
the  thirteenth  day  and  would  last  one  to 
two  weeks.  Diuresis  may  be  so  active  that 
dehydration  may  become  threatening. 

Treatment  for  the  condition  is  not  spe- 
cific, Supportive  therapy  may  be  very 
helpful.  In  cases  in  which  liver  damage  is 
extensive  the  treatment  would  be  similar 
to  what  one  would  use  for  infectious  hepa- 
titis. Hardin  notes,  however,  that  in  spite 
of  experimental  work  and  theoretical  con- 
siderations, the  use  of  sodium  xanthine, 
choline,  B12,  and  calcium  proposed  by 
various  authorities  has  not  been  effective. 
A high  carbohydrate  diet  is  desirable,  and 
a high  protein  diet  might  or  might  not 
be  desirable  depending  upon  the  degree  of 
azotemia.  The  most  important  problem  in 
the  realm  of  treatment  is  that  of  a lower 
nephron  nephrosis.  Not  more  than  700  to 
1000  ml.  of  fluid  should  be  given  daily 
during  the  oliguric  stage. 

Renal  decapsulation,  peritoneal  dialysis, 
intestinal  irrigation,  and  exsanguinotrans- 
fusion  have  not  been  successful. 

The  principal  aim  is  nutritional  support 
during  the  time  that  regeneration  of  the 
liver  and  kidney  cells  may  take  place. 

Chronic  poisoning  appears  in  those  in- 
dividuals who  have  had  prolonged  expos- 
ure to  small  amounts  of  this  chemical. 
Cases  of  amblyopia,  mental  dullness,  cir- 
rhosis of  the  liver,  and  chronic  dyspepsia 
have  been  reported. 

Carbon  tetrachloride  along  with  many 
other  solvents,  therefore,  constitutes  a 
widespread  industrial  hazard.  Its  poison- 
ing effects  may  be  obvious  or  subtle.  A 
minor  degree  of  protection  is  provided  by 
the  laws  governing  its  distribution.  The 
principal  safety  will  come  only  from  ade- 
quate public  education  and  from  the  con- 
tinued alertness  of  the  profession  in  treat- 
ing patients  where  exposure  has  been  a 
possibility. 
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Organization  Section 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


KEPT  THE  FAITH 

The  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  presented  the  American  Medical 
Education  Foundation,  with  a check  for  $80,000, 
to  be  distributed  to  the  respective  Grade  A 
Medical  Schools  for  use  in  any  manner  best 
fitted  to  their  needs.  This,  we  think,  is  a worth- 
while contribution  and  the  members  of  the  Auxi- 
liary should  be  proud  of  this  accomplishment. 


AMA  REGISTRATION 

Physician  registration  totals  stood  at  11,403  by 
4 p.  m.  on  Thursday,  June  9.  This  compares  with 
an  MI)  registration  of  11,700  in  San  Francisco 
last  year  at  the  end  of  the  fourth  day. 

Grand  total  of  all  registrants  for  the  Atlantic 
City  meeting  reached  26,767.  In  addition  to  the 
doctors,  breakdown  on  that  figure  is;  12,4.50 
guests,  437  nurses,  833  residents,  239  technicians, 
388  medical  students,  and  517  interns. 


MEMBER  REPRESENTATION 

We  are  indeed  pleased  to  know  that  our  So- 
ciety was  so  well  represented  at  the  AMA  meet- 
ing in  Atlantic  City.  The  following  members 
were  registered  and  we  are  sure  they  profited 
materially  by  participating  in  the  program: 


M.  M.  Miller, 

Lake  Charles 
Ian  M.  Thompson. 

Ft.  Dlx 

Donovan  C.  Browne. 

New  Orleans 
Will.  W.  Coulter.  .I;-.. 

Oreenwell  Sprinijs 
Wilkes  A.  Knolle. 

New  Orleans 
F.  W.  Piekell. 

Baton  Rouge 
Charles  C.  .ihbott. 

New  Orleans 
William  B.  Clark. 

New  Orleans 
Val  II.  Fuchs. 

New  Orleans 
Carlton  L.  Harris, 
Baton  Rouge 
Stonewall  J.  I’hillips, 
New  Orleans 
Bertha  N.  Wexler, 
New  Orleans 
.\lton  Oi  hsner. 

New  Orleans 
Geo.  E.  Burch, 

New  Orleans 
Guy  A.  Caldwell. 

New  Orleans 
.lames  Q.  Graves. 
.Monroe 


W.  R.  Hardy.  Sr.. 

New  Orleans 
Gustav  C.  Balm. 

New  Orleans 
Sidney  D.  Bullard. 

New  Orleans 
Richard  A.  Faust. 

New  Orleans 
George  M.  Haik, 

New  Orleans 
C.  Gordon  .lohnson, 
New  Orleans 
B.url  B.  Lane.  .Ir.. 

Zachary 
Lee  D.  McLean. 

New  Orleans 
Sanford  W.  Tuthill. 
Bogalusa 

\ ineent  ,T.  Derhes. 

New  Orleans 
Merrill  O.  Hines, 
New  Orleans 
Thomas  Campanella. 

Baton  Rouge 
Charles  A.  .lones. 
New  Orleans 
Milton  L.  McCall, 
New  Orleans 
Robert  E.  Schoel. 

New  Orleans 
Robert  W.  Borders, 
Shreveport 


James  II.  Ferguson, 
New  Orleans 
E.  M.  Harrell, 
Lafayette 
D.  T.  Milam. 

Monroe 

Morris  J.  Weisler, 
New  Orleans 
Janies  H.  Allen. 

New  Orleans 
John  Adriani, 

New  Orleans 
James  W.  Burks. 

New  Orleans 
C.  Grenes  Cole. 

New  Orleans 
Max  M.  Green, 

New  Orleans 


Philip  H.  Jones, 

New  Orleans 
Richard  L.  Buck, 

New  Orleans 
A.  N.  Evans, 

Alexandria 
Nathan  Goldstein, 

New  Orleans 
.Arthur  A.  Herold, 
Shreveport 

Martin  S.  Kleckner,  .Tr., 
New  Orleans 
.Arthur  E.  McKeithen, 
Hodge 

Nathan  H.  Poliner, 

New  Orleans 
Francis  J.  Vincent, 
Crowley 


REPORT  ON  ACTIONS  OF  THE  HOUSE  OF 
DELEGATES,  AMERICAN  MEDICAL 
ASSOCIATION 
104th  ANNUAL  MEETING 
JUNE  6-10,  1955 
ATLANTIC  CITY 

This  report  covers  only  a few  of  the  many 
important  subjects  dealt  with  by  the  House  and 
is  not  intended  as  a detailed  report  on  all  actions 
taken. 

ATLANTIC  CITY,  June  10  — Osteopathy, 
medical  ethics,  medical  practices,  intern  train- 
ing, hospital  accreditation  and  polio  vaccine  were 
among  the  major  topics  of  discussion  by  the 
House  of  Delegates  at  the  American  Medical 
Association’s  104th  Annual  Meeting  held  Jnue 
6-10  in  Atlantic  City. 

Elected  unanimously  as  president-elect  for  the 
coming  year  was  Dr.  Dwight  H.  Murray,  general 
practitioner  of  Napa,  California,  who  has  been 
a member  of  the  A.M.A.  Board  of  Trustees  for 
ten  years  and  its  chairman  for  the  past  four 
years.  Dr.  Murray  will  become  president  of  the 
American  Medical  Association  at  the  June,  1956, 
meeting  in  Chicago,  succeeding  Dr.  Elmer  Hess 
of  Erie,  Pa.  Dr.  Hess  took  office  at  the  Tues- 
day evening  inaugural  program  in  Atlantic 
City’s  Convention  Hall. 

The  House  of  Delegates  voted  the  1955  Distin- 
guished Service  Award  of  the  American  Medical 
Association  to  Dr.  Donald  G.  Balfour,  surgeon, 
author  and  researcher  of  Rochester,  Minn.,  for 
his  outstanding  contributions  to  medicine  and 
humanity.  Dr.  Balfour  has  been  with  the  Mayo 
Clinic  since  1907  and  he  also  has  been  associate 
director  and  then  director  of  the  Mayo  Founda- 
tion for  Medical  Education  and  Research.  His 


Organization  Section 


299 


son,  Dr.  William  Balfour,  accepted  the  award 
for  his  father  at  the  Tuesday  inaugural  pro- 
gram. 

The  Osteopathic  Issue 

The  Reference  Committee  on  Medical  Educa- 
tion and  Hospitals  submitted  two  reports  after 
considering  the  recommendations  of  the  Com- 
mittee for  the  Study  of  Relations  Between  Os- 
teopathy and  Medicine.  The  minority  report, 
which  was  adopted  by  the  House  of  Delegates, 
said : 

“One  member  of  the  Reference  Committee  was 
completely  satisfied  that  an  appreciable  portion 
of  current  education  in  colleges  of  osteopathy 
definitely  does  constitute  the  teaching  of  ‘cultist’ 
healing,  and  is  an  index  that  the  ‘osteopathic 
concept’  still  persists  in  current  osteopathic 
practice.  Since  he  cannot  with  good  conscience 
approve  the  recommendation  that  doctors  of 
medicine  teach  in  osteopathic  colleges  where 
‘cultism’  is  part  of  the  curriculum,  he  respect- 
fully makes  the  following  recommendations  to 
the  House  of  Delegates: 

“1)  That  the  report  of  the  Committee  for 
the  Study  of  Relations  Between  Osteopathy  and 
Medicine  be  received  and  filed;  and  that  the 
Committee  be  thanked  for  its  diligent  work,  and 
be  discontinued. 

“2)  That  if  and  when  the  House  of  Dele- 
gates of  the  American  Osteopathic  Association, 
their  official  policy-making  body,  may  volun- 
tarily abandon  the  commonly  so-called  ‘osteo- 
pathic concept’,  with  proper  deletion  of  said 
‘osteopathic  concept’  from  catalogs  of  their  col- 
leges; and  may  approach  the  Trustees  of  the 
American  Medical  Association  with  a request  for 
further  discussion  of  the  relations  of  Osteopathy 
and  Medicine,  then  the  said  Trustees  shall  ap- 
point another  special  committee  for  such  dis- 
cussion.” 

The  majority  repoi-t  of  the  reference  commit- 
tee, which  was  rejected  by  the  House,  made  the 
following  recommendations: 

“Your  Reference  Committee  after  a study  of 
the  report  of  the  Committee  for  the  Study  of 
Relations  Between  Osteopathy  and  Medicine  and 
the  study  of  other  evidence  submitted  is  not 
completely  satisfied  that  the  current  education 
in  colleges  of  osteopathy  is  free  of  the  teaching 
of  ‘cultist’  healing. 

“In  view  of  the  desire  to  elevate  the  stan- 
dards of  teaching  in  colleges  of  osteopathy,  your 
Reference  Committee  recommends  approval  of 
the  recommendation  of  the  Committee  that  doc- 
tors of  medicine  may  accept  invitations  to  assist 
in  osteopathic  undergraduate  and  postgraduate 
medical  educational  programs  in  those  states  in 
which  such  participation  is  not  contrary  to  the 
announced  policy  of  the  respective  county  and 
state  medical  associations.  Such  teaching  ser- 
vices would  be  ethical. 


“Your  Reference  Committee  approves  the  rec- 
ommendation of  the  Committee  that  the  House 
of  Delegates  request  state  medical  associations 
to  assume  the  responsibility  of  determining  the 
relationship  of  doctors  of  medicine  to  doctors 
of  osteopathy  within  their  respective  states  or 
request  their  component  county  societies  to  do 
so. 

“Your  Reference  Committee  recommends  that 
a committee  be  appointed  at  the  discretion  of 
the  Board  of  Trustees  to  confer  with  representa- 
tives of  the  American  Osteopathic  Association 
concerning  common  of  inter-professional  prob- 
lems on  the  national  level.” 

Change  in  Medical  Ethics 

The  Reference  Committee  on  Miscellaneous 
Business  dealt  with  ten  resolutions  concerning 
the  dispensing  of  drugs  and  appliances  by  physi- 
cians. The  following  committee  report  was 
adopted  by  the  House: 

“A  great  many  individuals  appeared  before 
your  committee  in  the  interest  of  several  reso- 
lutions submitted  to  it  requesting  amendment  to 
or  deletion  of  Chapter  I,  Section  8 of  the  Prin- 
ciples of  Medical  Ethics,  and  the  bulk  of  your 
committee’s  time  was  spent  on  this  very  impor- 
tant and  complex  matter. 

“With  reference  to  this  problem,  the  follow- 
ing resohitions  were  considered:  Nos.  7,  12,  16, 
18,  22,  35,  39,  58,  62  and  73. 

“Your  committee  recommends  that  no  one  of 
these  resolutions  be  adopted  as  submitted  but 
does  recommend  deletion  of  Section  8,  Chapter 
I of  the  Principles  of  Medical  Ethics  which  now 
reads : 

‘OWNERSHIP  OF  DRUGSTORES  AND 
DISPENSING  OF  DRUGS  AND 
APPLIANCES  BY  PHYSICIANS 
‘Sec.  8. — It  is  unethical  for  a physician  to 
participate  in  the  ownership  of  a drugstore  in 
his  medical  practice  area  unless  adequate  drug- 
store facilities  are  otherwise  unavailable.  This 
inadequacy  must  be  confirmed  by  his  compo- 
nent medical  society.  The  same  principle  ap- 
plies to  physicians  who  dispense  drugs  or  ap- 
pliances. In  both  instances,  the  practice  is 
unethical  if  secrecy  and  coercion  are  employed 
or  if  financial  interest  is  placed  above  the 
quality  of  medical  care.  On  the  other  hand, 
sometimes  it  may  be  advisable  and  even  neces- 
sary for  physicians  to  provide  certain  appli- 
ances or  remedies  without  profit  which  pa- 
tients can  not  procure  from  other  sources.’ 
“Your  committee  recommends  that  the  follow- 
ing be  substituted  in  lieu  thereof : 

DISPENSING  OF  DRUGS  AND  APPLIANCES 
BY  PHYSICIANS 

‘Sec.  8. — It  is  not  unethical  for  a physician 
to  prescribe  or  supply  drugs,  remedies,  or  ap- 
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pliances  as  long  as  there  is  no  exploitation  of 
the  patient.’  ” 

In  reporting  to  the  House  the  chairman  of 
the  Reference  Committee  explained  that  in  the 
opinion  of  the  Committee  the  Code  of  Ethics 
should  be  stated  in  broad  principles  rather  than 
attempt  to  interpret  principles  in  detail.  In 
recommending  the  change  in  Section  8 the 
Committee  emphasized  that  this  section  should 
be  interpreted  in  line  with  Chapter  I,  Section  6, 
which  reads:  “The  ethical  physician,  engaged 

in  the  practice  of  medicine,  limits  the  sources  of 
his  income  received  from  professional  activities 
to  service  rendered  the  patient  ...” 

Medical  Practices  Committee  Report 

The  Reference  Committee  on  Insurance  and 
Medical  Service,  which  considered  tw'o  Board  of 
Trustees  reports  on  the  Report  of  the  Commit- 
tee on  Medical  Practices,  recommended  endorse- 
ment of  the  Board’s  principal  conclusions  and 
recommendations.  The  House  of  Delegates,  how- 
ever, adopted  a substitute  motion  postponing 
action  until  next  December.  The  motion  also 
called  for  distribution  of  the  entire  report  of 
the  Committee  on  Medical  Practices  to  all  dele- 
gates, so  that  they  can  study  it  carefully  before 
the  1955  Clinical  Meeting  in  Boston. 

Internship  Approval  Programs 

The  House  adopted  the  following  statement 
presented  by  the  Reference  Committee  on  Medi- 
cal Education  and  Hospitals: 

“Your  Committee  has  reviewed  the  report  of 
the  Council  on  Medical  Education  and  Hospitals 
which  includes  a summary  of  the  reports  pre- 
viously made  to  the  House  of  Delegates  by  the 
Ad  Hoc  Committee  on  Internships  and  are  in’ 
agreement  with  the  Council  that  these  conclu- 
sions and  recommendations  are  eminently  sound 
and  that  they  should  be  incorporated  into  the 
principles  and  policies  employed  by  the  Council 
in  the  conduct  of  its  internship  approval  pro- 
grams including  subsequent  revisions  of  the 
Essentials  of  an  Approved  Internship. 

“Your  Committee  wishes  specifically  to  re- 
affirm the  following  recommendations  of  the 
Ad  Hoc  Committee  on  Internships: 

“1)  That  a continuing  study  be  made  as  to 
what  should  be  the  content  of  an  internship; 
what  constitutes  sound  clinical  experience  dur- 
ing the  internship  year. 

“2)  That  the  ‘one-fourth  rule’  be  adopted: 
Any  internship  program  that  in  two  successive 
years  does  not  obtain  one-fourth  of  its  stated 
complement  be  disapproved  for  intern  training. 
It  was  pointed  out  to  your  Committee  in  the 
hearings  that  statistical  data  compiled  for  a 
period  of  two  years  indicated  that  enforcement 
of  this  rule  would  have  displaced  only  a few 
interns.” 


Hospital  Accreditation 

The  same  reference  committee  considered  six 
resolutions  on  hospital  accreditation  and  pre- 
sented the  following  statement  which  was 
adopted  by  the  House: 

“Your  reference  committee  has  reviewed  all 
these  resolutions  which  in  principle  are  similar 
and  apparently  reflect  a widespread  dissatisfac- 
tion with  the  present  functioning  of  the  Joint 
Commission  on  the  Accreditation  of  Hospitals, 
possibly  from  bilateral  misunderstandings.  There- 
fore, your  reference  committee  recommends  that 
the  Speaker  of  the  House  of  Delegates  be  re- 
quested to  appoint  a special  committee  to  review 
the  functions  of  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  to  consist  of  seven 
members,  none  of  whom  shall  be  members  of 
the  Council  on  Medical  Education  and  Hospitals 
or  the  Joint  Commission  on  the  Accreditation  of 
Hospitals.  This  special  committee  should  be  in- 
structed to  make  an  independent  study  or  sur- 
vey and  report  its  findings  and  recommendations 
to  the  House  of  Delegates  at  the  next  annual 
meeting.  All  physicians  and  hospitals  are  urged 
to  pass  on  to  this  special  committee  any  ob- 
servations or  suggestions  concerning  the  func- 
tioning of  the  Joint  Commission  on  the  Accredi- 
tation of  Hospitals.” 

Polio  Vaccine 

The  House  passed  three  resolutions  suggested 
by  the  Reference  Committee  on  Hygiene,  Public 
Health  and  Industrial  Health  in  connection  with 
discussion  of  the  Salk  polio  vaccine  and  the 
introduction  of  new  methods  in  the  treatment 
or  prevention  of  disease. 

The  fii’st  resolution  reaffirmed  “confidence 
in  the  established  methods  of  announcing  new 
and  possibly  beneficial  methods  in  the  treat- 
ment and  prevention  of  disease”  and  also  re- 
affirmed “the  need  for  the  presentation  of  re- 
ports on  medical  research  before  established 
scientific  groups,  allowing  free  discussion  and 
criticism,  and  the  publication  of  such  reports, 
including  methods  employed  and  data  acquired 
on  which  the  results  and  conclusons  are  based, 
in  recognized  scientific  publications.” 

The  second  resolution  included  the  following 
policy  statements: 

“Resolved,  that  the  American  Medical  Asso- 
ciation go  on  record  as  disapproving  the  pur- 
chase and  distribution  of  the  Salk  polio  vaccine 
by  any  agency  of  the  federal  government  except 
for  those  unable  to  procure  it  for  themselves 
and  that  such  necessary  federal  funds  therefore 
be  allocated  to  the  various  proper  state  agencies 
for  such  purpose;  and  be  it  further 

“Resolved,  that  the  American  Medical  Asso- 
ciation urge  the  Congress  of  the  United  States 
to  allow  the  Salk  polio  vaccine  to  be  produced, 
distributed  and  administered  in  accordance  with 
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past  procedures  on  any  new  drug  or  vaccine.” 

The  third  resolution  commended  Dr.  Salk  as 
follows: 

“Whereas,  the  physicians  of  this  country  rec- 
ognize the  great  scientific  achievement  in  isolat- 
ing and  perfecting  a vaccine  for  the  prevention 
of  poliomyelitis  by  Dr.  Jonas  Salk;  and 

“Whereas,  this  vaccine  is  now  being  used  to 
prevent  poliomyelitis  among  many  of  our  chil- 
dren; therefore  be  it 

“Resolved,  that  the  House  of  Delegates  ex- 
press its  profound  gratitude  to  Dr.  Salk  and  its 
admiration  for  his  monumental  contribution  to 
medincal  science.” 

Miscellaneous  Actions 

Among  a large  number  of  actions  on  a wide 
variety  of  subjects,  the  House  of  Delegates  also: 

Commended  the  “Medic”  television  program; 

Reaffirmed  its  previous  recommendation  that 
the  United  States  withdraw  from  the  Interna- 
tional Labor  Organization; 

Approved  the  Headquarters  Survey  Report, 
which  included  the  statement  that  “the  only 
public  relations  program  of  any  permanent 
value  is  the  private  and  public  relations  of  the 
individual  doctor”; 

Expressed  regret  that  the  Hoover  Commission 
saw  fit  to  alter  or  eliminate  some  of  the  rec- 
ommendations of  its  Medical  Task  Force; 

Reaffirmed  its  opposition  to  extension  of  the 
Doctor  Draft  Law; 

Recommended  the  creation  of  an  A.M.A. 
Committee  on  Geriatrics; 

Warned  against  the  danger  embodied  in  state 
legislative  proposals  designed  to  restrict  the  en- 
tire field  of  visual  care  to  the  profession  of 
optometry. 

Opening  Session 

Principal  addresses  at  the  Monday  opening 
session  of  the  House  of  Delegates  were  given 
by  Dr.  Walter  B.  Martin  of  Norfolk,  Va.,  re- 
tiring A.M.A.  president,  and  Dr.  Elmer  Hess  of 
Erie,  Pa.,  then  president-elect.  Dr.  Martin  de- 
clared that  the  basic  philosophy  of  medicine  has 
not  changed  and  “our  obligation  is  to  bring  the 
best  that  medicine  can  offer  to  the  individual 
patient.”  Dr.  Hess  said  that  the  nation’s  phy- 
sicians must  become  leaders  in  a campaign  to 


“overcome  the  ravages  of  mental  illness”  as 
well  as  in  an  “intensive  campaign  to  eliminate 
the  needless  bloodshed”  of  traffic  accidents. 

Inaugural  Program 

“Medicine’s  Proclamation  of  Faith”  was  the 
theme  of  the  Tuesday  evening  inaugural  pro- 
gram, which  was  broadcast  nationwide  by  the 
ABC  Radio  Network.  Dr.  Hess,  in  his  inaugural 
address,  said  that  “unless  we  are  willing  to  give 
of  ourselves  and  our  faith,  our  science  will 
avail  us  little.”  Dr.  Norman  Vincent  Peale, 
eminent  clergyman  who  was  guest  speaker  on 
the  inaugural  program,  pointed  out  that  “the 
drawing  together  of  medicine  and  religion  is  a 
step  in  helping  man  toward  proper  use  of  his 
God-given  potentials  and  qualifications.” 

Election  of  Officers 

The  following  officers  were  elected  at  the 
closing  session,  in  addition  to  Dr.  Murray,  the 
new  president-elect: 

Dr.  Millard  D.  Hill,  Raleigh,  N.C.,  vice  presi- 
dent; Dr.  George  F.  Lull,  Chicago,  secretary; 
Dr.  J.  J.  Moore,  Chicago,  treasurer;  Dr.  E. 
Vincent  Askey,  Los  Angeles,  speaker  of  the 
House  of  Delegates,  and  Dr.  Louis  M.  Orr, 
Orlando,  Fla.,  vice  speaker. 

Dr.  Gunnar  Gundersen,  La  Crosse,  Wis.,  was 
named  chairman  of  the  Board  of  Trustees  to 
succeed  Dr.  Murray.  Dr.  James  R.  Reuling, 
Bayside,  N.Y.,  was  elected  to  fill  Dr.  Murray’s 
term  on  the  Board.  Re-elected  as  trustees  were 
Dr.  L.  W.  Larson,  Bismarsk,  N.  D.,  and  Dr.  T.  P. 
Murdock,  Meriden,  Conn. 

Dr.  Louis  A.  Buie,  Rochester,  Minn.,  was 
named  by  Dr.  Hess  to  succeed  himself  on  the 
Judicial  Council.  Elected  to  the  Council  on 
Medical  Education  and  Hospitals  were  Dr. 
Harlan  English,  Danville,  111.,  and  Dr.  James 
M.  Faulkner,  Boston,  the  latter  succeeding  him- 
self. Re-elected  to  the  Council  on  Medical  Service 
was  Dr.  H.  B.  Mulholland,  Charlottesville,  Va. 
Elected  to  the  same  Council  were  Dr.  A.  C. 
Scott,  Temple,  Tex.,  and  Dr.  R.  B.  Chrisman  Jr., 
replacing  Dr.  Orr. 

Dr.  B.  E.  Pickett,  Sr.,  Carrizo  Springs,  Tex., 
was  re-elected  to  the  Council  on  Constitution 
and  Bylaws,  and  Dr.  Warren  Furey  was  named 
to  the  same  Council  to  replace  Dr.  James  Stev- 
enson, Tulsa,  Okla. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

The  Tennessee  Valley  Medical  Assembly 
(sponsored  by  the  Chattanooga  and  Hamilton 
County  Medical  Society)  will  hold  a meeting 
October  3 and  October  4,  1955,  at  the  Read 
House,  Chattanooga,  Tennessee. 

There  will  be  four  sessions  and  among  the 
speakers  will  be  Dr.  Edgar  Hull  and  Dr.  Alton 
Ochsner. 

Attendance  at  the  Assembly,  it  is  stated,  pro- 
vides acceptable  medical  study  requirements  for 
continued  membership  in  the  American  Academy 
of  General  Practice. 

Registration  fee  is  $15,  which  includes  the  ban- 
quet on  October  3.  Early  registration  is  urged 
and  should  be  sent  to:  Chattanoogans,  Inc.,  819 
Broad  Street,  Chattanooga,  Tennessee.  ’ 


DR.  HAYES  ATTENDS  ATLANTIC  CITY 
MEETING 

Dr.  Daniel  W.  Hayes,  who  is  Governor  for  the 
State  of  Louisiana  and  senior  delegate  to  the 
American  Diabetes  Association  for  Louisiana,  at- 
tended the  Board  of  Governors  meeting  as  well  as 
the  annual  meeting  of  the  American  Diabetes 
Association  in  Atlantic  City,  June  3-5.  He  is 
chairman  of  the  Committee  on  Diabetes  for  the 
Louisiana  State  Medical  Society  as  well  as  chair- 
man of  the  Committee  for  the  Orleans  Parish 
Medical  Society. 


A.M.A.  COMMITTEE  REPORT  ON  FEE 
SPLITTING  PROBLEMS 

A special  committee  of  the  American  Medical 
Association  at  the  Atlantic  City  meeting  on  June 
6,  1955,  offered  a four-point  progi’am  to  correct 
the  basic  economic  causes  of  fee  splitting  within 
the  profession. 

The  Committee  on  Medical  Practices,  which 
was  appointed  by  the  A.M.A.  Board  of  Trustees 
early  in  1954,  recommended  that: 


1.  A special  committee  be  created  to  work  on 
a relative  value  scale,  based  on  points  and  not 
dollars,  for  the  whole  of  the  practice  of  medicine 
and  surgery.  It  would  indicate  the  proper  i-ela- 
tion  between  fees  for  various  medical  and  sur- 
gical specialties. 

2.  A program  of  public  education  on  the  value 
of  diagnostic  and  medical  work  be  fostered  to 
increase  the  public’s  appreciation  of  non-surgical 
work. 

3.  The  American  Medical  Association  encour- 
age the  various  specialty  boards  in  medicine  to 
reappraise  the  value  of  their  regulations  restrict- 
ing the  practice  of  those  seeking  or  holding  board 
certificates. 

4.  The  American  ]\Iedical  Association  continue 
to  discourage  arbitrary  restrictions  by  hospitals 
against  general  practitioners. 

Dr.  Dwight  H.  Murray,  Napa,  Calif.,  President- 
elect of  the  A.M.A.  Board  of  Trustees,  termed 
the  report  “the  most  constructive  and  exhaustive 
relating  to  the  problem  of  fee  splitting  ever  writ- 
ten. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  of  $1000  (first  prize  of  $500,  sec- 
ond prize  $300  and  third  prize  $200)  for  essays 
on  the  result  of  some  clinical  or  laboratory  re- 
search in  Urology.  Competition  shall  be  limited 
to  urologists  who  have  been  graduated  not  more 
than  ten  years,  and  to  men  in  training  to  become 
urologists. 

The  first  prize  essay  will  appear  on  the  pro- 
gram of  the  forthcoming  meeting  of  the  American 
Urological  Association,  to  be  held  at  the  Statler 
Hotel,  Boston,  Massachusetts,  May  28-31,  1956. 

For  full  particulars  write  the  Executive  Secre- 
tary, William  P.  Didusch,  1120  North  Charles 
Street,  Baltimore,  Maryland.  Essays  must  be  in 
his  hands  before  December  1,  1955. 
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SCHEDULE  OF  LABORATORY  REFRESHER  TRAINING  COURSES 
DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

July  1955  -June  1956 


Dates 

Course 

No. 

Courses 

Duration 

Sept.  12-23 

8.40 

Laboratory  Diagnosis  of  Bacterial  Diseases 
Part  1.  General  Bacteriology 

2 wks. 

Sept.  12  to  Oct.  7 

8.00 

Laboratory  Diagnosis  of  Parasitic  Diseases 
Part  1.  Intestinal  Parasites 

4 wks. 

Sept.  26  to  Oct.  7 

8.41 

Laboratory  Diagnosis  of  Bacterial  Diseases 
Part  2.  General  Bacteriology 

2 wks. 

Oct.  10-28 

8.01 

Laboratory  Diagnosis  of  Parasitic  Diseases 
Part  2.  Blood  Parasites 

3 wks. 

Oct.  17-28 

8.20 

Laboratory  Diagnosis  of  Viral  and  Rickettsial  Diseases 

2 wks. 

Oct.  17-28 

8.50 

Laboratory  Diagnosis  of  Bacterial  Diseases 
Enteric  Bacteriology 

2 wks. 

Oct.  31  to  Nov.  4 

8.26 

Laboratory  Diagnosis  of  Rabies 

1 wk. 

Oct.  31  to  Nov.  11 

8.15 

Laboratory  Methods  in  Medical  Mycology 
Part  1.  Cutaneous  Pathogenic  Fungi 

2 wks. 

Nov.  14-25 

8.16 

Laboratory  Methods  in  Medical  Mycology 
Part  2.  Subcutaneous  and  Systemic  Fungi  * 

2 wks. 

Nov.  14-25 

8.55 

Laboratory  Diagnosis  of  Tuberculosis 

2 wks. 

Nov.  28  to  Dec.  9 

8.17 

Laboratory  Methods  in  the  Study  of  Pulmonary  Mycoses 

2 wks. 

Dec.  12-16 

9.40 

Laboratory  Diagnostic  Methods  in  Veterinary  Mycology 

1 wk. 

Mar.  12-23 

8.20 

Laboratory  Diagnosis  of  Viral  and  Rickettsial  Diseases 

2 wks. 

Mar.  26-30 

8.26 

Laboratory  Diagnosis  of  Rabies 

1 wk. 

8.05 

Laboratory  Diagnosis  of  Malaria  ** 

2 wks. 

8.21 

Virus  Isolation  and  Identification  Techniques  ** 

2-4  wks. 

8.42 

Typing-  of  Corynebacterium  diphtheriae  ** 

1 wk. 

8.51 

Special  Problems  in  Enteric  Bacteriology  ** 

2 wks. 

8.52 

Phage  Typing  of  Salmonella  typhosa  ** 

1 wk. 

* Completion  of  Course  8.15  or  equivalent  education  or  experience  is  a prerequisite. 

**  Courses  offered  by  special  arrangement  only. 

Information  and  application  forms  may  be  obtained  from  Laboratory  Training  Services,  U.  S. 
Public  Health  Service,  P.  0.  Box  185,  Chamblee,  Georgia. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  Part  II  Examinations  of  the  American 
Board  of  Obstetrics  and  Gynecology  were  held 
May  12  through  20  at  the  Edgewater  Beach  Hotel 
in  Chicago,  Illinois;  387  candidates  were  ex- 
amined. 

After  twenty-five  years  of  continuous  service. 
Dr.  Walter  T.  Dannreuther  was  succeeded  as 
President  of  the  Board  by  Dr.  F.  Bayard  Carter. 
Dr.  Dannreuther  will  continue  with  the  Board 
as  a member  of  the  Executive  Committee. 

After  many  years  of  faithful  service  as  a Di- 
rector, the  resignation  of  Dr.  Willard  R.  Cooke 
was  accepted  with  regret  and  Dr.  Conrad  G.  Col- 
lins of  New  Orleans  was  elected  to  fill  his  un- 
expired term. 

Applications  for  certification  for  the  1926 
Part  I Examinations  are  now  being  accepted. 
Candidates  are  urged  to  make  such  application 
as  early  as  possible,  and  before  October  1,  1955, 
through  Dr.  Robert  L.  Faulkner,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 


AIR  CONDITIONING  * 

The  wide  differential  in  temperature  between 
summer  climates  and  some  air-conditioned  in- 
teriors poses  a possible  health  question.  “The 
chief  difficulty  centers  about  the  ‘comings  and 
goings’  of  occupants  of  this  artificial  climate.’’ 
In  winter,  the  human  body  becomes  adjusted  so 
that  persons  leaving  interiors  heated  to  about 
80  degrees  (Fahrenheit)  can  enter  a near-zero 
environment  with  only  the  addition  of  an  over- 
coat and  hat.  In  summer,  however,  moving  from 
air-conditioned  environments  with  relatively  low 
temperatures  into  exteriors  of  high  temperatures 
may  result  in  a condition  of  “thermal  shock.” 
The  ideal  solution  of  a three  to  four  stage  tran- 
sition is  unfortunately  impractical.  “Under  the 
circumstances  described,  much  may  be  accomp- 
lished by  clothing  adjustments.  In  many  air-con- 
ditioned spaces,  particularly  if  there  is  excessive 
air  motion,  added  garments  are  necessary,  especi- 
ally among  women.  The  divestment  of  these  gar- 
ments aids  the  physiological  state  on  re-entering 
the  hot  outer  air.  Humidification  of  the  air  is 
less  important  to  health  than  was  earlier  con- 
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tended.  As  to  comfort,  the  degree  of  humidity 
may  be  more  important  but  still  is  not  fundamen- 
tal. Some  investigators,  with  respect  to  air  con- 
ditioning in  summer,  advise  merely  dehumidify- 
ing  the  air  to  a low  point  without  effort  to  lower 
temperatures,  but  this  may  give  rise  to  an  un- 
pleasant sense  of  chilling  owing  to  increased 
evaporation.  In  any  event,  a humidity  between 
40  and  60%  is  regarded  with  favor.” 

♦QUERIES  and  MINOR  NOTES:  Air  condi- 
tioning, Journal  of  the  American  Medical  Asso- 
ciation 157:1265  (April  2)  1955. 


AMERICAN  DERMATOLOGICAL 
ASSOCIATION,  INC. 

ANNUAL  PRIZE  ESSAY  CONTEST 

The  American  Dermatological  Association  is 
again  offering  a series  of  prizes  for  the  best 
essays  submitted  for  original  work,  not  previ- 
ously published,  relative  to  some  fundamental  as- 
pect of  dermatology’  or  syphilology.  The  purpose 
of  this  contest  is  to  stimulate  investigators  to 
original  work  in  these  fields.  Cash  prizes  will  be 
awarded  as  follows:  Five  hundred  dollars,  four 

hundred  dollars,  thi’ee  hundred  dollars  and  two 
hundred  dollars  for  first,  second,  third  and  fourth 
place,  respectively. 

^Manuscripts  typed  in  English  with  double  spac- 
ing and  ample  margins  as  for  publication,  to- 
gether with  illustrations,  charts  and  tablets,  all 
of  which  must  be  in  triplicate,  are  to  be  sub- 
mitted not  later  than  Xovember  15,  1955. 

The  manuscripts  should  be  sent  to  Dr.  La- 
mar Callaivay,  Secretary,  American  Dermatologi- 
cal Association,  Duke  Hospital,  Durham,  Xorth 
Carolina.  Those  which  are  incomplete  in  any  of 
the  above  respects  will  not  be  considered.  Manp- 
scripts  should  be  limited  to  ten  thousand  words 
or  less  and  the  time  of  presentation  of  prize 
essay  shall  not  exceed  thirty  minutes.  In  order 
to  aid  fair  judgment,  papers  should  be  submitted 
under  a nom  de  plume  with  no  information  any- 
where in  the  paper  as  to  the  institution  or  clinic 
where  the  work  was  done. 


SHINGLES  PATIENTS  RESPOND  TO 
GAMMA  GLOBULIN 

Five  of  six  patients  treated  with  gamma  globu- 
lin were  relieved  of  painful  symptoms  of  herpes 
zoster,  also  known  as  shingles,  a Florida  physi- 
cian reported. 

Dr.  I.  Irving  Weintraub,  Gainesville,  reported 
on  the  cases  in  the  April  30  Journal  of  the  Ameri- 
can Medical  Association.  Gamma  globulin  has 
been  used  previously  in  treatment  of  measles. 

Dr.  Weintraub  said  in  four  of  the  six  patients, 
a “dramatic  relief  of  pain  occurred  within  the 
first  24  hours.”  Skin  outbreaks  were  stopped  by 
the  treatment  and  no  further  infection  was  seen. 

patient  whose  skin  eruptions  had  been  present 
for  seven  days  before  treatment  was  relieved  of 


pain  in  48  hours.  Complete  healing  of  the  erup- 
tions required  from  one  to  three  weeks. 

Only  one  patient,  with  nerve  involvement,  did 
not  respond  to  treatment.  Dr.  Weintraub  said. 
All  patients,  except  one  hospitalized  for  bleeding 
skin  eruptions,  continued  to  work  in  spite  of  “ex- 
tensive involvement”  in  some  cases. 


WHY  INJECTIONS  HURT 

Practically  everyone  at  some  time  or  another 
has  had  an  injection  and  practically  everyone 
knows  it  hurts  sometimes.  A New  York  City 
physician  today  explained  just  why — and  what 
can  be  done  about  it. 

It’s  not  just  the  jab  of  the  needle  as  it  punc- 
tures the  skin  that  causes  the  trouble,  according 
to  Dr.  Janet  Travell,  of  Cornell  University  Medi- 
cal College.  Her  report  on  injection  pain  ap- 
peared in  the  June  4 Journal  of  the  American 
Medical  Association. 

There  are  three  reasons  why  the  injection 
hurts,  she  said.  One  is  mechanical — the  needling, 
or  sudden  distention  of  tissues  from  rapid  injec- 
tion of  the  fluid.  The  others  are  irritation — due 
either  to  antiseptic  on  the  skin  or  to  the  injected 
fluid  itself,  and  abnormal  sensitivity  of  the  skin 
or  the  muscle. 

She  strongly  disagreed  with  the  notion  “that 
some  pain  is  to  be  expected  from  the  mere  jab 
of  the  hypodermic  needle,”  and  said  “given  a non- 
irritant solution”  injections  can  be  made  painless. 


SYNTHETIC  WETTING  AGENT  FOUND  TO 
HAVE  OTHER  USE 

A synthetic  wetting  agent  which  can  make  a 
duck  sink  also  can  be  a useful  laxative,  Drs. 
James  L.  Wilson  and  David  G.  Dickinson,  Ann 
Arbor,  reported  on  the  unusual  use  of  the  ma- 
terial in  the  recent  May  28  Journal  of  the  Ameri- 
can Medical  Association. 

The  material,  dioctyl  sodium  sulfosuccinate 
(Aerosol  O.T.)  was  developed  15  years  ago.  It 
was  shown  that  a small  concentration  of  this 
material  in  water  made  it  so  “wet”  that  ducks  in 
the  water  sank. 

The  Michigan  physicians  said  that  the  materi- 
al’s usefulness  in  patients  suffering  even  severe 
constipation  was  based  on  its  ability  to  mix 
water  and  fatty  material  and  thei’efore  dissolve 
hard  masses. 

They  said  they  had  used  the  material  for  many 
hundreds  of  patients  in  the  past  12  years  and 
found  it  has  “wide  usefulness”  because  a good 
laxative  effect  can  be  obtained  without  the  dan- 
ger of  ill  effects,  even  when  used  for  long  peri- 
ods. 

It  is  especially  useful  in  children  suffering 
disorders  of  the  intestinal  tract.  They  also  have 
found  it  helps  relieve  constipation  in  patients 
with  poliomyelitis,  especially  the  severely  para- 
lyzed who  require  artificial  lungs. 
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PHYSICIAN  WARNS  AGAINST  VACATION 
DRIVING  DANGER 

Beginning  of  vacation  time  brings  a warning 
against  long-distance,  non-stop  driving  from  a 
Washington,  D.  C.  physician. 

Dr.  Carl  J.  Potthoff  said  three-fifths  of  driver 
defects  leading  to  accidents  are  fatigue  and  fall- 
ing asleep.  Writing  in  the  May  Today’s  Health 
magazine,  published  by  the  American  Medical 
Association,  Dr.  Potthoff  said  one-fifth  of  drivers 
involved  in  fatal  accidents  are  out-of-state  resi- 
dents but  in  vacation  time  the  proportion  is 
much  higher. 

“Drivers  who  set  long  mileage  schedules  for 
each  day  usually  are  fast  drivers;  speed  is  the 
leading  cause  of  traffic  accidents  and  as  it  in- 
creases the  injuries  are  greater  in  the  case  of 
accident,”  he  said. 

“Accidents  sustained  far  from  home  cause 
much-increased  difficulty,”  he  said.  “Contacts 
are  with  strangers:  garage  service  men,  physi- 

cians, lawyers,  police  officers.  Injuries  may  re- 
quire a long  stay  at  the  local  hospital.  It  may 
be  necessary  to  summon  distant  relatives.  Police 
or  civil  action  may  require  a return  many  months 
later. 


DOCTOR  TELLS  HOW  TO  AVOID  ULCERS 

Anyone  can  get  an  ulcer.  It’s  not  a merit  badge 
for  the  hard-working  man,  but  a common  disease 
that  can  strike  anybody  who  doesn’t  take  the 
trouble  to  avoid  it. 

The  main  strains  that  lead  to  ulcers  are  emo- 
tional, but  most  ulcers  (if  not  all  of  them)  can 
be  warded  off,  according  to  Dr.  John  E.  Eichen- 
I'aub,  of  the  University  of  Minnesota  School  of 
Medicine.  He  tells  how  to  avoid  ulcers  in  a re- 
cent (October)  Today’s  Health  magazine,  pub- 
lished by  the  American  Medical  Association. 

“There’s  nothing  mysterious  about  an  ulcer. 
It  is  a hole  in  the  protective  lining  of  the  stom- 
ach or  upper  intestine,”  he  said.  “Through  this 
hole,  the  acid  and  digestive  juice  made  in  the 
stomach  wall  eat  at  the  tender  underlying  tissue. 

“But  this  doesn’t  just  happen.  It’s  the  end 
result  of  two  physical  and  chemical  changes.” 

The  changes  come  from  the  stomach’s  over- 
working— making  too  much  acid  and  juice;  and 
from  a loss  of  vitality  in  a patch  of  the  stomach 
wall  or  upper  intestine.  Both  these  things  hap- 
pen mainly  because  of  certain  kinds  of  emotional 
stress. 


ASPIRIN  MOST  EFFECTIVE  IN 
TREATING  POLYARTHRITIS 

Aspirin  remains  the  drug  of  choice  in  the  treat- 
ment of  polyarthritis  accompanying  rheumatic 
fever  and  “may  be  of  some  benefit  in  carditis,” 
according  to  Dr.  Currier  McEwen  of  New  York 
University  School  of  Medicine. 


After  some  30  years  of  medical  agreement  con- 
cerning aspirin’s  ineffectiveness  against  rheu- 
matic heart  damage,  Dr.  McEwen  observes  that 
the  issue  is  now  being  re-examined.  Prompting 
tbe  reappraisal,  he  states  in  Medical  Clinics  of 
North  America  (39:353,  1955),  are  the  continu- 
ing reports  of  the  international  cooperative  study 
of  rheumatic  fever.  This  study  found  that  aspirin 
is  as  effective  in  treating  the  disease  as  cortisone 
and  ACTH.  Since  most  experts  agree  that  corti- 
sone and  corticotropine  are  of  some  value  in 
carditis,  it  “naturally  suggests  the  possibility  that 
salicylates,  too,  may  be  of  some  benefit,”  Dr. 
McEwen  says. 

Another  indication,  he  notes,  is  that  “rebounds 
similar  to  those  seen  when  a hormone  is  stopped 
occur  also  when  salicylates  are  rapidly  discon- 
tinued.” The  rebound  after  hormone  therapy  can 
be  at  least  partially  suppressed  by  aspirin,  he 
adds,  citing  a recent  study. 


BURN  OINTMENT  MADE  FROM 
ALOE  PLANT 

An  ointment  made  from  the  tropical  aloe  vera 
plant,  proven  in  a number  of  medical  tests  to  be 
highly  effective  in  treating  sunburn  and  burns 
of  all  kinds,  is  now  being  distributed  to  retail 
drug  stores  around  the  country.  Heretofore  it 
had  been  available  only  to  physicians,  hospitals 
and  industrial  clinics. 

Known  as  Collins  Aloe  Ointment,  thousands  of 
applications  under  strict  medical  supervision  have 
proven  that  it  is  highly  effective  in  reducing 
pain,  and  healing  the  skin,  in  cases  of  burns 
caused  from  the  sun,  hot  metal,  hot  fat,  electri- 
city, friction,  steam  scalds  and  other  causes,  and 
for  minor  skin  ulcerations  not  complicated  by 
bloodstream  Infection. 

The  most  significant  results  in  healing  burns 
were  recently  reported  in  The  Bulletin  of  the 
Biological  Sciences  Foundation,  Ltd.,  which  stated, 
“Through  carefully  controlled  research  it  has  now 
been  definitely  established  that  an  ointment, 
made  principally  from  one  of  the  oldest  known 
medical  remedies.  Aloe  vera,  is  the  most  satis- 
factory and  successful  remedy  for  the  treatment 
of  the  devastating  skin  and  tissue  damage  caused 
by  atomic  bomb  explosions  in  the  treatment  of 
burns  resulting  from  exposure  to  beta  irradiation. 
Heretofore  surgical  excision  of  the  involved  area, 
followed  by  painful  plastic  repair,  has  been  con- 
sidered by  many  as  the  only  satisfactory  method 
of  treatment.” 


EXAMINATION  COULD  REDUCE  TOP 
CAUSES  OF  BLINDNESS 

Eye  tests  for  all  children  about  their  third 
birthday  and  regular  examinations  for  older  per- 
sons are  “the  only  hope”  of  preventing  the  two 
greatest  causes  of  blindness  in  the  U.S.,  a Boston 
physician  said  lecently. 

Dr.  Trygve  Gundersen,  an  ophthalmologist,  said 
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early  detection  is  essential  in  reducing  cases  of 
glaucoma  and  amblyopia  ex  anopsia.  He  said  an 
estimated  1,130,000  persons  have  unrecognized 
glaucoma  and  perhaps  more  than  a million  are 
blind  in  one  eye  from  disuse.  How  many  of  the 
glaucoma  patients  may  become  totally  blind  can- 
not be  estimated,  but  the  number  “must  be  high,” 
he  said.  Many  of  the  disuse  patients  can  live 
with  no  great  handicap — but  would  be  completely 
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Treatment  of  Mental  Disorder;  by  Leo  Alexander, 

^I.  D.,  Philadelphia,  W.  B.  Saunders  Company, 

1953,  Pp.  507,  Price  $10.00. 

This  book  is  an  attempt  by  the  author  to  pre- 
sent an  eclectic  viewpoint  regarding  the  therapy 
of  psychiatric  disorders.  Dr.  Alexander  states 
that  “it  is  difficult  for  me  to  understand  why  so 
many  adherents  of  physical  treatment  should  have 
failed  to  avail  themselves  of  the  cup  of  psycho- 
dynamic understanding  and  why  so  many  in  the 
field  of  psychodynamics  should  disdainfully  re- 
ject the  wine  of  physical  treatment  with  a vehe- 
mence comparable  to  that  of  the  crusading  as- 
cetic”. He  emphasizes  that  his  text  is  an  attempt 
to  blend  dynamic  and  physical  therapy.  However 
as  the  volume  unfolds,  the  author’s  biased  view- 
point is  characterized  by  his  statement  that 
“This  trend  (reliance  upon  psychotherapy  alone) 
gees  on  in  spite  of  the  fact  that  no  scientific 
proof  has  been  established  that  the  major  mental 
illnesses  are  at  all  significantly  modifiable  by 
purely  psychological  means”.  Some  intellectualiza- 
tion  regarding  dynamic  psychotherapy  is  utilized 
by  the  author,  but  emphasis  is  on  physical  con- 
cepts. This  is  somewhat  understandable  in  view 
of  Dr.  Alexander’s  many  years  of  training,  ex- 
perience and  research  in  the  physical  treatment 
cf  mental  disorders. 

The  symptoms  of  anxiety  and  depression  are 
stressed,  and  the  point  made  that  anxiety  is 
worsened  by  electroshock  therapy  and  depression 
is  strikingly  relieved.  There  are  numerous  ex- 
cellent statistical  studies  in  the  book,  both  from 
the  author’s  long  experience  and  from  various 
other  publications.  Dr.  Alexander  views  lobotomy 
as  a treatment  to  be  utilized  only  as  a last  resort. 
He  warns  against  the  fallacy  of  looking  at  the 
diagnosis  only  and  overlooking  the  stage  of  ill- 
ness and  the  mechanisms  susceptible  to  modifi- 
cation. 

In  general  the  volume  is  an  important  contri- 
bution to  psychiatric  literature  and  should  be  of 
considerable  interest  to  the  psychiatrist. 

Gene  Usdin,  M.  D. 


The  Hepatic  Circulation  and  Portal  Hypertension ; 
by  Charles  G.  Child,  III,  DI.  D..  W.  B.  Saunders 
Company,  Philadelphia,  Pp.  444,  Price  $12.00. 
In  the  preface  to  this  monograph,  the  author 
states,  “It  is  my  hope  that,  as  published,  this 


sightless  if  injury  or  disease  blinded  their  one 
good  eye. 

Glaucoma  is  a disease  marked  by  strong  pres- 
sure inside  the  eye  which  hardens  it  and  produces 
a dull  grey  appearance.  Amblyopia  ex  anopsia 
is  a dimness  of  vision  resulting  from  long  disuse 
of  the  eye,  which  shows  no  visible  impairment. 
It  most  frequently  occurs  among  children  with 
strabismus,  or  crossed  eyes. 


E VI  E WS 

volume  will  enable  the  basic  scientist  to  appreci- 
ate some  of  the  clinical  problems  which  confront 
the  physician  and  surgeon  in  their  efforts  to  man- 
age successfully  patients  with  hepatic  disease 
and  related  disorders.  Conversely,  I believe  that 
clinical  scientists  may  benefit  from  a broader 
understanding  of  the  fundamental  problems  in- 
volved in  any  disease  process.  Briefly  stated,  the 
major  objective  in  writing  this  book  is  to  help 
close  the  gap  in  time  which  always  seems  to  ex- 
ist between  discoveries  in  the  basic  sciences  and 
their  clinical  application  to  disease.” 

The  author  has  achieved  his  objectives  in  an 
admirable  fashion.  He  has  brought  together  an 
unusual  amount  of  pertinent  material  on  the  liver 
and  has  presented  it  in  an  interesting  and  critical 
manner.  He  proceeds  from  a discussion  of  the 
historical  background  to  a review  of  the  gi’oss 
and  microscopic  anatomy  and  the  circulation  of 
the  liver.  The  chapter  on  the  “Normal  Physiolo- 
gy of  the  Hepatic  Vasculature”  is  particularly 
well  done.  The  second  part  of  the  book  is  con- 
cerned with  various  aspects  of  hepatic  disease 
and  with  the  role  of  the  liver  in  various  patho- 
logic states,  such  as  portal  hypertension,  etc. 
This  section  and  seven  appendices  give  details  of 
various  experimental  and  clinical  approaches  to 
the  study  of  liver  function  and  hepatic  disease. 
The  bibliogi-aphy  is  complete  and  unusually  up- 
to-date.  This  small  monograph  should  be  con- 
sidered as  one  of  the  most  complete  and  valuable 
sources  of  information  on  modern  approaches  to 
the  study  and  evaluation  of  liver  function  and 
disease.  H.  S.  Mayerson,  Ph.  D. 

PUBLICATIONS  RECEIVED 

The  Biological  Sciences  Foundation,  Ltd.,  Wash- 
ington: TEA — A Symposium  on  the  Pharmacology 
. and  the  Physiologic  and  Psychologic  Effects  of 
Tea,  edited  by  Henry  J.  Klaunberg,  Ph.  D.;  The 
Medical  Significance  of  Anxiety,  by  Richard  L. 
Jinkins,  M.  D. 

Lea  & Febiger,  Phila. : A Primer  of  Electro- 
cardiography, by  George  E.  Burch,  M.  D.,  and 
Travis  Winsor,  M.  D.  (3rd  edit.). 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Psychocutaneous  Medicine,  by  Maximilian  E. 
Obermayer,  IM.  D.,  edited  by  Arthur  C.  Curtis, 
M.  D. ; Treatment  in  Psychiatry,  by  Oskar  Die- 
thelm,  M.  D.  (3rd  edit.). 
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DRAMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


II.  False  Dizziness 


2.  Inability  to  Walk 
a Straight  Line 


3.  Inability  to  Stand  on 
One  Foot 

A patient’s  inability  to  stand 
on  one  foot  without  lurching 
may  he  a helpful  test  in  dis- 
tinguishing between  ‘’dizzi- 
ness” which  is  purely  psycho- 
genic and  that  which  is  of 
organic  origin. 


I.  Romberg’s  Sign 

The  patient  stands  with  his 
feet  together  and  his  eyes 
closed.  Inability  to  maintain 
equilibrium  may  indicate  lo- 
comotor ataxia  or  sclerosis  of 
the  posterior  columns  of  the 
spinal  cord  {tabes  dorsalis). 


False  dizziness  is  a sensation  of  sinking  or 
lightheadedness  which  is  often  of  psycho- 
genic origin.  It  should  be  distinguished  from 
true  “dizziness”  or  vertigo  ^ in  which  there  is 
a definite  whirling,  moving  sensation. 

Unsteadiness,  lightheadedness  and  similar 
manifestations  of  false  dizziness-  may  be  psy- 
chogenic or  the  result  of  arteriosclerosis,  hy- 
poglycemia, drug  sensitivity  and  general 
metabolic  disturbances  such  as  anemia  and 
malnutrition.  Hypertension  is  often  the  cause 
of  these  symptoms. 

Psychogenic  dizziness  probably  originates 
at  the  highest  brain  centers.  It  may  be  de- 
scribed as  a sense  of  uncertainty  with  occa- 
sional mild  lurching  but  not  to  the  point  of 
falling.  In  these  patients  there  is  no  nausea, 
no  disturbance  of  vestibular  pathways  and 
otologic  and  neurologic  examinations  are 
negative.  The  sensation  is  unaffected  by  head 
movement.  Symptoms  usually  disappear-^ 
with  complete  rest. 


Dramamine®  has  been  found  highly 
effective  in  many  of  the  conditions  already 
mentioned.  Maintenance  therapy  with  Dra- 
mamine will  often  keep  the  patient  from 
becoming  incapacitated  by  his  condition. 

Dramamine  is  also  a standard  for  the  man- 
agement of  motion  sickness  and  is  useful  for 
relief  of  nausea  and  vomiting  of  fenestration 
procedures  and  radiation  sickness  and  for  re- 
lief of  “true  dizziness”  of  other  disorders. 

Dramamine  (brand  of  dimenhydrinate)  is 
supplied  in  tablets  (50  mg.)  and  liquid  (12.5 
mg.  in  each  4 cc.).  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


1.  Swartout.  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Vertigo 
and  Syncope,  GP  S;35  (Nov,)  1953. 

2.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am, 
Acad.  Ophth.  5S;694  (Sept.-Oct.)  1954, 

3.  Kunkle,  E.  C.:  Central  Causes  of  Vertigo,  J,  South  Caro- 
lina M,  A,  50,161  (June)  1954, 
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It  "loKeKi&ue 

w Nasal  Congestion 

in  HAY  FEVER 


NeO'Synephrine  promptly  constricts  engorged 
capillaries  thus  reducing  swelling  and  "boggi- 
ness" of  the  allergic  nasal  mucosa. 
Neo-Synephrine's  dependable  vasoconstrictive 
effect  also  helps  to  stop  local  irritation  and 
sneezing.  No  central  stimulating  effect,  no 
drowsiness. 

Used  with  undiminished  effectiveness  throughout 
an  attack  of  allergic  rhinitis,  Neo-Synephrine 
may  prevent  complications  — sinusitis,  nasal 
polyps  or  even  asthma,  which  may  result  from 
inadequate  sinus  drainage  and  chronically 
blocked  nasal  passages. 


NEO-SYNEPHRINE 


DOSAGE  FORMS 

Solutions:  0.25%  — 0.25%  (aromatic)  — 0.5%  — 1% — 
Emulsion  0.25%  — Jelly  0.5% 

Nasal  Spray  0.5%  (plastic,  unbreakable  squeeze  bottle) 
Nasal  Spray  Pediatric  0.25%  (new  introduction) 
Contains  Zephiran®  Cl  0.02%  (1:5000),  antibacterial 
wetting  agent  and  preservative  for  greater  efficiency. 


Neo-Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of 
benzalkonium  chloride  — refined),  trademarks  reg.  U.  S.  Pat.  Off/- 
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/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
is  effective?  Available  in  5 mg. 
tablets  in  bottles  of  30  and  1003 .. 
Usual  dosage  is  Vt  to  1 tablet  three  or 
four  times  daily 


Upjohn 


*Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  hy  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  ship[>ing  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  "new  office”  extended  payment  plan. 

Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  he  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPAIVY  op  lou.s.ana 


1-125  Tulane  Ave.,  New  Orleans  12,  La. 


ST.  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON.  D.  C. 
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ANTEPAR 


for  "This  Wormy  World' 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


in  its  completeness 
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LPiLiiLSl 


Digitalis 

Rom) 

0.1  Gram 

{inriL  iVt  grain*) 


CAUTI 


ON: 
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h 


II 


IV 


Each  pill  is 
equivalent  to  . 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always . 
dependable. 


Clinical  samples'  sent  to  ■ 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  ore  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women’s  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


THE  EARLE  JOHNSON 
SANATORIUM 


i 

i 


‘//I  the  Mountains  of  Meridian" 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 


Oiplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 


Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


Results  With 


ANTEPAR’* 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’  ^ 

Bumbalo,  T.  S.,  Gustina,  F.  .J  . 
and  Oleksiak,  R.  E. : 

/ , J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. ; 

Br!t.  M.  J.  2:755,  1953. 


'against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

I J 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

' Piperazine  Citrate 

Bottles  of  4 -luid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


PEDIATRIC  DROPS  (Cherry  Flavor):  100  mg.  per  cc.  (approx.  5 mg.  per  drop) 

ORAL  SUSPENSION  (Cherry  Flavor):  250  mg.  per  teaspoonful  (5  cc.) 

SPERSOIDS’*'  Dispersible  Powder  (Chocolate  Flavor):  50  mg.  per  rounded  teospoonfut  (3  Gnn) 


REAOy 


■ 


NO  AFr 


'S^. 


ces! 


• A,, 


with  ^ 


SODA/ 


ACHROMYCtN  SYRUP 

(5)0  GO 


■ Y,' ' 


ACHROMYCIN  • broad-spectrum  • rapid, 
diffusion  • prompt  control  of  infection  • ■ -f 

well  tolerated  • effective  against  .vr 

Gram-positive  and  Gram-negative  ii.1  j; 

bacteria,  rickettsiae,  and  certain  viruses 
and  protozoa. 


Today’s  most  widely  prescribed 
broad-spectrum  antibiotic,  tested  and 
accepted  by  foremost  medical  authorities, 
produced  and  marketed  by  Lederle. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  C^muunid coMPAxr  Pearl  River,  New  York 


'RE6.  U.S.  PAT.  OFF. 
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<^)  TTie  Befif  lasffnj  AspiKn  <^)  Tfie  Flavor  Remaihs  Sfable  <^)  Boffla  oT 24  -fabfefs  15^ 
you  can  praecHba  doivn  -fo  tbe  lasf  +abfe|-  ( 2k^t^.  each ) 


We  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway.  New  York  18,  N.  Y. 
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broad-spectriuii 

antibiotic 

for  intramuscular  use 


Brand  of  oxytetracycline  hydrochloride 


INTRAMU 


• Rapidly  attained  therapeutic  levels 

• Proved  broad-spectrum  action 

• For  use  when  oral  therapy  is  not  practical  or  is  contraindicated 

• Just  100  mg.  (one  single-dose  vial)  every  8 to  12  hours  is 
adequate  for  most  infections  in  adults 

• Usually  well  tolerated  on  DEEP  intramuscular  injection  (Con- 
tains procaine  to  minimize  local  tissue  reaction) 

• When  reconstituted,  forms  a clear  solution 

Supplied:  In  dry  powder  form,  in  single-dose  vials.  Wlien  recon- 
stituted by  addition  of  2.1  cc.  of  sterile  aqueous  diluent,  each  single 
dose  (2cc.)  contains: 

Crystalline  Terramycin  hydrochloride 100  mg. 

Magnesium  chloride 5% 

Procaine  hydrochloride 2% 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  P. 


1 
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CLINITESr 

BRAND 

for  rapid,  reliable  urine-sugar  testing 


AMES  DIAGNOSTICS 
Adjuncts  in  Clinical  Management 


Ames  Company  of  Canada,  Ltd.,  Toronto  £2855 


reliability  and  standardization  recognized  by 
9 out  of  10  leading  insurance  companies 
convenience  and  time-saving  appreciated  by 
thousands  of  examining  physicians 
Recent  survey  of  437  insurance  companies 


395 

life  insurance  companies  approve 


PICKER  announces  the 


diagnostic  x-ray  unit 


with  "dial-the-part''  Automation 


it's  called  "Anatomatic" 

Dramatically  simple  automation  of  radiographic  control  which, 
even  in  unskilled  hands,  closely  approaches  the  goal  of 
"a  good  picture  every  time.” 

no  charts,  no  calculations 

Automatically  sets  up  optimum  technic  the  instant  you  "dial-the-part”  . . . 
it’s  possible  to  make  good  radiographs  with  it  ivith out  even  knowing  the 
meaning  of  kilovoltage  and  milliamperage. 

all  you  do  is  . . . 

(a)  Dial  the  body  part  on  a part-selector  scale 

(b)  set  its  measured  thickness  on  another  scale 

(c)  press  the  exposure  button. 

and  a new  table  that's  a joy  to  use 

An  advanced  x-ray  table  that  combines  long-famed  Century 
ease-of-operation  with  a new  "forward  look”  that  fairly  breathes  prestige. 


/ 


get  the  story  from  your  local  Picker  representative 

DFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 
TE,  LA.,  407  Roosevelt  Street  HATTIESBURG,  MISS.,  618  S.  19th  Street 


PICKER  X-RAY 
25  South  Broadway, 


CORPORATION 
White  Plains,  N.  Y. 


new  way  in  x-ray 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


TO  FUTER  - FUT^- 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


These  filter  traps,  doctor,  are  com-  And,  in  addition,  they  enhance  the 
posed  of  a pure  white  non-mineral  flavor  of  Viceroy’s  quality  tobaccos 
cellulose  acetate.  They  provide  to  such  a degree  that  smokers  re- 
maximum filtering  efficiency  with-  port  they  taste  even  better  than 

out  affecting  the  flow  of  the  smoke,  cigarettes  without  filters. 


I 


ONLY  VICEROY  GIVES  YOU 


20,000  Filter  Traps 


N EVERY  FILTER  T P 


f£r%  A/iCEROY 


WORLD'S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy  | 

filter  ^ip  ,j 

CIGARETTES  K 

KING-SIZE  m 
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A 


Upjohn 


KALAMAZOO 


Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  • Available  in  5 mg. 
tablets  in  bottles  of  30  and  100  • 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 


jefta-Corte 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


A NEW- BETTER -SERVICE  FOR  YOU 
A NEW  SOUTHWESTERN  BRANCH  FOR  US  . . . 


Served  by  your  local  representatives,  you  can  now  take  advantage  of  all  the 
world-wide  resources  of  V.  Mueller  & Company  — instrument  makers  to  the  profes- 
sion since  1895.  Really  fine  instruments — standard  and  special — and  modern  sur- 
gical equipment  are  available  here  for  every  field  of  modern  surgical  practice.  We 
offer  you  intelligent  service,  the  world's  finest  quality  products  at  moderate  prices. 


Instruments  For  All  Surgery 
Herb-Mueller  Explosion-Proof  Ether- 
Vapor-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Office  & Hospital  Equipment 


Cutter  Laboratory  Products 
Sutures — Dressings — All  Kinds 
Rubber  Goods — Sundries 
AN  EXCELLENT  REPAIR  SERVICE 
For  Diagnostic  and  Surgical 
Instruments 

Office  Sterilizers,  Autoclaves 


INSTRUMENT  MAKERS  TO  THE  PROFESSION  SINCE  1895 


CARMODY  ASPIRATOR  . . . 

For  all  office,  bedside,  and  many  surgi 
cal  procedures  . . . Dependable,  simple 
quiet  . . . Develops  to  25"  (Hg.)  vac 
uum,  spray  pressure  to  15  lbs.  . . 
Compact,  portable,  with  vacuum  gauge 
control  valve,  filter  in  spray  stream 
safety  trap,  full  quart  vacuum  bottle 
automatic  thermal  overload  protection 
Suction  tip,  cut-off,  tubings  included 
Each,  $145. 


& Go'. 

MEDICAL  ARTS  BUILDING  DALLAS  1,  TEXAS 

Telephone:  Prospect  4881 

MAIN  PLANT:  330  S.  HONORE  ST.,  CHICAGO  12,  ILLINOIS 


30 


ADVERTISEMENT  DEPARTMENT 


The  Indian  sang  his 
death  song 


YEARS  AGO,  during  a frontier  skir- 
mish. an  Indian  brave,  singing  his 
own  death  song,  charged  down  on  a young 
officer.  Lieutenant  George  Crook,  4th  Infan- 
try, coolly  fell  to  one  knee,  carefully  aimed, 
and  dropped  the  brave  in  his  tracks. 

It  was  not  Crook’s  first  Indian,  nor  his  last . By 
the  time  he  made  general.  Crook  was  the  great- 
est Indian-fighter  this  country  has  ever  had. 

Yet.  he  was  also  one  of  the  best  friends  the 
Indians  have  ever  had.  For  he  understood 
tliem  well,  dealt  fairly  and  firmly,  and  always 
kept  liis  promises. 

When  Crook  died,  Indians  wept.  And  a 
Sioux  chief  named  Red  Cloud  said : “He  never 
lied  to  us.  His  words  gave  the  people  hope.” 

No  nation  can  ever  have  enough  men  like 
George  Crook.  But  America  had,  and  still 
has,  a lot  of  them.  That’s  important  to  re- 
member. Because  it  is  a wealth  of  human 
character  rather  than  a wealth  of  money  that 
gives  America  its  real  worth.  Just  as  it  is  the 
Americans,  all  160  million  of  them,  standing 
behind  our  country’s  Savings  Bonds,  who 
make  these  Bonds  one  of  the  world’s  finest 
investments. 

For  your  sake  — and  America's  — why  not 
take  advantage  of  this  fact?  Invest  in  — and 
hold  — United  States  Savings  Bonds. 


It’s  actually  easy  to  save  money  — when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office:  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish ! Sign  up  today ! Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  hank.  There’s  no  surer  place 
to  put  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 


Safe  as  /America  — U.S,  Savings  Bonds 


The  V.S^  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America* 
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DELTM 

(PREDNISONE,  MERCK) 

(Formerly  METACORTANDRACIN) 


® TABLETS 


HYDROCORTONE® 

(Hydrocortisone.  Merck) 

J;.  The  original  brand 
Compound  F 


Cm?, OH 


CORTONE® 

(Cortisone,  Merck) 

The  original  brand 
of  Compound  E 


DELTRA® 
(Prednisone.  Merck) 

Formerly 

Metacortandracin 


DELTRA  is  the  Merck  brand  of  the  new  steroid,  prednisone 

(Formerly  METACORTANDRACIN) 


DELTRA  ^ synthetic  analogue  of  cortisone. 
DELTRA  produces  anti-inflammatory  effects  simi- 
lar to  cortisone,  but  therapeutic  response  has  been 
observed  with  considerably  lower  dosage.  With 
DELTRA'  favorable  results  have  been  reported  in 
rheumatoid  arthritis  with  an  initial  daily  dosage  of 
20  to  30  mg.  and  a daily  maintenance  dose  range 
between  5 and  20  mg. 

Salt  and  water  retention  are  less  likely  with 
recommended  doses  of  DELTRA  than  with  the 
higher  doses  of  cortisone  required  for  comparable 
therapeutic  effect. 


Indications  for  DELTRA  : Rheumatoid  arthritis, 
bronchial  asthma,  inflammatory  skin  conditions. 

SUPPLIED:  DELTRA  is  supplied  as  5 mg.  tablets 
(scored)  in  bottles  of  30. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 
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For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
AMERICA, V Gfonamid  company  Pearl  River,  New  York 


j 

i 

! Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

I screened  — the  items,  services  and 
messages  presented  are  committee- 
I accepted.  Our  standards  are  of  the 
^ highest.  The  advertisers  like  our 
i journal  — that’s  why  they  selected  it 
i for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
j produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
I inquiries,  tell  them  that  you  read 
j their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 

I 
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PROFESSIONAL  CARDS 

D.  A.  CASEY,  M.  D.  . 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 

SHREVEPORT,  LA. 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T,  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 
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The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


. ' i 

Urology  n & 
Mortimer  Silvey,  M.  D. 

Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours;  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maiaon  Blanche  Bldg. 
MAgnoIia  3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  - 0796 


DR.  RICHARD  W.  VINCENT 

PUSTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
uptown  4797 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 
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DR.  HARRY  ZOLLER 

GEORGE  GAETHE,  M.  D. 

TEMPORAL  BONE  SURGERY 

and 

DERMATOLOGY 

FENESTRATION  FOR  OTOSCLEROSIS 

SURGICAL  PLANING  FOR  ACNE  SCARS 

1109  Per*  Marquette  Building 

and 

OTHER  SKIN  DEFECTS 

RA.  2535  By  Appointment 

300  Medical  Art*  Bldg.  TY.  3355 

DR.  NATHAN  H.  POLMER 

BLAISE  SALATICH,  D.D.S.,  M.D. 

Physical  Medicine Rehabilitation 

PRACTICE  LIMITED  TO  ORTHOPEDIC 

2209  Carondelet  St. 

SURGERY 

2-5  P.  M. 

1212  Maiton  Blanche  Building 

Off.:  JA  3318  Ret.:  JA  3180 

CAnal  7697  By  Appointment 

THE  OWENS  CLINIC 

for 

DR.  B.  G.  EFRON 

PLASTIC  AND  RECONSTRUCTIVE 

SURGERY 

DR.  STANLEY  COHEN 

2223  Carondelet  Street 

New  Orleans  13,  Louisiana 

ASTHMA,  HAY  FEVER,  AND  OTHER 

Telephone:  CAnal  0106 

ALLERGIC  DISEASES 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 

.441  Delachaise  Street  New  Orleatit 

Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

DR.  LUCIAN  W.  ALEXANDER 

for 

DISEASES  OF  THE  SKIN 

FENESTRATION  FOR  OTOSCLEROSIS 

SCAR  REMOVAL  BY  ABRASION 

OTOLARYNGOLOGY 

1 Maiton  Blanche  Building 

1330  Maiton  Clanch*  Building 

New  Orleans  16,  La. 

RA.  4829 

MA.  5317  By  Appointment 

KENNETH  A RITTER,  M.  D. 

WM.  H.  SYLL,  SR.,  M.  D. 

Psychiatry  and  Neurology 

GENERAL  SURGERY 

8211  Apricot  Street 

Hours  by  Appointment 

New  Orleans 

WA.  2324  By  Appointment 

906  Maiton  Blanche  Bldg.  TU.  2811 

The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


"TEACHER  TRAINING  COURSE  IN 
ESOPHAGEAL  SPEECH” 

The  American  Cancer  Society  announces  a ten  day  training 
course  in  esophageal  speech  instruction  to  be  conducted  by  Mrs.  Paul 
A,  Doehler  from  June  6 to  June  16,  1955  for  persons  seriously  in- 
terested in  or  already  teaching  esophageal  speech. 

Under  the  auspices  of  the  American  Cancer  Society,  Inc.,  in 
cooperation  with  the  Massachusetts  Division  ACS,  the  course  will  be 
conducted  at  the  Massachusetts  Eye  and  Ear  Infirmary,  243  Charles 
Street,  Boston  14,  Massachusetts. 

As  the  course  is  given  under  a grant  from  The  American  Cancer 
Society  in  cooperation  with  the  Massachusetts  Division  ACS,  the  only 
expenses  beyond  the  registration  fee  of  $10.00  will  be  travel  and 
outlay  for  staying  in  Boston  for  the  ten  day  course. 

Further  information  may  be  secured  by  writing  Louisiana  Di- 
vision, American  Cancer  Society,  Inc.,  822  Perdido  Street,  New 
Orleans  12,  La. 


Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


for  strong,  sturdy,  solid  growth 


Lactum 


NUTRITIONALLY  SOUND  FORMULA 


LIQUID  OR 
POWDERED 

FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 


The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 

' ' ‘V* 

of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.^ 


(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  S75-278. 
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In  streptococcus, 
staphylococcus, 
pneumococcus  infections  — 
in  over  80  percent  of  all 
bacterial  infections 

you  encounter  . ^ . 
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Free  to  Physicians  Upon  Request 

FOOD  EXCHANGES  FOR  DIABETIC 

MEALS 

— Illustrated  — 

FOR  GUIDANCE  OF  DIABETIC  PATIENTS 

Compiled  by  the  Diabetic  Committee: 

Carl  Nadler,  M.  D.,  Instructor  in  Medicine,  Tulane  University 

Grace  A.  Goldsmith,  M.  D.,  Professor  of  Medicine,  Tulane  University 

W.  R.  Akenhead,  M.  D.,  Professor  of  Medicine,  Louisiana  State  Univer- 
sity 

Martha  Dinwiddie,  B.  S.,  M.  A.,  Home  Economist,  Department  of  Public 
Welfare 

Margaret  C.  Moore,  B.  S.,  M.  S.,  Nutrition  Consultant,  Louisiana  State 
Department  of  Health 

Drawings  by:  Iris  Harrington,  B.  S.,  Dietetic  Intern,  Charity  Hospital 

Agnes  G.  Blazek  Aafjes,  B.  S.,  Nutrition  Clinic,  Charity  Hospital  and  the 
Dietary  Department  of  Charity  Hospital  of  Louisiana 

The  physician  prescribes  the  diet ; the  patient  can  use  the  book  to  make 
equivalent  exchanges  in  the  various  classes  of  foods:  vegetables, 

fruit,  bread,  eggs,  meat,  milk  and  fat. 

Available  in  quantities  of  10-25 


Available  from 

Louisiana  State  Department  of  Health 
203  Civil  Courts  Building 
New  Orleans,  Louisiana 
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DRINK 


Every  Bottle  Sterilized 


/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100  -^ 
Usual  dosage  is  Vx  to  1 tablet  three  or 
four  times  daily 


Upjohn 


ifflBHRamiiiaiig 

^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 
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once  in  a while 


you’ll  meet  a patient 
who  doesn’t  need 


Billiard-ball  bare  or  covered  with  hair,  many  scalps  you  see  need 
SELSUN.  It’s  effective  in  81  to  87%  of  all  seborrheic  dermatitis 
cases — and  in  92  to  95%  of  dandruff  cases.  Itching,  burning  symptoms 
disappear  with  just  two  or  three  SELSUN  applications.  Scaling  is 
controlled  with  just  six  to  eight  applications.  Easy  to  use,  SELSUN  is 
applied  and  rinsed  out  while  washing  the  hair.  0^  4-1- 

In  4-fluidounce  bottles,  on  prescription  only. 


® SELSUN  Sulfide  Suspension 
Selenium  Sulfide,  Abbott 


508162 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 f rN-  , James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) <-o-LMrectors  ^ Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Prescription  Headqucnters  Since  1905 


gwiuiiimiiiiuiiuHiuiuniiinniiiuiiuiiiiiniimuiiiiiiiiiiiHiiiiiuimNinmiiiiiinmuiiiigi 

I In  very  special  cases 
I A very 
I superior  Brandy 

i SPECIFY  'k  ^ 


= the  worlds  preferred  COGNAC  BRANDY  S 
1 84  PROOF  Sehieffelin&  Company,  New  York,  N.Y.  1 
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MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

T301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 


-Catalogs  cheerfully  tent  upon  requetf 


in  severe  urinary  tract  infection 


road-spectrum,  outstanding  efficacy 


Chloromycetin* 

for  todays  problem  pathogens 


Because  of  increased  frequency  of  resistance  of  pathogenic 
microorganisms  to  available  antibiotics^’^  sensitivity  studies 
provide  criteria  helpful  in  selection  of  the  most  effective  agent. 
Recent  in  vitro  studies  and  clinical  experience  emphasize  the 
outstanding  efficacy  of  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  against  microorganisms  commonly  encountered 
in  patients  with  severe  urinary  tract  infections.^'®  “For  severe 
urinary  infections,  chloramphenicol  has  the  broadest  spectrum 
and  is  the  most  effective  antibiotic.”^ 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should 
not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 


References  (1)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.: 
Obst.  & Gynec.  5:365,  1955.  (2)  Balch,  H.  H.:  Mil.  Surgeon  115:419,  1954, 
(3)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.,  & Elstun, 
W:  J.A.M.A.  157:305,  1955.  (4)  Kutscher,  A.  H.;  Sequin,  L.;  Lewis,  S.; 
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Browne-McHardy  Clinic 


* Diagnostic  and  Thorapoutic 
Facilitias 

* Internal  Madicine  and 
Gastreenterelegy 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST 
Phone  TYler  2376 


CHARLES  AVENUE 

• New  Orleans,  La. 


GAMOPHEN  SURGICAL  SOAP-ANTISEPTIC 

First  soap  containing  hexachlorophene  to  receive  seal  of 
acceptance  from  Council  on  Pharmacy  and  Chemistry, 

American  Medical  Association. 

You'll  say  it's  a top  quality  bar  of  hard-milled  soap — yet  its  ingredients  give  results 
never  before  obtained  from  any  type  of  soap. 

When  used  routinely  for  all  cleansing  occasions  in  hospital,  office  and  Jiome, 
Gamophen  establishes  a protective  antibacterial  film  which  exerts  a continuous  action. 
The  marked  degree  of  suppression  achieved  is  maintained  as  long  as  this  soap  is  used 
regularly  and  for  several  days  after  its  use  is  stopped.  The  use  of  alcohol  or  other 
solvent  rinses  is  contraindicated. 

Place  your  order  now  for  the  4'/2  oz.  bar  for  home  and  office;  or  2 oz.  bar  for 
hospital  personnel  and  patients'  use. 


PRdTieTioii 


I'ith  one  piece  cartridge-sterile  needle  assembly: 

% assures  sterility  by  eliminating  handling  of  the  needle 

I adds  greater  convenience  to  the  lecognized  advantages  of  the  Steraject  parenteral  dosage  for?ns 
ready  to  use  in  the  home,  office  or  hospital 
f completely  obviates  any  need  for  sterilizing  equipment. 

^enicillin  G Procaine  Crystalline  in  Aqueous  Suspension  — 300,000;  600,000  and  1,000,000  units 
^ermapen®  Aqueous  Suspension  — 600,000  units  benzathine  penicillin  G 

’erniapen  Fortified  Aqueous  Suspension — 300,000  units  benzathine  penicillin  G plus  300,000  units  procaine  penicillin  G 
itreptomycin  Sulfate  Solution — 1 gram 
)ihydrostreptomycin  Sidfate  Solution  — 1 gram 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 
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now  available 
for  clinical  use. 


iRTAJIDRAbOtNE^ 


NISOfcONB, 


first  of  the  new  Schering  corticosteroids 


METICORTIEN 

PREDNISONE.  SCHERING  (ME! ACORTANDRACIN) 


Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
TEN,''^  the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 


Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 


. replacing  the  older  corticosteroids  in 
rheumatoid  arthritis'-2.6-8  certain  skin  disorders  such  as  disseminated 
intractable  asthma^''^  lupus  erythematosus, acute  pemphi- 

eye  disorders^  gus,'3.is  atopic  dermatitis’^  and  other 

allergic  dermatoses 

• more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 

• relatively  free  of  significant  water  or  electrolyte  disturbances  ^ 


‘T.M. 


Meticorten  is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100. 
Meticortelone,*  brand  of  prednisolone  (metacortandralonc). 

Meticorten,*  brand  of  prednisone  (metacortandracin).  hl*j-ss 


Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  100.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 


Bibliography:  (1)  Bunim.  J.  J.;  Pechet.  M.  M..  and  Bollet.  A.  J.:  J.A.M.A.  757:311.  1955. 
(2)  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  P;  Fed.  Proc. 
/4:377.  1955.  (4)  Herzog.  H.  L..  and  others:  Science  72/;176,  1955.  (5)  King,  J.  H.,  and 
Weimer,  J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticor- 
telone (prednisolone)  in  ophthalmology,  A.M.A.  Arch.  Ophth.,  to  be  published.  (6)  Boland, 
E.  W.:  California  Med.  82:65,  1955;  abs.  Curr.  M.  Digest  22:53.  1955.  (7)  Dordick,  J.  R.,  and 
Gluck,  E.  J.:  J.A.M.A.  /5^?:166,  1955.  (8)  Margolis.  H.  M.,  and  others:  J.A.M.A.  75«:454, 
1955.  (9)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955. 
(10)  Arbesman,  C.  E.,  and  Ehrenreich,  R.  J.:  J.  Allergy  26:189,  1955.  (11)  Skaggs,  J.  T; 
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Preliminary  Clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
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WEIGHT  FOR  WEIGHT, 

The  most  active  anti-inflammatory 

AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 


TOPICAL  LOTION 

ALFLORONE' 

ACETATE 

(FLUDROCORTISONE  ACETATE,  MERCK)  9 ALPHA-FLUOROHYDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  1/10th  the  concentration  of  hydrocortisone  (Compound  F). 


MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 


MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-appiy, 
smooth  spreading  lotion. 


Supplied  in  a cosmetically  elegant  base  in  two  con- 
centrations : 0.25%  and  0. 1 % in  1 5 cc.  plastic  squeeze 
bottles. 

Also  available:  Alflorone  Topical  Ointment  in  5 gm. 
tubes — two  concentrations — 0.25%  and  0.1%. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 
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Upjohn 


KALAMAZ  0 0 


^Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


“Preriiarin”  relieves 
menopausal  symptoms  with 
virtually  no  side  effects,  and 
imparts  a highly  gratifying 
“sense  of  well-being.” 

“Premarin"®— Conjugated  Estrogens  (equine) 
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THE  PATHOLOGIST  IS  NOT 
THE  TISSUE  COMMITTEE 

The  Joint  Commission  on  Accreditation  of  Hospitals  is  a remarkable  bird — a 
Phoenix  . . . which,  having  arisen  from  the  warm  and  fertile  ashes  of  many  medical 
organizations,  has  in  turn  brought  forth  other  equally  remarkable  creatures.  One  of 
these  is  a new  concept  of  the  old  idea  of  the  Tissue  Committee.  Every  hospital  has  to 
have  one  to  be  eligible  for  approval. 

The  old  concept  of  the  “Normal  Tissue  Committee”  has  been  tried  in  the  course 
of  time  and  found  wanting.  Normal  tissue  removal  is  sometimes  justified;  on  the 
other  hand,  surgical  removal  of  diseased  tissue  is  not  always  necessary.  With  a 
progress  in  the  scientific  attitude  toward  modern  staff  committee  work,  the  “Unjus- 
tified Surgery  Committee”  came  into  being.  Here  all  surgical  cases  are  scrutinized 
whether  tissue  is  removed  or  not.  Viz:  Pre-  and  post-operative  diagnoses  are  as 
important  as  the  separation  of  tissue  by  the  surgeon’s  knife.  Good  medicine  is  the 
pass-word. 

The  newer  concept  is  the  Professional  Audit.  Although  its  eye  is  still  on  the 
surgeon,  the  Surgical  Audit  Committee  is  but  one  of  many  self-evaluating  commit- 
tees of  the  medical  staff.  With  a medical  staff’s  truer  scientific  attitude  to  the 
problem  of  self-evaluation  which  faces  it,  the  work  in  all  services,  including  path- 
ology, is  now  subject  to  staff  evaluation.  It  is  unscientific  to  rate  a hospital  by  the 
work  of  the  surgeons  alone. 

The  Joint  Committee  insists  that  the  committee  be  active  and  not  just  a list  of 
names  on  paper,  i.e.  “a  tissue  paper  committee.”  The  viewpoint  of  all  audit  com- 
mittees must  be  broad  and  clinical.  Without  action  they  can  be  neither. 

The  pathologist  is  usually  a member  of  the  Surgical  Audit  Committee  but  the 
American  College  of  Surgeons  emphasizes  that  he  should  not  be  the  chairman. 
Further,  the  staffs  of  more  and  more  hospitals  are  writing  into  the  hospital  By-laws 
that  the  pathologist  should  serve  as  an  ex-officio  (non-voting)  member  in  the 
capacity  of  consultant. 

Justification  of  an  operation  can  rarely  be  made  through  a microscope. 

The  Pathologist’s  Report  is  the  beginning,  not  the  end,  of  surgical  evaluation, 
the  Regents  of  the  American  College  of  Surgery  reported  in  Chicago  in  October, 
1953  (The  Modern  Hospital,  November,  1953). 

PATHOLOGISTS  OF  LOUISIANA  PLEDGE  THEIR  COOPERATION  WITH 
THE  OTHER  PHYSICIANS  WHO  FORM  THE  STAFFS  OF  LOUISIANA  HOS- 
PITALS IN  MEETING  THE  SELF-EVALUATION  PROGRAM  REQUIRED  BY 
THE  JOINT  COMMISSION  ON  ACREDITATION  OF  HOSPITALS. 


j£.(uUi,iaHa  PatUoio<^  Sodet4f> 


-iV'S'.'- 


get  the  story  from  your  Picker  representative. 


PICKER  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 
LAFAYETTE,  LA.,  407  Roosevelt  Street  HATTIESBURG,  MISS.,  618  S.  19th  Street 


when  hormones 


are  preferred  therapy . . . 

SCHERING  HORMONES 

assure  superior  quality 

Schering’s  high  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 

minimal  cost 

Manufacturing  know-how  and  continuing  research  by  Schering 


provide  preparations  of  highest  quality  at  minimum  cost. 


specific 

androgen  therapy 
anabolic 

in  tissue  wasting 

Oral:  10  and  25  mg.  Buccal:  10  mg. 


m m m m 


ORETON® 

Methyl 

4METHYLTESTOSTERONE 

"A" 


Schering  Corporation 

• looMriiLo.  Ntw  jmsiv 
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'Seconal  Sodium’ 

( SECOBARBITAL  SODIUM,  LILLY  ) 

a barbiturate  of  rapid  action  . . . short  duration 

When  simple  insomnia  is  the  presenting  complaint, 
a bedtime  dose  of  'Seconal  Sodium’  is  often  indi- 
cated. Its  hypnotic  effect  is  prompt — within  fifteen 
to  thirty  minutes ; relaxation  and  sleep  follow  quickly. 

Your  patient  awakens  refreshed  and  weU  rested.  quality  / research  / integrity 

Available  in  1/2,  3/4,  and  1 1/ 2-grain  pulvules. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.S.A. 


The  Journal 

of  the 

Louisiana  State  Medical  Society 


Vol.  107,  No.  8 ATTf~'TTQT'  Published  Monthly 

$4.00  Per  Annum,  35c  Per  Copy  .AULiUoi,  li/OD  1430  Talane  Avenue,  New  Orleans  12,  La. 


THE  COUNTY  MEDICAL  PUBLIC 
RELATIONS  MANUAL* 

LEO  E.  BROWN  t 
Chicago,  Illinois 

This  is  television  station  AMA-PR  com- 
ing to  you  this  morning  from  the  Ball  Room 
of  the  Roosevelt  Hotel,  in  New  Orleans,  by 
popular  demand — a re-broadcast  of  a por- 
tion of  the  Public  Relations  Conference  pre- 
sented at  the  AMA  Clinical  meeting  in 
Miami,  Florida. 

The  title  of  this  presentation  is  Medi- 
cine in  the  Public  Eije,  taken  from  the 
AMA’s  new  publication.  The  County  Medi- 
cal Public  Relations  Manual.  Physicians 
and  their  medical  societies  are  constantly 
in  the  “public  eye.”  This  is  desirable 
only  if  what  they  see  results  in  favorable 
public  attitudes. 

For  every  medical  PR  chairman  who 
has  ever  wished  for  a way  to  open  the 
door  to  a warmer  reception  by  the  com- 
munity— to  be  favorably  reflected  in  the 
“public  eye” — we  present  to  you  The 
County  Medical  Public  Relations  Manual. 

Designed  expressly  to  show  county  so- 
cieties how  to  put  their  best  PR  foot 
forward — it  is  the  result  of  years  of  re- 
search into  successful  PR  programs  across 
the  nation.  This  manual  is  not  theory — 
it  contains  practical  public  relations  in- 
formation, explains  how  to  organize  for 
PR  action,  and  outlines  dozens  of  projects 


* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing: of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t Director  of  Public  Relations,  American  Medi- 
cal Association. 


which  medical  societies  can  conduct  to 
win  added  respect  and  renewed  confidence 
of  the  American  people. 

I want  to  discuss  this  PR  bible  with 
you  in  terms  of  its  contents  and  how  it 
may  be  used  by  you  as  PR  disciples  in 
encouraging  the  medical  profession  “to 
preach  what  they  practice” — thus  gaining 
salvation  in  the  “public  eye.”  In  this 
manual  we  have  distilled  many  success 
stories  into  a step-by-step  year  ’round 
plan  of  PR  action  for  your  county  medical 
society.  It  may  be  considered  as  a com- 
plete PR  primer — but  it  is  more  than  that 
— it  is  a medical  PR  encyclopedia. 

For  those  county  societies  which  are 
just  getting  started,  it  outlines  how  to 
organize  for  action.  It  discusses  the  selec- 
tion of  PR  committee  chairmen,  tenure  of 
office,  sub-committees,  as  well  as  policy 
and  lines  of  authority. 

This  is  the  manual  that  state  medical 
societies  and  county  PR  chairmen  have 
yearned  for.  It  not  only  reports  what 
other  societies  have  done,  it  tells  what 
can  and  should  be  done — but  even  more 
important — how  to  do  it. 

The  manual  consists  of  what  we  call 
“The  Basic  Eight”  — eight  activities  of 
medicine  which  are  in  the  “public  eye,” 
which — if  activated — will  do  much  to  place 
medicine  properly  focused  in  the  “public 
eye.” 

The  basic  eight  program  consists  of 
emergency  call  systems,  mediation  com- 
mittees, press  relations,  speakers  bureaus, 
membership  indoctrination,  guarantees  of 
medical  care,  public  service  projects  and 
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citizenship  projects. 

Perhaps  some  of  you  think,  “So  what? 
There’s  nothing  new  about  these  basic 
eight  programs.  We’ve  all  heard  about 
them  before.’’  But  so  have  we  heard  of 
the  ten  commandments  and  still  it  is 
necessary  for  us  to  be  constantly  reminded 
of  their  significance  if  we  are  to  main- 
tain both  public  and  self  respect. 

EMEUGEXCY  CALL  SYSTEMS 

First,  let’s  discuss  emergency  call  sys- 
tems. In  the  public  mind,  when  emergency 
strikes,  the  first  questions  asked  by  a dis- 
traught and  frequently  frightened  indi- 
vidual are  who,  where,  how  and  when  can 
I get  a doctor.  No,  there  is  nothing  new 
about  this  project,  except  that  there  are 
still  many  communities  without  such  ser- 
vice and  others  whose  programs  need 
“transfusions.’’ 

If  the  suggestions  and  recommendations 
on  emergency  call  services  contained  in 
the  manual  are  carefully  executed,  medi- 
cine will  be  seen  in  the  “public  eye.” 

MEDIATION  COMMITTEES 

Dissatisfaction  with  a doctor’s  services, 
his  fees  or  some  other  aspect  of  medical 
care  causes  complaints  which  undei’mine 
the  confidence  of  the  public  in  our  medi- 
cal care  system.  Even  though  many  of 
these  complaints  are  unjustified  or  stem 
from  misunderstandings,  their  existence 
creates  a serious  medical  public  relations 
problem. 

You’ll  find  that  mediation  committees 
are  an  integral  part  of  any  medical  PR 
program,  consequently  the  second  division 
in  the  manual  is  devoted  to  its  function. 

Sure,  I know  many  of  your  societies 
have  established  mediation  committees — 
but  how  well  do  they  function?  Do  people 
know  about  this  service?  Is  it  simply  a 
“kangaroo  court”,  a “whitewash”,  and  are 
the  complaints  handled  promptly  and  judi- 
ciously? 

Several  months  ago.  Look  published  the 
article  entitled  “Are  Your  Doctor  Bills 
Padded?”  Letters  to  the  editor  over- 
whelmingly supported  the  writer,  several 
of  which  had  this  to  say: 

“After  filing  my  complaint  with  the 
county  society,  I endeavored  by  letter  and 


telephone  calls  to  secure  an  answer.  At 
the  end  of  sixteen  full  months  the  physi- 
cian filed  suit  for  the  balance  of  the  $80 
which  he  claimed  was  due  him.  Eventu- 
ally, the  matter  was  handled  in  court . . . 
courts  do  not  attempt  to  judge  the  man- 
ner in  which  a doctor  handles  a case,  and 
the  account  was  held  payable.  A com- 
plaint was  filed  with  the  state  medical 
society  judicial  council  against  the  county 
society  for  failure  to  act  during  the  six- 
teen months.  The  state  council . . . con- 
tacted the  physician  against  whom  the 
complaint  was  originally  filed  and  then 
did  not  even  have  the  courtesy  to  advise 
that,  based  on  the  physicians  statement, 
they  were  closing  the  case.” 

Another  writer  had  this  to  say: 

“The  AMA  says,  ‘talk  over  your  bills 
with  your  doctor  and  if  you  still  feel  he 
has  overcharged,  talk  it  over  with  your 
local  mediation  board.’  I did  just  that.  A 
board  of  disinterested  doctors  considered 
the  case  of  a patient  vs.  a brother  doctor. 
Five  months  later,  this  eminent  board 
reached  the  following  decision:  ‘Since  the 
fee  was  prearranged,  you  are  obliged  to 
pay  it.’  When  you  are  afraid  of  cancer 
and  of  dying,  you  do  not  haggle  over  a 
fee. . . .” 

The  mere  existence  of  mediation  com- 
mittees generates  a PR  problem.  Yet,  they 
can  be  entered  on  the  “credit  side  of  the 
ledger”  if  operated  efficiently  and  con- 
scientiously. 

While  we  realize  that  some  irritations 
may  never  be  brought  to  the  attention  of 
the  mediation  committee  these  accumula- 
tive annoyances  do  tend  to  create  a nega- 
tive attitude  toward  the  profession. 

How  county  and  state  society  mediation 
committees  function,  committee  member- 
ship, authority,  hearings,  appeals  and  the 
value  of  publicizing  this  service  to  the 
public  are  discussed  in  this  new  PR  man- 
ual for  county  medical  societies. 

PRESS  REL.YTIONS 

“Why  People  Don’t  Like  Doctors”  . . . 
was  the  headline  of  Dorothy  Thompson’s 
column  several  months  ago.  Taking  off  on 
the  comments  made  by  a doctor,  in  what 
was  supposed  to  be  a closed  meeting  of  a 


Brown — The  County  Medical  Public  Relations  Manual 


309 


state  society,  Miss  Thompson  proceeded  to 
vehemently  denounce  certain  medical  prac- 
tices which  she  had  not  experienced  with 
her  own  doctor  but  which  she  had  heard 
about  from  other  people. 

I mention  this  only  to  emphasize  the 
importance  of  the  next  section  of  our 
manual — press  relations. 

Newspapers,  radio,  and  TV  stations  are 
featuring  medical  science  news  more  than 
ever  before  because  of  increased  public 
interest.  Whether  or  not  these  stories  are 
accurate  and  friendly  to  medicine  depends 
to  a large  extent  upon  the  kind  of  rela- 
tions which  physicians  and  their  local 
medical  societies  maintain  with  the  press. 
We  frequently  hear  complaints  from  doc- 
tors that  newspapers  feature  inaccurate 
reporting  of  medical  stories,  that  they 
“sensationalize”  medical  reports,  and  that 
they  often  jump  the  gun  on  premature 
medical  findings.  Even  worse,  they  gen- 
eralize on  unethical  practice  reports  and 
incriminate,  unjustifiably,  all  physicians 
and  the  medical  profession. 

Some  may  think  that  a bad  press  does 
not  reflect  individually  on  each  doctor, 
and  good  or  bad  press  relations  are  incon- 
sequential as  long  as  he,  himself,  is  above 
reproach.  Let  me  assure  you,  however, 
that  there  is  a difference. 

How  to  develop  good  press  relations, 
medical  press  codes,  the  press  and  the 
principles  of  medical  ethics,  utilizing  pub- 
lic information  channels,  are  just  some  of 
the  topics  discussed  under  the  heading  of 
press  relations  in  the  manual. 

To  change  this  picture  of  damaging 
headline  and  stories  to  more  favorable 
ones  it  is  important  that  we  develop  a 
close  liaison  with  the  public  press — thus, 
as  the  eyes  of  the  American  people  scan 
the  daily  press,  the  true  dedication  of 
medicine  will  be  revealed  in  the  “public 
eye.” 

SPEAKERS  BUREAUS 

As  public  interest  in  medical  subjects 
grows,  the  need  for  authentic  health  in- 
formation, presented  in  simple,  under- 
standable terms,  becomes  increasingly  ap- 
parent. The  typical  family  desires  the 
answers  to  questions  on  fees,  epidemics. 


health  problems,  and  medical  careers.  The 
medical  profession  has  the  responsibility 
of  answering  these  questions,  as  discussed 
in  the  next  section  of  our  manual — speak- 
ers bureaus. 

Organization,  promotion,  and  mainte- 
nance are  among  the  “gems  of  wisdom” 
contained  in  the  county  society  manual. 
Although  it  is  impossible  to  guarantee  as 
penetrating  an  impression  through  speak- 
ers bureaus  as  may  be  experienced  in 
other  activities,  the  doctors  who  contribute 
their  time  and  speaking  talents  to  bring 
much  wanted  information  to  the  public 
are  bound  to  make  a favorable  impression. 

MEMBERSHIP  INDOCTRINATION 

No  public  relations  program  can  be  suc- 
cessful unless  it  has  the  cooperation  of 
the  entire  medical  society  membership. 
Herein  lies  one  of  medicine’s  greatest 
weaknesses.  Too  often  members  are  in- 
active, do  not  attend  meetings  and  are 
uninformed  about  society  activities.  Lack 
of  unity  within  a society  leads  to  disin- 
terest and  the  disintegration  of  its  pro- 
gram. 

Ofttimes  when  a new  member  is  taken 
into  the  county  medical  society,  he  stands 
alone  with  little  guidance  or  cooperation 
from  the  other  members.  He  feels  like  a 
lost  “sheep,”  friendless  and  forgotten. 
With  less  than  half  of  our  medical  PR 
team  playing,  every  effort  should  be  ex- 
erted toward  the  proper  indoctrination  of 
new  members.  Our  manual  devotes  a com- 
plete section  to  indoctrination  of  society 
members. 

A strong  society  is  a society  in  which 
each  member  participates  with  enthusiasm 
because  he  is  aware  of  the  benefits  of  or- 
ganized medicine.  We  need  every  member 
on  the  team  participating. 

Indeed,  as  a society  member,  each  phy- 
sician should  stand  united  with  his  col- 
leagues, to  promote  the  science  and  art  of 
medicine  and  the  betterment  of  public 
health. 

PUBLIC  SERVICE  PROJECTS 

Several  months  ago,  a hurried-up  call 
from  an  eastern  city  informed  me  that 
they  were  up  to  their  necks  on  a heart- 
throb  case  and  had  just  learned  that  an 
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appeal  was  to  be  made  on  “Strike  it  Rich” 
that  evening.  After  getting  the  facts  of 
the  case — which  involved  doctors  in  cities 
1200  miles  apart — I called  Walt  Framer, 
the  producer  of  the  show.  He  read  to  me 
a letter  from  the  mayor  of  the  city  in- 
volved, who  had  requested  that  the  mother 
be  permitted  to  make  her  TV  appeal  for 
funds  to  cover  the  cost  of  the  $1500  oper- 
ation. After  explaining  the  facts  of  the 
case — that  the  operating  surgeons’  bill 
had  been  quoted  at  $200  and  the  four-man 
surgical  team  had  never  received  more 
than  $450  for  the  delicate  operation,  fur- 
thermore, that  the  local  newspaper  had 
already  raised  $3500,  a figure  which  was 
later  repoi’ted  to  be  in  excess  of  $10,000 — 
the  scheduled  TV  appearance  was  prompt- 
ly cancelled. 

Nevei’theless,  the  column  inches  in  the 
local  press  continued  to  mount,  leaving  the 
readers  with  the  impression  that  little 
Marjorie’s  right  to  health  and  happiness 
was  being  denied  by  the  lack  of  money. 

That,  of  course,  is  a grossly  erroneous 
picture  in  the  “public  eye”.  We  agree  that 
medical  service  should  be  made  available 
to  all — as  was  offei'ed  in  the  case  I men- 
tioned— but  where  no  formal  program  is 
in  effect  we  find  the  medical  profession 
on  “the  short  end  of  the  stick.” 

We  have  outlined  the  plans  for  provid- 
ing the  services  of  a physician  to  all  de- 
serving people  who  need  it,  under  the  title 
providing  medical  care  for  all  regardless 
of  ability  to  pay.  The  medical  profession 
is  not  expected  to  assume  the  responsi- 
bilities of  hospitalization  and  expensive 
drugs,  but  in  addition  to  their  services, 
they  should  provide  guidance  as  to  other 
community  sources  available.  While  formal 
programs  of  this  type  have  had  some  op- 
position from  within  the  profession,  it 
cannot  be  denied  that  where  they  have 
been  developed,  the  public  relations  im- 
pact has  been  terrific. 

PUBLIC  SERVICE 

Over  the  years,  the  demands  of  medical 
practice  have  increased : Physicians  have 
relinquished  their  leadership  in  many  com- 
munity activities — activities  in  which  their 
medical  knowledge  and  guidance  is  highly 


important.  Physicians  are  medical  men, 
but  they  are  obligated  to  shoulder  their 
share  of  community  responsibilities.  An 
active  interest  in  community  service  proj- 
ects is  another  public  relations  activity 
that  can  influence  the  picture  of  the  medi- 
cal pi’ofession  in  the  “public  eye.” 

Physicians,  within  their  county  medical 
society,  should  not  rest  content  with  the 
solution  of  their  own  internal  professional 
problems.  As  a member  of  the  community, 
he  is  expected  to  exert  his  leadership  in 
making  his  community  not  only  a health- 
ier but  also  a happier  place  in  which  to 
live.  Good  public  relations  rests  upon  the 
doctors’  sincere  desire  to  enter  into  com- 
munity activities  and  thus  the  reason  for 
devoting  a special  section  in  our  manual 
to  public  service  projects. 

We  should  examine  our  communities 
with  the  same  regard  for  careful  diag- 
nosis as  radiologists  were  once  accused  of 
doing. 

Public  service  pi’ojects  such  as  school 
health,  disease  detection  drives,  immuni- 
zation programs,  safety  campaigns  and 
many  others  are  discussed  in  this  manual. 

CITIZENSHIP  PROJECTS 

Closely  related  to  the  county  society’s 
interests  in  the  field  of  public  service  are 
its  interests  in  activities  which  more  logi- 
cally come  under  the  title  of  citizenship 
and  have  been  so  listed  in  the  manual. 

The  value  of  citizenship  activities  can- 
not be  underestimated  in  the  gauging  of 
public  esteem  for  the  medical  profession. 

Projects  promoting  church  and  school, 
getting  out  the  vote,  holding  public  office 
and  other  civic  interests  are  as  much  the 
responsibility  of  the  doctor  as  of  other 
good  citizens.  In  this  respect,  we  have 
outlined  some  of  the  programs  in  which 
doctors  should  participate.  This  chapter 
is  entitled  citizenship  activities.  Discussed 
under  this  title  are  such  subjects  as  the 
doctor’s  responsibility  as  a leading  citizen, 
participation  in  service  clubs,  chambers  of 
commerce,  good  government  campaigns 
and  an  interest  in  legislative  matters. 

All  of  these  activities  reflect  favorably 
upon  you,  the  physician,  and  all  organized 
medicine.  Participation  in  local  citizen- 
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ship  campaigns  can  be  most  instrumental 
in  revealing  the  doctor  favorably  in  the 
“public  eye”. 

SriTLEMEXTARY  PROJECTS 

The  last  and  final  section  is  devoted  to 
a discussion  of  many  “supplementary 
projects”  to  the  basic  eight  I have  just 
explained.  This  is  a vital  section  and  if 
your  society  has  already  made  a going 
enterprise  of  the  “basic  eight”  plan,  this 
portion  of  the  manual  can  stimulate  and 
reinforce  your  activities  with  its  many 
ideas,  and  suggestions  for  extending  these 
services  to  the  community. 

To  supplement  your  emergency  call  sys- 
tem you  may  wish  to  tie  in  such  educa- 
tional campaigns  as : The  need  for  select- 
ing a family  physician  before  an  emer- 
gency arises — or  publicizing  its  very  exis- 
tence through  welcome  wagon  pamphlets. 
To  strengthen  your  mediation  committee 
project  you  may  wish  to  conduct  an  edu- 
cation campaign,  both  to  the  profession 
and  the  public,  on  medical  audits,  tissue 
committees,  medical  ethics,  and  others. 

To  improve  your  press  relations  pro- 
gram we  suggest  such  subjects  as  health 
columns,  feature  articles,  medical  supple- 
ments, and  medical  society  advertising — 
for  your  consideration. 

Speakers  bureaus  can  be  augmented  by 
health  forums,  health  fairs  and  exhibits, 
litei’ature  distribution,  and  radio  and  tele- 
vision programs. 

To  make  your  indoctrination  program 
more  effective,  you  may  wish  to  develop 
a lecture  series  on  medical  student  indoc- 
trination, or  to  encourage  your  medical 
assistants  to  organize  an  in-service  PR 
training  program.  How  your  woman’s 
auxiliary  may  fit  into  your  PR  plans  also 
is  discussed. 

There  are  many  supplementary  projects 
discussed  which  may  be  incorporated  into 
your  programs  for  providing  medical  care 
to  all : Indigent  care  check  list,  handling 
heart-throb  appeals,  promotion  of  volun- 
tary health  insurance,  elimination  of  in- 
surance abuses,  discussion  of  fees,  average 
and  usual  fees,  collection  agencies  and 
medical  credit  bureaus. 

In  like  manner,  public  service  and  citi- 


zenship projects  are  expanded  upon. 

I think  we  can  safely  say  that  the 
“County  Medical  Public  Relations  Manual” 
is  the  most  comprehensive,  the  most  com- 
plete manual  of  its  kind  ever  to  be  pub- 
lished. 

If  placed  in  the  hands  of  the  public 
relations  chairman  and  really  used,  it  can 
do  wonders  to  improve  our  services  to  the 
American  people. 

It  can  be  just  as  effective  as  you  make 
it.  As  PR  disciples,  if  you  preach  the  PR 
gospel  as  presented  in  this  manual,  I will 
prophesy  a revival  within  each  and  every 
county  medical  society  in  the  United  States. 

0 

X-RAY  IRRADIATION  OF  THE 
NASOPHARYNX  FOR  HYPERPLASIA 
OF  LYMPHOID  TISSUE  * * * § 

M.  RAGAN  GREEN,  M.  D.  f 
BRUCE  W.  EVERIST,  M.  D.  f 
O.  WHARTON  BROWN,  M.  D.  J 
HAROLD  H.  HARMS,  M.  D.  § 

Ruston 

For  the  past  thirty  years  irradiation  of 
the  nasopharynx  for  hyperplasia  of  the 
lymphoid  tissue  has  been  reported  to  be 
of  considerable  benefit.  During  the  first 
twenty  of  these  years,  radium  and  radon 
applicators  were  almost  exclusively  used. 
During  the  past  ten  to  fifteen  years  there 
has  been  a tendency  for  therapists  to  use 
external  irradiation.  Our  report  deals 
with  this  latter  method. 

Our  methodology  has  evolved  from  care- 
ful consideration  of  the  anatomy  of  the 
nasopharynx.  The  nasopharynx,  as  the 
genesis  of  the  respiratory  system,  has  on 
its  ventral  walls  the  two  posterior  nares. 
The  vomer  of  the  nasal  septum  is  located 
between  them.  The  floor  of  the  naso- 
pharynx is  the  upper  surface  of  the  soft 


* Presented  at  the  Seventy-fourth  Annual  Meet- 
ing: of  the  Louisiana  State  Medical  Society,  New 
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palate.  Above  and  behind,  bilaterally,  on 
the  lateral  wall  of  the  nasopharynx  is  lo- 
cated the  pharyngeal  recess  or  the  fossa 
of  Rosenmuller.  Inferior  and  anterior  on 
the  lateral  walls  are  found  the  orifices  of 
the  eustachian  tubes  with  their  elevated 
boundaries.  There  is,  normally,  lymphatic 
tissue  in  the  roof  and  posterior  wall  of 
the  nasopharynx,  and,  when  tufted  to  be- 
come a distinguishable  mass,  it  is  termed 
an  adenoid.  At  rest,  the  nasopharynx  is 
open,  and  there  is  a clear  space  present. 
Lymphoid  hyperplasia  is  the  most  com- 
mon pathology  causing  an  obstruction  of 
the  nasopharAuix.  In  adults,  the  openings 
of  the  eustachian  tubes  are  approximately 
4.3  cm.  apart,  and  the  length  of  the  eusta- 
chian tubes  about  3.5  cm.  The  size  of  the 
tube  increases  as  it  reaches  the  opening 
into  the  pharynx.  The  ostia,  in  adults, 
are  vertical  and  slit-like,  whereas  in  chil- 
dren the  ostia  may  be  much  more  rounded. 
The  opening  into  the  nasopharynx  is  sur- 
rounded by  a prominent  bulge  which  is 
composed  of  cartilage  covered  by  mucous 
membrane.  The  tufts  of  adenoidal  tissue 
lie  on  the  roof  and  posterior  portion  of 
the  nasopharynx  and  may  extend  down  to 
obstruct  the  opening  of  the  eustachian 
tubes.  The  lateral  and  posterior*  walls  of 
the  nasopharynx  have  scattei’ed  bands  of 
lymphoid  tissue,  and  under  usual  circum- 
stances, there  is  no  lymphoid  tissue  in  the 
eustachian  tube,  or  immediately  surround- 
ing its  opening.  Repeated  acute  or  chronic 
infections  may  result  in  lymphoid  hyper- 
plasia with  extension  into  the  eustachian 
tube,  and,  rarely  even  into  the  middle  ear. 
Such  a space,  devoid  of  drainage,  will  in- 
evitably remain  infected.  By  ordinary 
means  it  is  impossible  to  determine  the 
presence,  or  absence,  of  lymphoid  infil- 
tration in  the  wall  of  the  tube,  but  it 
may  very  well  be  suspected  on  clinical 
grounds.  This  report,  then,  deals  with 
external  irradiation  of  this  area  in  an 
effort  to  institute  adequate  drainage.  In 
time,  it  covers  a period  of  five  and  one- 
half  years.  All  of  the  patients  irradiated 
were  seen  by  at  least  two  of  us.  In  gen- 
eral, our  indications  for  irradiation  have 


been  those  children  who  have  had  repeated 
upper  respiratory  infections  with  repeated, 
severe  and  protracted  middle  ear  infec- 
tions, recurrent  or  chronic  sinusitis  and 
a few  children  with  a more  serious  sino- 
bronchitis when  both  upper  and  lower 
respiratory  tracts  were  involved.  By  clini- 
cal evaluation  it  was  agreed  that  small, 
strategically  placed  lymphoid  masses  could 
best  be  treated  with  x-ray  therapy  alone. 
In  those  with  larger  masses,  particularly 
with  excessive  central  adenoidal  tissue,  an 
adenoidectomy  was  first  performed,  fol- 
lowed by  x-ray  therapy  in  one  month  to 
six  weeks  following  surgery , in  selected 
cases.  We  have  purposely  avoided  in  this 
report  data  relative  to  the  bacteriological 
agents  involved,  the  associated  allergic 
diatheses,  nor  do  we  wish  to  confuse  the 
issue  by  our  own  irregular  data  on  audio- 
metric examinations.  Our  only  concern  in 
this  preliminary  report  is  the  maintenance 
of  normal  drainage  of  the  nasopharynx. 
Our  technique  is  as  follows : 200  KVP, 
1/2  cu.  and  1 al  filter,  50  cm.  distance, 
15  MA;  this  gives  a half  value  layer  of 
1 mm  of  copper.  Our  portals  have  varied 
from  5 cm.  round  to  5 by  8 cm.  rectangu- 
lar, with  the  vast  majority  using  5 cm. 
round.  AH  of  these  have  been  given  by 
one  of  us  (M.R.G.)  with  careful  duplica- 
tion of  ports,  and  the  patients  have  been 
treated  twice  weekly,  alternating  sides, 
giving  each  side  2 treatments.  The  amount 
given  has  varied  from  75  roentgens  in  air 
at  each  treatment  to  as  much  as  250  roent- 
gens in  air  at  each  treatment;  thus,  each 
side  has  received  from  150  roentgens  in 
air  to  500  roentgens  in  air.  The  location 
of  the  port  is  shown  on  Figure  1.  The 
ages  treated  have  varied  from  9 months 
to  12  years  with  the  majority  falling  in 
the  2 to  4 year  age  group.  Since  there  is 
no  pain  we  have  had  no  difficulty  re- 
straining even  our  youngest  patients.  No 
anesthesia  is  ever  required.  The  rays  are 
so  directed  that  the  lymphoid  area  of  the 
nasopharynx  is  included  in  the  fields.  Ab- 
normally placed  areas  of  lymphoid  tissue 
in  the  eustachian  tubes  are  equally  af- 
fected. By  adequately  centering  the  ports 
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we  feel  that  standardization  of  treatment 
is  cei’tain.  Critics  of  external  irradiation 
have  suggested  that  the  procedure  is  too 
dangerous  for  a benign  condition.  We 
would  take  issue  with  both  the  supposition 
that  the  procedure,  in  good  hands,  is  dan- 
gerous, and  that  the  condition  is  benign. 
Certainly  the  condition  is  not  wholly  be- 
nign when  hearing  loss,  facial  distortion 
from  mouth  breathing  and  chronic  infec- 
tion that  affects  growth  and  development 
obtain.  The  proponents  of  irradiation 
have  all  suggested  caution  against  skin 
damage  and  permanent  injury  to  ossifica- 
tion centers.  With  the  dosage  schedule 
that  we  have  used  there  is  no  skin  injury, 
no  soft  tissue  damage  and  certainly  the 
amount  of  irradiation  that  is  delivered  to 
the  midline  is  much  less  than  would  be 
necessary  to  cause  any  injury  to  epiphyseal 
centers.  One  critic  has  stated  that  ex- 
ternal irradiation  frequently  causes  mouth 
dryness;  this  we  have  not  seen.  Such 
symptoms  would  come  from  using  too 
large  a portal,  allowing  the  salivary  glands 
to  be  treated.  This  is  unnecessary  with 


proper  irradiation  to  the  eustachian  tubes 
and  nasopharynx.  The  only  disadvantage 
to  roentgen  therapy  that  we  have  noted 
has  been  an  occasional,  temporary  edema 
of  lymphoid  tissue  which  may  block  the 
eustachian  tubes  with  short-lived  discom- 
fort in  the  middle  ear. 

Since  re-institution  of  normal  drainage 
was  the  prime  aim  in  the  treatment  of 
these  children,  we  felt  that  subjective 
data  would  be  adequate  to  express  our  re- 
sults, and  that  objective  data  would  be 
adequate  to  express  our  confidence  in  the 
safety  of  this  procedure.  Each  patient  was 
examined  by  one  of  us  six  weeks  after 
the  last  treatment  and  varying  intervals 
thereafter.  There  have  been  no  cases  in 
which  we  have  felt  there  was  any  serious 
untoward  reaction. 

For  our  subjective  data  a questionnaire 
was  sent  to  the  parents  of  the  360  children 
treated.  We  have  compiled  the  data  on 
the  first  165  reports  received.  Upon  ini- 
tial evaluation  this  method  of  acquiring 
data  for  the  purpose  of  determining  the 
efficacy  of  any  therapeutic  procedure 
would  seem  totally  inadequate.  However, 
the  completely  one-sided  response  seemed 
to  compensate  for  the  inherent  deficiencies 
in  parental  observation.  Thus,  the  data 
is  shown  in  Table  1.  The  first  question 
is,  of  course,  difficult  for  parents  to  deter- 
mine. Even  so,  we  have  found  close  cor- 
relation with  their  observations  and  the 
audiometric  studies  that  we  have  done. 
Of  the  97  answering  this  question,  55  had 
been  aware  of  some  hearing  loss,  and,  of 
these,  42  reported  improvement  following 
x-ray  therapy.  The  third  question  was  a 
request  for  objective  parental  observation 
for  obvious  nasopharyngeal  obstruction. 
These  signs  or  symptoms  had  been  noted 
by  105  parents.  Of  these,  77  stated  that 
the  symptoms  had  either  disappeared  or 
improved  following  x-ray  therapy.  The 
fifth  question  merely  asked  the  parents 
to  compare  the  frequency  of  upper  res- 
piratory infections  the  year  prior  to  and 
the  year  following  x-ray  therapy.  There 
were  153  parents  who  answered  this  ques- 
tion, and  139,  or  90  per  cent,  felt  that  the 


314 


LeJeune — Tumors  of  the  Larynx 


TABLE  1 


Yes 

No 

Had  you  detected  any  hearing  dif- 
ficulty prior  to  the  x-ray  therapy? 

55 

108 

If  so,  in  your  opinion  has  his  hear- 
ing improved  following  x-ray 
therapy? 

42 

18 

Prior  to  x-ray  therapy  had  you  no- 
ticed that  your  child  was  mouth 
breathing  or  snoring? 

105 

54 

If  so,  have  these  symptoms  de- 
creased following  x-ray  therapy? 
Has  the  frequency  of  infections  in 
the  nose,  throat,  and  ears  de- 

77 

31 

creased  following  x-ray  therapy 
(compare  the  year  before  and  the 
year  following  x-ray  therapy)  ? 

139 

14 

Have  your  child’s  tonsils  and 
adenoids  subsequently  been 
removed? 

28 

98 

frequency  of  upper  respiratory  infections 
was  reduced.  Recognizing  that  this  means 
of  evaluating  a particular  procedure  in 
reducing  the  frequency  of  respiratory  in- 
fections has  many  pitfalls,  one  could  hard- 
ly deny  this  overwhelming  response  on 
the  part  of  parents  as  having  some  real 
meaning. 

In  summary,  then,  we  have  briefly  re- 
ported 165  of  our  360  cases  of  external 
irradiation  used  solely  to  improve  drain- 
age through  the  eustachian  tubes  and 
nasopharynx.  We  have  found  no  serious, 
untoward  reactions  in  any  of  our  patients, 
during  the  five  and  one-half  years  that 
some  of  them  have  been  followed.  Sub- 
jective data  has  been  reported  relative  to 
its  efficacy. 
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TUMORS  OF  THE  LARYNX* 

FRANCIS  E.  LeJEUNE,  M.  D. 

New  Orleans 

The  human  larynx  is  not  the  most  im- 
portant organ  of  our  body,  nor  is  it  vital 
to  our  existence;  yet  it  plays  an  important 
part,  not  only  in  facilitating  respiration, 
but  also,  in  social  contacts  in  our  daily 
lives. 

The  average  person  gives  little  thought 
to  the  function  of  the  larynx  unless  his  at- 
tention is  directed  to  it  by  some  mal- 
function. A good  pleasing  voice  is  an  as- 
set that  not  only  helps  win  friends  but 
also  may  be  of  considerable  economic 
value.  The  larynx  is  heir  to  various  hu- 
man ills,  as  are  other  organs  of  the  body. 
One  of  the  most  important  of  these  is 
tumors.  Both  benign  and  malignant  tu- 
mors are  found  growing  not  only  on  the 
vocal  cords  but  also  in  other  localities  of 
this  structure.  Growths  on  the  vocal  cords 
make  their  presence  known  early  in  their 
development  by  producing  changes  in  vo- 
cal function  which  we  describe  as  hoarse- 
ness. The  tumor  need  not  be  large  to 
produce  a mild  degree  of  hoarseness.  As 
it  increases  in  size,  however,  the  hoarse- 
ness becomes,  as  a rule,  more  pronounced, 
and  large  growths  may  also  produce  dys- 
pnea. 

BENIGN  TUMORS 

Although  there  are  numerous  types  of 
benign  tumors,  for  practical  purposes  only 
those  most  frequently  encountered  will  be 
discussed.  Probably  the  two  commonest 
tumors  seen  on  the  vocal  cords  are  polyps 
and  single  papillomas.  Polyps  may  be  as 
small  as  the  head  of  a pin  or  large  enough 
to  obstruct  the  laryngeal  aperture.  The 
small  ones  are  smooth  and  rounded  and 
the  large  ones  may  become  pedunculated 
and  oblong.  Frequently,  the  powerful  ad- 
ductor action  of  the  vocal  cords  will  pro- 
duce sufficient  trauma  to  a polyp  to  give 
it  a hemorrhagic  appearance.  The  prob- 
lem presented  by  polyps  of  the  larynx,  as 
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Orleans,  May  4,  1955. 
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in  all  benign  tumors  of  the  vocal  cords,  is 
accurate  removal  of  the  lesion  with  as 
little  injury  to  the  vocal  cords  as  possible. 
A clear  normal  voice  postoperatively  is 
proof  of  the  success  of  the  operation. 

Polyps  and  papillomas  look  so  much 
alike  that  they  are  exceedingly  difficult 
to  differentiate  by  mirror  laryngoscopy. 
Single  papillomas  are  always  small  and 
are  located  on  either  the  superior  or  con- 
tact surface  of  one  vocal  cord.  Unlike 
polyps,  papillomas  have  a tendency  to  re- 
cur. Repeated  recurrence  of  papillomas  in 
adults  should  be  viewed  with  suspicion,  as 
they  occasionally  show  a disposition  to 
malignant  degeneration. 

Multiple  papillomas  are  the  most  per- 
nicious tumors  seen  in  the  larynx  of  little 
children.  They  recur  repeatedly  in  spite 
of  persistent  therapy.  They  usually  de- 
velop in  early  life  and  it  is  generally  be- 
lieved that  they  disappear  about  the  age 
of  puberty.  During  this  interval  of  time 
it  is  usually  necessary  to  remove  these 
multiple  papillomas  repeatedly  in  order  to 
provide  adequate  breathing  space  within 
the  larynx.  If  the  papillomas  recur  too 
rapidly,  tracheotomy  may  be  advisable  so 
that  the  larynx  may  be  placed  at  rest.  It 
is  not  too  unusual  to  see  a patient  with 
multiple  papillomas  continue  to  have  these 
growths  in  adult  life.  Several  years  ago 
we  reported  a case  of  multiple  papillomas 
of  the  larynx  which  were  discovered  in  a 
child  of  3 years  who  died  at  the  age  of 
21  years  after  having  had  103  operations 
for  removal  of  multiple  papillomas  from 
the  larynx  and  tracheobronchial  tree.  It 
has  been  our  observation  that  multiple 
papillomas  of  the  larynx  usually  occur  in 
underprivileged  children.  The  etiology  is 
still  obscure  and  treatment  remains  un- 
satisfactory. 

Nodules  usually  develop  at  the  junction 
of  the  anterior  and  middle  thirds  of  the 
vocal  cords  always  as  a result  of  vocal 
abuse.  They  are  frequently  found  in  little 
children  who  shout,  yell,  and  scream  ex- 
cessively. Unless  they  become  extremely 
large,  it  is  our  opinion  that  surgical  re- 
moval should  be  delayed  until  the  child 
has  reached  the  age  of  reason  and  co- 


operation. Earlier  removal  will  probably 
be  followed  by  recurrence,  for  as  soon  as 
the  operation  is  concluded  the  child  will 
resume  shouting,  yelling  and  screaming — 
the  same  conditions  which  were  originally 
responsible  for  the  development  of  the 
nodules. 

Vocal  nodules  in  adults  may  well  be 
considered  as  an  occupational  hazard,  for 
they  are  seen  most  frequently  in  individ- 
uals whose  occupations  demand  much  use 
of  the  voice,  such  as  preachers,  teachers, 
and  singers.  In  the  early  stages  vocal  rest 
will  prove  beneficial,  but  if  the  nodule  has 
existed  for  a long  time,  surgical  removal 
must  be  advised. 

Contact  ulcers,  which  always  occur  at 
the  vocal  process  followed  by  formation 
of  granulating  tissue,  are  at  times  exceed- 
ingly difficult  to  treat.  Simple  removal  of 
the  granulation  tissue  as  a rule  is  not  suf- 
ficient to  effect  a cure,  for  too  often,  the 
granulating  tissue  rapidly  recurs.  Vocal 
rest  and  speech  therapy  play  an  important 
part  in  the  successful  treatment  of  these 
ulcers.  I have  never  seen  a contact  ulcer 
with  granulations  that  has  not  eventually 
cleared  up,  although  in  some  cases  this 
may  take  a long  time. 

Since  the  advent  of  intratracheal  anes- 
thesia, a new  type  of  benign  tumor  is  oc- 
casionally encountered.  This  is  a granu- 
loma, always  located  on  the  vocal  process 
either  unilaterally  or  bilaterally.  Invari- 
ably, the  hoarseness  dates  back  to  a recent 
operation,  and  careful  inquiry  will  reveal 
that  intratracheal  anesthesia  was  used. 
We  can  only  theorize  on  the  cause  of  the 
occurrence  of  these  granulomas,  since  they 
are  seen  so  infrequently.  The  mucosa  cov- 
ering the  vocal  process  of  the  arytenoids 
is  exceedingly  thin,  tense  and  delicate. 
Excessive  pressure  exei’ted  by  an  intra- 
tracheal tube  for  too  long  a period  of  time 
may  certainly  produce  trauma  followed 
by  irritation  and  granulations.  Vigorous 
adduction  of  the  vocal  cords  during  anes- 
thesia could  conceivably  traumatize  the 
vocal  processes.  Another  thought  occurs. 
Could  an  occasional  patient  be  allergic  to 
rubber  tubes?  Sometimes  a surgeon  will 
find  that  he  is  allergic  to  rubber  gloves. 
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These  nonspecific  granulomas  following 
intratracheal  anesthesia,  unlike  granulom- 
as occurring  with  contact  ulcers,  usually 
respond  favorably  to  surgical  removal. 

Polypoid  degeneration  of  the  vocal  cords 
is  the  end  result  of  long  standing  laryn- 
gitis. The  contact  surfaces  of  the  vocal 
cords  undergo  polypoid  degeneration, 
which  enlarges  with  time.  One  or  both 
cords  may  be  involved  and  the  polyposis 
begins  at  the  anterior  commissure  and 
ends  abruptly  at  the  vocal  process.  These 
polypoid  flaps  bounce  in  and  out  with 
respiration  and  produce  a raspy,  hoarse 
voice.  Frequently,  the  edge  of  the  vocal 
cord  can  be  seen  through  the  translucent 
polypoid  tissue  and  serves  as  a guide  in 
excision  of  this  tissue.  In  excision  of  bi- 
lateral polyposis  of  the  vocal  cords  the 
virginity  of  the  anterior  commissure  must 
be  respected  or  anterior  synechia  of  the 
cords  will  develop. 

MALIGNANT  TUMORS 

By  far  the  most  serious  tumors  occur- 
ring on  the  vocal  cords  are  the  malignant 
ones.  Statisticians  inform  us  that  4 per 
cent  of  all  malignant  tumors  occur  in  the 
larynx,  the  majority  of  which  develop  on 
the  vocal  cords.  If  the  tumor  is  excised 
in  the  early  stages,  the  progno'sis  is  good. 
Although  it  is  regrettable  that  the  larynx, 
or  any  other  part  of  the  body,  is  suscepti- 
ble to  malignant  neoplasms,  man  is  indeed 
fortunate,  if  predestined  to  have  cancer, 
when  it  develops  on  one  vocal  cord.  Si- 
multaneously with  its  occurrence  on  one 
cord,  hoarseness  develops  and  persists. 
Early  I’ecognition  of  this  warning  signal 
and  proper  treatment  offer  a great  chance 
of  obtaining  a complete  cure. 

Early  cancer  of  the  vocal  cord  does  not 
follow  any  specific  pattern.  The  growth 
may  assume  various  forms,  and  any  un- 
usual appearance  of  one  vocal  cord  must 
be  viewed  with  carcinoma  in  mind. 
Eighty-five  per  cent  of  carcinomas  of  the 
lai’ynx  will  occur  on  one  vocal  cord.  In 
the  early  stages  these  growths  are  uni- 
lateral, and  only  by  extension  and  in- 
vasion do  they  become  bilateral.  These 
early  lesions  grow  slowly  and  produce 
hoarseness  simultaneously  with  their  ap- 


pearance. At  first,  the  hoarseness  is  mild 
but  persistent,  but  as  the  growth  increases 
in  size,  it  becomes  proportionately  worse. 
It  is  regrettable  that  this  type  of  lesion 
produces  no  pain  at  any  time  in  the  early 
stages.  For  this  reason,  patients  usually 
postpone  consulting  a competent  physi- 
cian. Pain  is  associated  by  the  laity  with 
cancer,  and  all  too  frequently  examination 
is  delayed  because  of  its  absence.  If  pain 
were  present,  we  would  undoubtedly  see 
these  patients  much  earlier  when  the 
chances  of  success  are  gi’eater. 

These  lesions  have  various  appearances. 
They  may  be  sessile  with  definite  limita- 
tion of  the  growth  by  the  presence  of 
normal  tissue  on  all  sides  or,  rarely,  they 
may  appear  as  a uniform  enlargement  of 
the  entire  vocal  cord  with  accompanying 
hyperemia  of  the  cord.  Incidentally,  any 
unusual  type  of  lesion  occurring  on  one 
vocal  cord  should  be  considered  as  carci- 
noma until  proved  otherwise.  A unilateral 
granular  appearing  vocal  cord  should  be 
regarded  suspiciously.  The  last  two  cases 
of  this  type  that  came  under  our  obser- 
vation proved  to  be  nonspecific  granu- 
lomas. Carcinoma  limited  to  one  vocal 
cord  is  usually  the  squamous  cell  type, 
which  is  relatively  slow  growing,  and  be- 
cause of  the  paucity  of  the  lymphatic 
supply  in  this  area  metastasis  does  not 
occur  until  late.  A small  growth,  limited 
to  a portion  of  one  vocal  cord,  no  larger 
than  the  head  of  a match,  can  be  success- 
fully extirpated  by  the  oral  route  with 
the  aid  of  the  suspension  laryngoscope. 
Unfortunately,  only  6 per  cent  of  all  car- 
cinomas of  the  larynx  are  seen  early 
enough  to  warrant  this  type  of  procedure. 
These  surface  lesions  of  low  grade  malig- 
nancy, when  completely  extirpated,  yield 
cures  in  94  per  cent  of  cases.  This  is  a 
higher  rate  of  curability  than  it  is  possi- 
ble to  obtain  in  cancer  involving  any 
other  internal  organ  of  the  body.  If  a 
greater  portion  of  a vocal  cord  is  invaded 
with  a malignant  growth  and  the  cord 
still  shows  normal  function,  it  is  possible 
to  extirpate  the  lesion  and  still  save  the 
larynx.  The  laryngofissure  operation  is 
intended  for  removal  of  one  vocal  cord. 
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It  is  an  ingenious  operative  procedure  in 
which,  through  an  external  incision,  the 
thyroid  cartilage  is  split  in  the  median 
line  and  the  two  wings  of  the  cartilage 
are  spread  open  permitting  a direct  view 
of  its  interior.  It  is  comparatively  easy  to 
extirpate  the  growth  in  properly  selected 
cases.  Such  cases  offer  approximately  85 
per  cent  cures  with  some  distortion  of 
voice. 

If  the  malignant  growth  is  more  exten- 
sive and  one  vocal  cord  is  fixed,  indicating 
posterior  infiltration,  or  if  there  is  sub- 
glottic extension,  conservative  measures 
will  not  give  the  desired  results.  Com- 
plete removal  of  the  entire  larynx  offers 
hope  of  permanent  cure,  provided  meta- 
stasis has  not  occurred.  Laryngectomy  is 
a radical  procedure,  but  it  is  the  only 
means  of  combating  a relentless  foe  with 
any  degree  of  success. 

SUMMARY 

Both  benign  and  malignant  tumors  are 
encountered  in  the  larynx.  Probably  the 
two  commonest  benign  ones  are  polyps 
and  single  papillomas.  These  lesions  look 
so  much  alike  that  they  are  difficult  to 
differentiate  by  mirror  laryngoscopy.  Mul- 
tiple papillomas  are  the  most  pernicious 
tumors  seen  in  the  larynx  of  little  chil- 
dren. Despite  persistent  removal,  they 
continue  to  recur.  Vocal  nodules  are  al- 
ways the  result  of  vocal  abuse.  Vocal  rest 
may  be  all  that  is  necessary  in  the  early 
stages  but  long  standing  nodules  require 
surgical  removal.  Contact  ulcers  occur  on 
the  vocal  process  and  are  accompanied  by 
granulating  tissue.  They  eventually  clear 
up  with  vocal  rest  and  speech  therapy. 
Granulomas  sometimes  develop  on  the  vo- 
cal process  in  patients  who  have  had  in- 
tratracheal anesthesia.  They  usually  re- 
spond favorably  to  surgical  removal. 
Polyposis  of  the  vocal  cords  is  the  end 
result  of  chronic  laryngitis.  Surgical  ex- 
cision is  indicated. 

The  most  serious  tumors  of  the  vocal 
cords  are  the  malignant  ones.  Complete 
cure  can  be  obtained  in  the  early  ones  by 
excision  by  the  oral  route  with  the  aid  of 
the  suspension  laryngoscope.  Unfortu- 
nately, only  6 per  cent  of  cases  are  seen 


early  enough  to  warrant  this  type  of  pro- 
cedure. If  cancer  involves  a greater  por- 
tion of  a vocal  cord  but  the  cord  still 
shows  normal  function,  the  laryngofissure 
operation  makes  it  possible  to  extirpate 
the  lesion  and  still  save  the  larynx.  For 
more  extensive  gi’owths  with  fixation  of 
one  vocal  cord  or  subglottic  extension  lar- 
yngectomy offers  hope  of  permanent  cure, 
provided  metastasis  has  not  occurred. 
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THE  ROLE  OF  STEROIDS 
IN  ALLERGY* 

ROY  WHITE,  JR.,  M.  D. 

New  Orleans 

The  role  of  any  new  drug  in  the  thera- 
peutic armamentarium  of  the  physician 
is  often  a difficult  one  to  assess.  As  valu- 
able and  as  necessary  as  the  results  of 
animal  experimentation  undoubtedly  are, 
the  final  judgment  must  inevitably  await 
the  analysis  of  data  gathered  after  exten- 
sive clinical  application.  Often  the  un- 
bounded enthusiasm  which  attends  the 
discovery  of  a potential  panacea  is  eventu- 
ally replaced  by  the  cautious  acceptance 
of  the  new  medicament,  with  definite  in- 
dications and  contraindications.  This,  I 
feel,  has  been  the  story  of  the  steroids. 

Most  of  us  have  at  times  been  guilty  of 
using  ACTH  or  cortisone  when  the  indica- 
tions were  somewhat  hazy  or  perhaps  be- 
fore an  adequate  search  for  contraindica- 
tions was  completed.  Then  clinical  success 
occurred  with  sufficient  frequency  to  es- 
tablish these  bad  habits  and  to  instill 
within  us  a false  sense  of  security.  I 
should  like  to  review  some  of  the  informa- 
tion which  has  been  obtained  regarding 
the  role  of  the  steroids  in  allergy  and 
perhaps,  by  this,  to  maintain  an  objec- 
tive position  which  is  essential  to  their 
proper  use. 

I have  already  intimated  the  importance 
of  the  study  of  immunologic  mechanisms 
observed  in  laboratory  animals  and  the 
effect  of  the  steroids  on  these  mechanisms. 
A grasp  of  certain  of  these  fundamentals 
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is  a helpful  stepping-stone  to  clinical  ap- 
plication. 

It  has  been  shown  by  various  investiga- 
tors that  the  steroids  are  unable  to  pre- 
vent anaphylaxis  in  the  guinea  pig.  Mal- 
kiel  sensitized  these  animals  to  horse 
serum.  They  had  been  treated  with  ACTH 
or  cortisone  before  and  after  sensitization. 
However,  when  these  guinea  pigs  were 
submitted  to  the  challenging  dose  of  horse 
serum,  fatal  anaphylaxis  occurred.  The 
results  with  passive  sensitization  were 
similar  and  this  inadequacy  could  not 
readily  be  attributed  to  the  dosage  em- 
ployed. The  results  were  conclusive.  ACTH 
and  cortisone  did  not  prevent  the  forma- 
tion of  antibodies  in  the  guinea  pig,  nor 
did  they  influence  the  union  of  antibody 
with  antigen  and  subsequent  anaphylaxis. 
Also,  these  hormones  had  no  effect  on  the 
fixation  of  the  antibody  to  the  shock 
organ,  which  was  necessary  for  the  pro- 
duction of  anaphylaxis  in  passively  sensi- 
tized animals. 

The  role  of  histamine  in  allergy  has 
been  poorly  defined.  At  times  it  has  been 
incriminated  as  the  effector  substance  re- 
sponsible for  anaphylaxis.  Therefore,  its 
relation  to  the  steroids  becbmes  one  of 
importance. 

It  is  known  that  the  injection  of  hista- 
mine can  produce  shock  readily  in  guinea 
pigs.  Landau  and  his  associates  ® found 
that  repeated  large  doses  of  ACTH  and 
cortisone  were  ineffective  in  preventing 
this. 

The  naturally  sensitive,  asthmatic  man 
is  known  to  be  peculiarly  intolerant  to 
histamine.  Injections  of  this  drug  in  such 
amounts  as  are  used  ordinarily  to  test  the 
gastric  secretions  have  precipitated  an 
acute  asthmatic  paroxysm  in  such  patients. 
Curry  and  his  workers  * discovered  that 
the  administration  of  varying  amounts  of 
ACTH  offered  no  protection  to  these  in- 
dividuals. However  Segal " and  his  associ- 
ates successfully  protected  their  patients 
by  pretreatment  with  adrenalin,  amino- 
phyllin  and  antihistamines.  Apparently 
ACTH  and  cortisones  did  not  exert  an 
antihistaminic  effect. 


The  reagin  has  often  been  considered 
the  special  antibody  of  allergy.  It  is  re- 
sponsible for  the  wheal  and  flare  which 
is  characteristic  of  the  positive  skin  test 
in  sensitive  individuals.  These  are  also 
present  as  circulating  antibodies  in  the 
blood  stream  and  are  responsible  for  the 
passive  transfer  of  sensitivity  from  the 
atopic  to  the  non-atopic  individual.  It  has 
generally  been  agreed  that  ACTH  and 
cortisone  have  no  effect  on  skin  reactivity 
in  the  atopic  patient,  nor  do  they  have  an 
effect  on  circulating  reagins  as  shown  by 
the  persistence  of  positive  passive  trans- 
fer tests. 

The  Arthus  phenomenon  is  closely  asso- 
ciated with  circulating  precipitating  anti- 
bodies and  the  investigation  of  its  altera- 
tion by  ACTH  and  cortisone  has  been  en- 
lightening. 

Bjorneboe,  Fischel  and  Stoerk  ^ used 
intravenous  polyvalent  Pneumococcus  an- 
tigen to  immunize  rabbits  and  subsequent- 
ly noted  the  effect  of  cortisone  and  ACTH 
on  specific  antibody  nitrogen  and  also  on 
the  histopathology  of  the  spleen.  They 
discovered  that  when  the  steroids  were 
administered  before  and  after  sensitiza- 
tion there  was  an  absolute  reduction  in 
circulating  antibody.  Prolonged  immuni- 
zation in  the  untreated  animals  resulted 
in  gross  splenic  enlargement  and  a dense 
infiltration  of  plasma  cells.  In  the  ani- 
mals treated  with  ACTH  and  cortisone 
there  was  no  splenic  enlargement  and  no 
plasma  cell  infiltration. 

Germuth  ® and  his  associates  did  their 
work  on  the  Arthus  phenomenon  by  in- 
jecting rabbits  intradermally  with  egg  al- 
bumin daily  for  a period  of  eighteen  days. 
Three  separate  groups  of  animals  were 
used ; one  of  these  served  as  a control. 
Of  the  other  two  groups,  one  was  treated 
with  ACTH  and  one  with  cortisone.  The 
control  animals  all  developed  a large  Ar- 
thus reaction  at  the  injection  site  by  the 
thirteenth  day  and  the  level  of  antibody 
nitrogen  in  the  serum  reached  200  gamma 
per  cubic  centimeter  by  the  eighteenth 
day.  The  reaction  was  definitely  inhibited 
in  the  rabbits  receiving  ACTH  with  anti- 
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body  levels  averaging  about  50  per  cent 
of  that  of  the  controls.  The  skin  reactions 
in  the  cortisone  treated  group  were  only 
slight  and  the  levels  of  antibody  nitrogen 
quite  low.  It  was  interesting  that  the  in- 
hibitory effect  of  cortisone  was  temporary 
and  the  reaction  became  increasingly  more 
severe  as  the  medication  was  gradually 
discontinued. 

It  is  interesting  to  note  at  this  point 
that,  while  ACTH  and  cortisone  had  no 
effect  on  the  circulating  antibodies  pro- 
ducing passive  sensitization  in  the  guinea 
pig,  they  definitely  lowered  the  level  of 
circulating  antibody  responsible  for  the 
Arthus  phenomenon  in  the  rabbit. 

Several  types  of  antibodies  have  been 
described.  The  complete  precipitating  and 
agglutinating  antibody  has  been  thought 
to  be  responsible  for  the  Arthus  reaction. 
The  nonprecipitating  antibody  has  been 
thought  to  be  responsible  for  the  positive 
wheal  and  flare  skin  reaction  and  the 
passive  transfer  of  anaphylaxis  in  the 
guinea  pig.  This  would  suggest  the  pos- 
sibility that  ACTH  and  cortisone  might 
have  different  effects  on  different  anti- 
bodies. The  blocking  antibody  inhibits 
precipitation  or  agglutination  by  the  com- 
plete antibody. 

One  important  action  of  these  hormones 
has  not  been  mentioned,  and  that  is  the 
ability  to  suppress  the  inflammatory  re- 
sponse. Apparently  this  is  a nonspecific 
effect  and  is  not  mediated  by  an  antigen- 
antibody  mechanism.  The  definite  quanti- 
tation of  how  much  benefit  in  disease  is 
due  to  specific  and  how  much  to  nonspeci- 
fic effects  has  not  been  achieved. 

The  first  clinical  consideration  is  the 
use  of  the  steroids  in  bronchial  asthma. 
Most  authors  are  in  agreement  as  to  which 
patients  should  be  selected  for  this  type 
of  therapy.  Certainly  patients  who  are 
initially  seen  in  status  asthmaticus  and 
who  fail  to  respond  to  the  usual  emergen- 
cy treatment  of  adrenalin,  ephedrine,  ami- 
nophyllin,  iodides,  etc.  are  candidates  for 
this  specialized  treatment.  Also  those  pa- 
tients who  have,  in  the  past,  responded 
to  hyposensitization  and  symptomatic 


therapy  and  who  suddenly  develop  intrac- 
table asthma  should  be  considered.  Final- 
ly, that  group  of  patients  in  whom  the 
search  for  a specific  antigen  has  not  been 
successful  and  who,  because  of  their  dis- 
ease, have  been  unable  to  maintain  a use- 
ful position  in  society,  may  require  hor- 
mone treatment.  Their  rehabilitation  may 
rest  on  a satisfactory  response  to  ACTH 
or  cortisone. 

The  contraindications  to  the  use  of 
these  hormones  have  become  quite  familiar 
to  us  as  the  sphere  of  their  usefulness  has 
broadened.  These  include  the  presence  of 
active  tuberculosis,  an  active  peptic  ulcer, 
a history  of  thromboembolic  phenomena, 
psychiatric  disorders,  diabetes  and  active 
infection.  Also  the  presence  of  hyper- 
tension or  congestive  failure  may  serve 
as  deterrants.  However,  most  of  these 
contraindications  are  relative  and  not  ab- 
solute. The  final  decision  must  inevitably 
be  the  urgency  of  the  situation. 

The  exact  dosage  employed  has  differed 
slightly  among  clinicians,  though  most 
seem  to  favor  large  initial  amounts.  Irwin 
et  al,‘^  followed  a schedule  of  75  milligrams 
of  cortisone  every  six  hours  for  twenty- 
four  hours ; then  50  milligrams  every  six 
hours  until  complete  suppression  of  symp- 
toms occurred.  Evans  and  Rackemann  ^ 
advocated  100  to  300  milligrams  of  corti- 
sone daily  until  there  was  definite  im- 
provement. Bickerman  and  Barach  - used 
300  milligrams  of  cortisone  daily  for  the 
first  two  days,  200  milligrams  daily  for 
three  additional  days,  and  100  milligrams 
daily  from  the  sixth  to  the  tenth  day. 
Their  particular  results  will  be  mentioned 
in  more  detail  below. 

The  dosage  of  ACTH  also  has  varied 
within  fairly  narrow  boundaries.  Bicker- 
man  and  Barach  ^ used  intermittent 
courses,  each  consisting  of  25  units  of 
ACTH  intramuscularly  every  six  hours 
for  four  to  five  days.  They  also  employed 
Acthar  Gel,  using  60  units  once  daily  for 
five  or  six  days  and  with  50  units  of 
ACTH  added  to  the  first  two  injections. 
Evans  and  Rackemann  used  80  to  160 
units  of  ACTH  daily  until  improvement 
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occurred. 

Experience  ^ with  hydrocortisone  has 
shown  that  the  daily  dosage  averaged  50 
per  cent  to  60  per  cent  of  that  of  corti- 
sone. 

Maintenance  therapy  is  most  often  con- 
ducted with  cortisone  or  hydrocortisone 
because  of  the  obvious  advantages  of  an 
oral  preparation  over  one  which  must  be 
administered  parenterally.  It  is  not  wise 
to  set  arbitrarily  a specific  maintenance 
level  as  this  will  necessarily  vary  with 
individual  patients.  One  method  of  seek- 
ing this  level  is  to  decrease  the  daily  dos- 
age of  cortisone  by  12.5  milligrams  every 
week.  When  the  medication  has  been  re- 
duced to  the  point  where  there  is  a return 
of  symptoms,  the  final  maintenance  dosage 
should  be  12.5  to  25  milligrams  above  the 
one  the  patient  was  taking  when  symp- 
toms returned.  This,  too,  may  vary  and 
certainly  during  periods  of  stress,  such 
as  an  acute  infectious  episode,  an  increase 
may  be  necessary. 

The  findings  of  Bickerman  and  Barach 
were  particularly  interesting  and  afford 
us  an  opportunity  to  compare  the  relative 
merits  of  ACTH,  cortisone,  .and  hydrocor- 
tisone. They  studied  107  patients  suffer- 
ing from  chronic  intractible  asthma  and 
56  with  severe  pulmonary  emphysema. 
The  dosage  schedules  for  ACTH  and  cor- 
tisone were  noted  above.  Hydrocortisone 
was  given  in  amounts  of  50  milligrams 
every  six  hours  for  the  first  two  days, 
then  40  milligrams  every  six  hours  for 
the  next  two  days,  followed  by  100  milli- 
grams daily  in  divided  doses  for  six  days. 

The  incidence  of  complete  remissions  in 
130  courses  of  ACTH  was  43  per  cent 
with  a partial  remission  in  39  per  cent 
and  no  improvement  in  18  per  cent.  The 
results  were  invariably  better  in  those 
with  bronchial  asthma  than  in  the  emphy- 
sema group.  Twenty-six  per  cent  of  the 
latter  experienced  a complete  remission  as 
against  49  per  cent  of  the  asthmatics. 
The  duration  of  the  remissions  averaged 
fourteen  to  sixteen  days.  Adverse  reac- 
tions were  experienced  in  15  per  cent  of 
the  130  courses. 


One  hundred  twenty-three  courses  of 
cortisone  were  given  and  again  the  inci- 
dence of  complete  remissions  was  higher 
in  the  asthmatics — 68  per  cent  as  against 
39  per  cent  for  the  patients  with  emphy- 
sema. The  incidence  of  side  effects  in  this 
group  was  29  per  cent. 

Fifty  courses  of  hydrocortisone  were 
administered  and  the  therapeutic  effects 
were  approximately  the  same  as  with 
ACTH  and  cortisone.  The  duration  of 
remissions  in  all  three  were  about  equal. 
However,  the  toxicity  was  less  in  the 
third  group  with  adverse  effects  in  only 
8 per  cent.  This  may  in  part  have  been 
due  to  the  smaller  dosage  of  hydrocorti- 
sone necessary  to  achieve  the  desired  ef- 
fect. 

Seventy-two  patients  of  the  entire  series 
received  two  or  more  courses  of  therapy. 
The  incidence  of  complete  remissions  fell 
sharply  in  those  receiving  ACTH  and 
cortisone.  However,  there  was  no  signifi- 
cant change  in  the  response  of  those  given 
subsequent  doses  of  hydrocortisone. 

Irwin  et  al  ® recently  summarized  their 
data  on  23  intractable  asthmatics  who 
have  been  on  cortisone  maintenance  thera- 
py for  varying  periods  of  time,  6 of  the 
group  having  started  in  1951.  The  main- 
tenance dosage  has  averaged  between  75 
and  100  milligrams  of  cortisone  daily.  All 
of  these  patients  have  been  maintained 
symptom  free.  All  of  them  have  developed 
one  or  more  of  the  manifestations  of  hy- 
percorticism. 

Arbesman  and  Richard  ^ have  reported 
on  63  asthmatics  who  have  been  followed 
from  one  week  to  almost  four  years. 
Sixty-five  per  cent  of  the  63  patients  had 
very  satisfactory  improvement  with  cor- 
tisone. Twenty-three  of  these  63  received 
hydrocortisone  at  different  times  and  65 
per  cent  were  benefitted.  Four  of  these 
23  had  better  results  from  cortisone,  while 
7 preferred  hydrocortisone.  Twelve  ob- 
tained equal  relief  from  each.  The  main- 
tenance dosage  of  cortisone  was  between 
50  and  75  milligrams,  while  that  of  hydro- 
cortisone was  usually  between  40  and  60 
milligrams.  The  percentage  of  side  effects 
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was  again  higher  in  the  cortisone  group — 
32  per  cent  as  against  21.4  per  cent. 

Lowell  and  his  associates  followed  19 
asthmatics  for  a year  or  more  on  mainte- 
nance cortisone  therapy.  All  improved 
with  an  increase  in  vital  capacity  and  ex- 
piratory rate.  However,  2 of  these  pa- 
tients later  developed  increasing  asthma 
and  were  considered  failures.  It  was  in- 
teresting to  note  that  the  functional  im- 
provement was  maximal  after  ten  to  four- 
teen days  of  treatment  in  most  instances. 
Their  daily  maintenance  dosage  varied 
from  50  to  150  milligrams. 

The  complications  of  ACTH  and  corti- 
sone therapy  are  too  numerous  and  diver- 
sified to  permit  a detailed  discussion.  Most 
of  them  may  be  included  under  the  head- 
ing of  hypercorticism  and  are  those  with 
which  we  are  most  familiar.  The  reactiva- 
tion of  tuberculosis  and  peptic  ulcers  and 
the  adverse  effect  on  infection  should  be 
again  mentioned.  Not  as  frequent,  but  no 
less  important,  is  the  occasional  anaphylac- 
tic reaction  to  ACTH,  particularly  when 
this  is  given  intravenously.  Osteoporosis 
of  the  spine  with  vertebral  collapse  has 
been  reported-  and,  though  infrequent,  is 
no  less  distressing  when  it  occurs. 

In  summary,  certain  experimental  work 
with  ACTH  and  cortisone  has  been  re- 
viewed. The  indications,  contraindications, 
and  possible  complications  have  been  men- 
tioned. Clinically  these  hormones  have 
been  shown  to  exert  a definite  beneficial 
effect  on  a large  percentage  of  patients 
in  an  acute  attack  of  asthma  and  also  on 
those  receiving  prolonged  maintenance 
therapy.  Certainly  the  steroids  have  a 
definite  place  in  the  management  of  aller- 
gic diseases.  As  our  knowledge  of  the 
adrenal  cortical  hormones  continues  to  ex- 
pand, we  should  have  an  optimistic  view 
of  their  future  in  allergy — albeit  a guard- 
ed optimism. 
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EXPERIENCES  IN  THE  PSYCHIATRIC 
TREATMENT  OF  ULCERATIVE 
COLITIS  * 

ROBERT  G.  HEAD,  M.  D. 

New  Orleans 

Ulcerative  colitis  is  a disease  of  un- 
known etiology,  supposedly  an  infectious 
process  of  the  colon  with  ulceration,  diar- 
rhea, bleeding,  and  wasting.  The  many 
medications  and  varied  treatments  used 
in  the  past  and  present  are  evidence  also 
of  the  inadequate  status  of  therapy  of 
this  dread  condition. 

Julian  Ruffin,  of  Duke  University  ^ has 
divided  ulcerative  colitis  into  three  groups 
according  to  the  severity  of  the  symptoms : 
mild,  moderately  severe  to  severe,  and 
fulminating.  His  criteria  for  deciding  the 
degree  of  severity  were  determined  by  the 
number  of  stools  per  day,  presence  of  con- 
stitutional symptoms  and  radiological  and 
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proctoscopic  findings.  In  his  series  of  100 
cases  recently  analyzed  33  were  mild,  62 
moderately  severe  to  severe,  and  5 ful- 
minating. 

The  literature  is  replete  with  case  re- 
ports of  the  disease,  and  most  of  the 
workers  in  the  field  have  recognized  the 
importance  of  psychologic  factors  in  the 
genesis  and  course  of  the  illness.  Some 
have  regarded  the  psychological  factors 
as  consequences  of  the  organic  process. 
Even  where  credence  is  given  to  the  psy- 
chic factors,  there  is  confusion  as  to  the 
proper  management  of  these  factors. 

George  Engel,“  however,  has  thoroughly 
discussed  the  psychological  aspects  of  the 
management  of  the  patient  and  has  em- 
phasized the  child-parent  relationship : 
that  is,  the  unusual  and  unnatural  depen- 
dence of  the  patient  upon  the  parent, 
usually  the  mother.  The  mothers  of  these 
patients  are  often  emotionally  sick  people, 
often  close  to  psychosis  or  actually  psy- 
chotic, and  cannot  allow  the  child  to  grow 
up  and  become  independent.  The  child 
learns  only  one  technic  of  adjustment,  a 
symbiotic  one  with  the  sick  mother.  The 
common  denominator  in  the,  onset  or  ex- 
acerbation of  ulcerative  colitis  patient  is 
often  any  situation  which  threatens  a dis- 
ruption of  the  relationship  with  the  moth- 
er or  any  other  person  vdth  whom  the  pa- 
tient has  developed  a similar  relationship. 
This  threat  may  be  death,  illness,  or  de- 
parture of  the  mother  or  mother-figure, 
or  growing  away  attempts  of  the  patient 
such  as  adolescence,  completion  of  school, 
marriage  or  pregnancy. 

Lindemann  ^ found  bereavement  due  to 
death  or  rejection  and  disillusionment  with 
a key  figure  as  the  precipitating  psycho- 
logical experience  in  75  of  87  patients 
with  ulcerative  colitis. 

Psychotherapy,  however,  is  difficult  in 
the  face  of  the  acutely  disabling  illness. 
Classical  psychoanaljTic  technics  are  usu- 
ally not  indicated:  the  patient  is  always 
too  ill.  Supportive  types  of  psychotherapy 
have  been  reported  as  having  been  of  some 
benefit.  Certainly,  whatever  psychiatric 
treatment  is  used  must  be  done  in  con- 


junction with  the  medical  management 
of  the  illness. 

I became  interested  in  the  problem  of 
handling  these  patients  when  I was  asked 
to  see  several  who  had,  in  addition  to 
their  ulcerative  colitis  symptoms,  clear 
cut  suicidal  depressive  symptoms.  These, 
of  course,  fit  in  with  the  pattern  of  re- 
sponse to  mourning  or  bereavement  and 
an  attempt  to  recapture  the  actual  or 
fancied  lost  person.  I hesitantly  treated 
several  of  them  with  a course  of  electric 
shock  therapy,  as  one  would  treat  any  pa- 
tient with  such  a severe  depression,  and 
have  now  handled  6 cases  jointly  with  an 
internist  and  surgeon. 

Their  ages  range  from  22  to  56  years. 
There  were  5 females  and  1 male.  Five 
were  classified  as  severe  and  one  fulmi- 
nating. In  all  cases  the  element  or  reac- 
tion to  loss  of  a loved  one  was  demon- 
strable. The  first  case  was  that  of  a 45 
year  old,  married  white  female  housewife 
who  for  several  months  had  10  to  20 
bloody  stools  daily,  with  toxicity,  weight 
loss,  and  malnutrition.  In  addition,  she 
was  intensely  depressed,  was  anorexic  and 
slept  little.  She  received  a*  course  of  8 
electric  shock  treatments  with  cessation  of 
the  diarrhea  after  the  second  treatment, 
followed  by  constipation.  The  depression 
lifted  gradually,  and  the  end  result  was 
a severely  hypochondriacal  person  with- 
out depression  or  ulcerative  colitis.  The 
response  of  4 of  the  others  was  similar 
and  with  a better  final  result.  In  each  of 
these  the  diarrhea  and  depression  stopped 
quickly.  The  sixth  patient,  a 22  year  old, 
shy,  thin,  asthenic  schizoid  girl  with  an 
acute  onset  of  fulminating  ulcerative  co- 
litis after  marriage  was  impossible  to 
manage  by  this  technic  because  of  the 
uncooperative  family.  Her  mother,  who 
was  openly  psychotic  and  had  been  treated 
3 times  in  a state  hospital,  allowed  us  to 
give  the  patient  only  1 electric  shock  treat- 
ment, and  then  refused  any  more.  No 
benefit  was  seen  from  this  one  treatment, 
and  the  patient  subsequently  had  a total 
colectomy. 

The  psychic  response  of  these  patients 
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to  electric  shock  therapy  was  most  inter- 
esting. All  reacted  with  much  more  than 
the  usual  memory  loss;  most  had  a total 
amnesia  for  the  hospitalization.  All,  when 
originally  seen,  were  hypochondriacal, 
clinging,  dependent  people.  After  the  first 
treatment  they  reacted  with  extreme  sus- 
picion and  distrust  and  directed  various 
paranoid  accusations  against  the  doctor 
who  they  thought  had  poisoned  them,  was 
taking  advantage  of  them  while  they  were 
unconscious,  stealing  from  them,  and  ren- 
dering them  incapable  of  ever  making 
money  again.  All  of  these  symptoms,  in 
this  group  of  patients,  subsided  over  a 
period  of  weeks  following  completion  of 
therapy. 

It  seemed  as  if  a temporary  paranoid 
psychosis  had  taken  the  place  of  the 
symptoms  of  ulcerative  colitis.  This  course 
is  certainly  not  seen  in  the  ordinary  de- 
pressions treated  by  electric  shock  thera- 
py- 

Five  of  these  six  patients  have  been 
followed  over  a period  of  eighteen  months 
to  two  years  and  none  have,  relapsed.  The 
one  who  had  a colectomy  is  functioning 
as  always  before ; weak,  asthenic,  shy, 
schizoid  and  hypochondriacal. 

CONCLUSIONS 

These  results  lead  me  to  believe  that 
possibly  electric  shock  therapy  has  a place 
in  the  management  of  some  cases  of  ul- 
cerative colitis  in  conjunction  with  medi- 
cal, surgical  and  psychotherapeutic  care. 
Perhaps,  in  acute  cases,  electric  shock 
therapy  may  shorten  the  course  of  the 
illness  and  may  even  be  of  life-saving 
value.  Definite  conclusions  cannot  be 
drawn  from  such  a small  group,  but  these 
cases  indicate  that  further  investigation 
is  warranted  and  may  add  to  our  scanty 
armamentarium  against  this  debilitating 
process. 
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DISCITSSION 

Dr.  Kenneth  A.  Ritter  (New  Orleans)  I find 
it  difficult  to  discuss  something  about  which  I 


know  so  little.  But  this  is  the  first  time  anyone 
has  tried  to  treat  ulcerative  colitis  with  electro- 
convulsive therapy  so  I am  sure  that  my  remarks, 
for  the  time  being,  anyhow,  will  remain  incon- 
testable. 

That  stressful  life  situations  can  produce  inflam- 
mation and  ulceration  of  the  upper  G.  I.  tract 
there  is  little  doubt  and  there  is  considerable  evi- 
dence in  medical  literature  to  substantiate  this, 
from  the  latter  1800’s  to  the  present.  The  classi- 
cal case  of  Alexis  St.  Martin  and  William  Beau- 
mont is  firmly  fixed  in  our  minds.  There  is  also 
substantial  evidence  that  the  lower  bowel  can  be 
affected  by  highly  charged  emotional  states.  There 
are  not  many  physicians  who  would  dispute  the 
fact  that  diarrheas  among  medical  students  not 
uncommonly  signal  an  impending  examination. 

So,  in  general,  there  is  wide  acceptance  that 
emotions  can  influence  function  of  the  G.  I.  tract. 
When  we  try  to  go  beyond  this,  however,  to  dis- 
cover a constellation  of  psychological  forces  pe- 
culiar to  all  cases  of  a syndrome  like  ulcerative 
colitis,  we  encounter  a lot  of  trouble  for  it  always 
seems  to  be  easier  to  find  mental  differences 
among  the  group  than  mental  similarities.  And 
to  sift  down  these  traits  into  a common  denomi- 
nator is  no  simple  task. 

Quite  recently,  as  Dr.  Head  has  said,  investiga- 
tion showed  us  that  ulcerative  colitis  might  well 
be  a depressive  equivalent,  i.  e.,  might  serve  as  a 
symptom  of  a morbid  depression.  The  common 
denominator  is  thought  to  be  the  real  or  fancied 
loss  of  a person  on  whom  the  patient  relies  greatly. 

I have  seen  one  man  recently  whose  colitis  stai'ted 
immediately  after  the  death  of  an  older  brother, 
from  cancer,  and  who  was  very  concerned  that  he 
too  might  have  cancer — a not  infrequent  symptom 
in  depressions. 

There  was,  therefore,  a sound  basis  for  trying 
E.C.T.,  in  ulcerative  colitis,  since  we  already  knew 
that  E.C.T.,  was  the  treatment  of  choice  in  patho- 
logical depression. 

Dr.  Head’s  work  here  seems  to  bear  out  our  sup- 
positions excepting  the  release  of  the  severe  para- 
noid elements  following  treatment.  Paranoid  ele- 
ments are  not  uncommon  in  depressed  people  but 
not  ordinarily  to  this  extent  and  this  may  be  why 
these  people  do  not  get  the  “garden  variety’’  of 
depression  and  get  colitis  instead. 

My  own  experience  with  E.C.T.,  in  treating  ul- 
cerative colitis  is  limited  to  one  case,  that  of  a 
young  housewife  who  also  had  epilepsy.  She  was 
almost  moribund  when  I first  saw  her  and  there 
was  no  possibility  of  anything  remotely  resembling 
psychotherapy.  After  the  first  treatment,  her 
fever  and  pulse  rate  showed  a marked  drop  to 
normal  levels  and  remained  there  throughout  her 
course.  But  she  continued  to  have  free  bleeding 
and  because  of  this  and  multiple  polypi,  an  iliosto- 
my  had  to  be  done.  The  marked  decrease  in  tox- 
icity no  one  is  able  to  explain. 
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I think  that  Dr.  Head’s  work  is  provocative  and 
stimulating-  and  may  well  add  to  our  knowledge 
of  the  psychodynamics  and  therapy  of  this  baffling 
disorder. 

o 

DISEASES  OF  THE  FEMALE 
URETHRA  AND  BLADDER* 

C.  M.  PASQUIER,  JR.,  M.  D. 

E.  C.  ST.  MARTIN,  M.  D. 

J.  H.  CAMPBELL,  M.  D. 

Shreveport 

In  this  presentation,  some  of  the  more 
common  disorders  of  the  lower  urinary 
tract  in  the  female  will  be  considered. 
This  subject  was  chosen  for  several  rea- 
sons. In  the  first  place,  of  the  urological 
diseases  of  females  encountered  in  general 
practice,  the  primary  pathology  in  the 
great  majority  of  cases  will  prove  to  be 
in  this  portion  of  the  urinary  tract.  Sec- 
ondly, the  outstanding  symptoms  in  most 
of  these  diseases  are  those  of  bladder  ir- 
ritability and  attention  is  thus  focused  on 
this  organ  leading  to  the  common  practice 
of  making  a hasty  diagnosis  of  “cystitis”. 
We  caution  against  this  practice  and  stress 
the  importance  of  complete  examination 
of  the  urinary  tract.  And  finally,  we  wish 
to  emphasize  that  some  one  of  the  condi- 
tions frequently  exists  in  the  patient  being 
considered  for  surgical  repair  of  cystocele 
and  or  urethrocele  and  may  actually  be 
the  primary  cause  of  the  urinary  symp- 
toms and  stress  incontinence.  Recognition 
of  this  fact  and  appropriate  treatment  of 
the  associated  urological  disease  may 
eliminate  the  necessity  of  doing  a repair 
in  some  cases  and  in  others  may  prevent 
the  persistence  of  urinary  symptoms  fol- 
lowing an  otherwise  entirely  satisfactory 
surgical  procedure. 

A complete  list  of  the  diseases  of  the 
female  urethra  and  bladder  is  quite  ex- 
tensive and  time  does  not  permit  even  a 
brief  discussion  of  all  these  conditions. 
The  outline  followed  herein  is  by  no  means 
complete;  however,  it  is  offered  as  repre- 
senting the  more  important  and  more  com- 

*  Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 


mon  diseases  of  the  female  urethra  and 
bladder. 

URETHRA 

Congenital  Diseases: 

1.  Stenosis  of  external  meatus:  This  is 
a common  finding  and  is  usually  congeni- 
tal in  origin.  However,  occasionally  it  is 
seen  in  association  with  senile  vaginitis, 
probably  resulting  from  this  condition. 

The  chief  importance  of  this  disease 
lies  in  the  fact  that  it  may  be  a factor 
in  persistent  or  recurrent  cystitis  and 
urethritis.  In  such  cases,  correction  of  the 
stenosis  often  results  in  disappearance  of 
the  cystitis  and  urethritis  which  previous- 
ly had  resisted  all  therapy. 

Diagnosis  is  made  by  calibration  of  the 
meatus  with  urethral  sounds.  Normally, 
the  urethral  meatus  in  the  female  should 
accommodate  a No.  26  F.  sound  easily.  If 
a sound  of  this  size  is  grasped  tightly  by 
the  meatus,  or  dilatation  to  a larger  cali- 
ber is  impossible,  meatotomy  should  be 
performed. 

2.  Diverticidum:  In  most  instances  di- 
verticulum of  the  female  urethra  is  ac- 
quired rather  than  congenital.  For  this 
reason,  it  will  be  considered  later  with 
acquired  diseases  of  the  urethra. 

Acquired  Diseases: 

1.  Caruncle.  These  are  polypoid  lesions, 
usually  attached  to  the  mucous  membrane 
of  the  posterior  aspect  of  the  urethral 
meatus.  Histologically,  these  benign  tu- 
mors may  contain  many  thin  walled  blood 
vessels.  This  may  be  so  marked  that  the 
lesion  has  the  appearance  of  a hemangi- 
oma. They  may  be  symptomless,  or  on 
the  other  hand,  may  be  exquisitely  sensi- 
tive. 

Treatment  is  excision,  either  by  sharp 
dissection  or  by  means  of  the  electro- 
surgical  unit.  Regardless  of  the  method 
used,  it  is  important  to  preserve  sufficient 
excised  tissue  for  miscroscopic  examina- 
tion, to  completely  destroy  the  mucous 
membrane  of  the  base  of  the  tumor,  and 
to  perform  the  excision  in  such  a manner 
as  to  avoid  subsequent  stricture  of  the  ex- 
ternal meatus. 

2.  Prolapse.  This  is  an  eversion  of  the 
urethral  mucosa  through  the  meatus.  It 
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occurs  more  often  in  childhood  or  ad- 
vanced old  age.  The  chief  predisposing 
cause  is  generally  considered  to  be  a weak- 
ness of  the  urethral  wall  from  various 
causes.  Symptoms  of  frequency  and  burn- 
ing may  occur.  Treatment  is  excision  or 
cruciate  fulguration. 

3.  Urethritis.  Acute  urethritis  in  wo- 
men is  usually  due  to  gonorrhea  and  will 
not  be  considered  in  this  presentation. 
Chronic  urethritis  in  women  is  extremely 
common.  This  condition  probably  consti- 
tutes at  least  50  per  cent  of  the  cases  seen 
in  office  urological  practice.  The  symp- 
tomatology may  be  quite  diversified.  The 
vast  majority  of  patients  evidence  some 
degree  of  vesical  irritability,  i.e.,  fre- 
quency, dysuria,  urgency,  tenesmus  and 
nocturia.  Hematuria  is  not  uncommon. 
Such  symptoms  frequently  tend  to  follow 
a pattern  of  remissions  and  exacerbations. 
Pain  is  a common  complaint  and  may  be 
localized  in  the  suprapubic  region,  back, 
or  lower  extremities.  At  times,  pain  simu- 
lating ureteral  colic  may  be  complained  of. 
Fever,  unless  a complicating  pyelonephritis 
exists,  is  unusual.  Nervousness,  and 
edema  of  the  feet,  hands  and  face  are 
common  complaints  in  this  condition.  The 
reason  for  these  latter  symptoms  is  not 
clear.  Urinalysis  often  is  negative.  How- 
ever, urine  culture  is  usually  positive,  re- 
vealing some  member  of  the  coliform 
group  of  bacteria  as  a rule. 

On  vaginal  examination,  some  thicken- 
ing, induration,  and  tenderness  along  the 
course  of  the  urethra  is  noted.  Endoscopic 
examination  of  the  urethra,  particularly 
in  the  region  of  the  bladder  neck,  dis- 
closes granulation  tissue,  cysts,  villi,  and 
polyps.  Varying  degrees  of  cystitis  often 
coexist,  particularly  during  acute  exacer- 
bations of  symptoms. 

Recently,  evidence  has  been  offered  to 
indicate  that  some  of  these  cases  are  due 
to  an  allergy  of  the  urinary  tract. 

The  most  important  therapeutic  meas- 
ure is  adequate  urethral  dilatation.  This 
is  accomplished  by  weekly  treatment,  pro- 
gressively increasing  the  size  of  the  sound 
used  each  time  until  a No.  30  F.  sound 
can  be  passed  easily.  A urethral  meato- 


tomy  may  be  required  before  this  can  be 
accomplished.  Subsequently,  the  interval 
between  dilatations  is  gradually  prolonged 
and  by  trial  and  error  the  most  satisfac- 
tory period  between  dilatations  is  estab- 
lished for  each  individual.  Most  individ- 
uals who  have  had  this  condition  will  re- 
main comfortable  and  free  of  recurrences 
if  they  are  dilated  once  every  four  months. 
Some  type  of  silver  preparation  (argyrol, 
protargol,  dilute  silver  nitrate)  is  instilled 
into  the  urethra  following  dilatation.  A 
certain  small  percentage  of  patients  do  not 
respond  satisfactorily  to  the  above  out- 
lined procedure  and  may  require  fulgura- 
tion of  the  inflammatory  tissue  in  the 
posterior  urethra. 

Any  coexisting  gynecological  condition, 
notably  chronic  inflammatory  diseases  of 
the  cervix,  should  be  treated.  A direct 
causal  relationship  between  chi'onic  cer- 
vicitis and  chronic  urethritis  probably 
exists  since  a communication  between  the 
lymphatics  of  the  cervix  and  urethra  has 
been  established. 

4.  Stricture.  The  most  common  stric- 
ture in  the  female  urethra  is  that  which 
occurs  at  the  external  meatus.  This  con- 
dition was  considered  above  in  the  dis- 
cussion of  congenital  diseases  of  the  fe- 
male urethra.  The  small  caliber,  annular 
stricture,  such  as  we  see  in  the  male  re- 
sulting from  gonorrhea,  is  uncommon  in 
the  female.  When  it  does  occur  it  is  more 
often  the  result  of  lymphopathia  venereum 
or  granuloma  inguinale.  A diffuse  nar- 
rowing of  the  greater  portion  of  the 
urethra  is  frequently  encountered  in  uro- 
logical practice,  and  is  almost  invariably 
seen  in  association  with  chronic  urethritis. 
Symptomatology  and  treatment  are  the 
same  as  in  urethritis. 

5.  Diverticulum:  Most  of  these  are  ac- 
quired rather  than  congenital,  although 
the  possibility  of  the  latter  must  be  ad- 
mitted. They  may  develop  from  existing 
paraurethral  glands  by  occlusion  of  the 
duct  or  they  may  form  as  the  result  of 
trauma,  as  during  labor,  or  from  infect- 
tion  of  the  paraurethral  glands. 

The  symptomatology  is  most  frequently 
that  of  recurrent  urethritis  and  cystitis. 
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At  times  these  diverticula  become  the  site 
of  abscess  formation.  When  this  occurs, 
vesical  irritability  is  usually  severe,  ac- 
companied by  pain  and  difficulty  in  void- 
ing, often  culminating  in  acute  urinary 
retention.  Constitutional  symptoms,  chills, 
fever,  general  malaise,  usually  are  also 
quite  prominent  in  these  situations. 

On  examination,  a tender  mass  can  be 
palpated  in  the  urethrovaginal  septum. 
Digital  pressure  on  this  mass  will  often 
produce  the  appearance  of  cloudy  urine 
or  pus  at  the  external  ufethral  meatus. 
Urethroscopic  examination  will  usually 
permit  visualization  of  the  mouth  of  the 
diverticulum  on  the  floor  of  the  urethra. 
Calculi  can  occasionally  be  demonstrated 
within  the  diverticulum.  It  is  usually 
possible  to  visualize  this  lesion  radio- 
graphically following  injection  of  some 
radio-opaque  medium,  such  as  lipiodol,  into 
the  urethra. 

Treatment : When  an  abscess  is  present, 
digital  pressure  to  empty  the  diverticulum 
accompanied  by  other  conservative  meas- 
ures, such  as  hot  sitz  baths  and  antibiotics 
are  indicated  until  the  acute  inflammatory 
process  has  subsided.  Later,  diverticu- 
lectomy  should  be  performed. 

BL.A^DDEU 

Congenital  Diseases: 

1.  Bladder  neck  contracture:  While  in 
most  cases  this  condition  is  probably  con- 
genital in  origin,  a certain  number  of  pa- 
tients undoubtedly  develop  this  disoi’der 
as  a result  of  chronic,  recurring  urethritis. 

The  smptoms  usually  are  identical  to 
those  typically  seen  in  urethritis  and  cys- 
titis, namely,  frequency,  nocturia,  urgency, 
urgency  incontinence  and  varying  degrees 
of  dysuria.  Urinary  retention,  with  or 
without  overflow  incontinence  is  rarely 
seen.  However,  varying  amounts  of  resi- 
dual urine  are  not  uncommon.  Here  it 
might  be  stated  parenthetically,  that  we 
recently  have  established  the  practice  of 
routinely  checking  for  residual  urine  in 
all  females  with  persistent  bladder  symp- 
toms or  resistant  infection  and  have  been 
impressed  with  the  relative  frequency  of 
this  finding.  When  infection  of  the  urine 
supervenes,  recurrent  episodes  of  pyelo- 


nephritis develop.  This  condition  should 
always  be  considered  in  any  child  with 
some  disturbance  in  the  voiding  pattern 
and/or  recurrent  or  resistant  urinary  in- 
fection. 

The  most  serious  aspect  of  bladder  neck 
contracture  is  the  progressive  damage  of 
the  upper  urinary  tract  as  a result  of  the 
“back  pressure  effect”. 

Diagnosis  is  established  by  endoscopic 
examination,  demonstrating  the  annular 
contracture  or  “collarette  formation”  at 
the  bladder  neck.  Varying  degrees  of 
trabeculation  of  the  bladder  wall  are  usu- 
ally associated  and  in  the  more  advanced 
cases  cellules  and  diverticula  may  be 
found.  These  findings  are  telltale  proof 
of  the  stress  under  which  the  bladder  has 
been  functioning.  A graphic  and  more 
striking  portrait  of  the  ultimate  conse- 
quence of  bladder  neck  contracture  is  af- 
forded by  the  cystogram  showing  reflux 
of  urine  into  the  upper  urinary  tract. 
This  reflux  may  not  be  demonstrated  on 
a film  made  simply  after  filling  the  blad- 
der with  contrast  medium  by  the  gravity 
method  but  may  be  evident  only  on  a 
second  film  made  immediately  after  void- 
ing. The  importance  of  this  point  has 
been  stressed  by  the  authors  in  a previous 
publication. 

Treatment : Some  of  the  cases  of  less 
severe  contracture  can  probably  be  man- 
aged quite  satisfactorily  by  periodic  dila- 
tation of  the  bladder  neck  with  sounds  of 
large  caliber  (30-32  F.).  However,  when 
it  can  be  demonstrated,  as  outlined  above, 
that  the  upper  urinary  tract  is  being  af- 
fected by  “back  pressure”  it  would  seem 
that  surgical  correction  of  the  bladder 
neck  obstruction  is  indicated.  It  is  our 
conviction  that  this  is  particularly  so  in 
children.  When  surgical  treatment  is  de- 
cided upon,  resection  of  the  contracted 
bladder  neck  can  be  accomplished  either 
by  the  transurethral  route  or  retropubic 
approach.  The  latter  procedure,  combined 
with  the  Bradford  Young  revision  of  the 
anterior  lip  of  the  bladder  neck,  gives 
promise  of  being  the  most  satisfactory 
method  of  correction. 
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Acquired  Diseases: 

1.  Foreign  bodies:  These  may  be  intro- 
duced from  without  by  trauma,  such  as 
splinters  or  fragments  of  bone.  Occasion- 
ally they  are  the  aftermath  of  a surgical 
procedure;  a nonabsorbable  suture  or  a 
gauze  sponge,  for  instance.  However,  in 
the  great  majority  of  cases  foreign  bodies 
in  the  bladder  are  self-introduced.  The 
usual  history  is  that  some  object  being 
used  for  urethral  masturbation  is  acci- 
dentally lost  and  enters  the  bladder. 

The  symptoms  produced  by  the  presence 
of  such  a foreign  body  are  usually  those 
of  cystitis.  If  the  object  remains  in  the 
bladder  for  any  length  of  time  it  fre- 
quently becomes  incrusted  with  calcium 
salts  and  may  serve  as  the  nucleus  for 
the  later  formation  of  a bladder  calculus. 
The  possibility  of  a foreign  body  should 
be  considered  in  every  case  of  persistent 
or  recurrent  cystitis,  particularly  in  fe- 
male children. 

The  diagnosis  may  be  established  by 
x-ray  examination,  provided  the  object  is 
radio-opaque  or  has  become  calcified. 
Cystoscopy,  which  should  be  performed  in 
all  cases  with  symptoms  of  persistent  or 
recurrent  cystitis  will  demonstrate  foreign 
bodies  not  evident  on  x-ray  examination. 

Treatment  is,  of  course,  removal.  This 
may  be  accomplished  cystoscopically  if 
the  object  in  question  is  of  such  size  and 
shape  as  to  permit  withdrawal  through 
the  cystoscope  sheath.  Otherwise  cysto- 
tomy will  be  necessary. 

2.  Calculi:  The  causes  for  bladder  cal- 
culi are  varied.  As  stated  above,  they  may 
form  about  a foreign  body  or  they  may 
develop  in  cases  with  some  obstruction  at 
the  bladder  neck  or  in  the  urethra.  How- 
ever, in  females,  bladder  calculi  are  most 
frequently  seen  in  the  aged,  bed-ridden 
patient  into  whom  it  has  been  necessary 
to  place  an  indwelling  urethral  catheter 
to  control  urinary  incontinence. 

The  symptoms  produced  by  stones  in 
the  bladder  are  those  usually  encountered 
in  any  inflammatory  process  involving 
this  organ,  namely,  frequency,  urgency, 
dysuria,  tenesmus  and  occasionally  hema- 
turia. However,  in  addition,  the  patient 


with  a bladder  calculus  often  complains  of 
sudden  interruption  of  the  urinary  stream 
and  frequently  has  found  through  experi- 
ence that  micturition  may  be  resumed  by 
some  change  in  position,  such  as  bending 
forward  more  acutely. 

Diagnosis  is  usually  established  by  x-ray 
visualization  of  calculi  in  the  bladder  re- 
gion. Uric  acid  calculi,  which  are  less 
common  than  the  calcium  containing 
stones,  will  be  found  only  by  cystography 
or  cystoscopy  since  they  are  non-opaque. 
The  small,  thin-shelled  variety  that  some- 
times forms  in  the  bladders  of  patients 
wearing  an  indwelling  catheter  may  oc- 
casionally be  dissolved  by  irrigation  with 
an  acid  solution  such  as  that  devised  by 
Suby.  However,  in  most  cases,  removal 
by  litholapaxy  or  open  cystotomy  will  be 
necessary. 

3.  Cystitis:  Generally  speaking,  acute 

cystitis  is  probably  the  most  frequent 
urological  diagnosis  made  in  females.  This 
is  attributable  to  the  fact  that  in  most  of 
the  common  urological  diseases  some 
symptoms  of  vesical  irritability  are  usu- 
ally evident.  Rarely,  however,  is  acute 
cystitis  a disease  entity  per  se.  As  a gen- 
eral rule,  some  disease  of  the  urinary 
tract  either  above  or  below  the  bladder 
is  the  more  fundamental  problem,  the  in- 
volvement of  the  bladder,  while  producing 
the  more  outstanding  symptoms  is  of  sec- 
ondary importance.  Unless  this  fact  is 
appreciated  one  will  often  err  in  making 
the  incomplete  diagnosis  of  acute  cystitis 
and  will  fail  to  make  the  complete  and  ac- 
curate diagnosis  because  the  more  funda- 
mental pathology  in  some  other  portion  of 
the  urinary  tract  is  overlooked.  For  this 
reason,  the  importance  of  complete  uro- 
logical examination  in  all  cases  of  so- 
called  “cystitis”  is  stressed. 

The  symptoms  of  acute  cystitis  are  well 
known  to  all,  namely,  frequency,  nocturia, 
urgency,  dysuria,  suprapubic  pain  and 
tenesmus.  The  urine  usually  shows  vari- 
able amounts  of  pus  and  red  blood  cells. 

Logical  treatment,  as  indicated  above, 
can  be  instituted  only  after  establishment 
of  complete  and  accurate  diagnosis.  The 
pi'ocedures  necessary  for  such  diagnosis 
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may  be  time-consuming  and  not  immedi- 
ately applicable  or  available.  The  patient 
with  acute  symptoms  of  vesical  irritabil- 
ity is  in  urgent  need  of  prompt  alleviation 
of  her  distress  and  is  not  likely  to  be  will- 
ing to  temporize  while  a complete  uro- 
logical survey  is  being  conducted.  The 
usual  practice  of  treating  the  acute  epi- 
sode with  chemotherapeutic  agents  or  an- 
tibiotics and  some  form  of  bladder  seda- 
tive (hyoscyamus,  serenium,  pyridium  or 
urised)  is  entirely  justifiable.  Upon  sub- 
sidence of  the  acute  symptoms  one  may 
then  proceed  with  further  urological  in- 
vestigation. 

The  above  statements  regarding  acute 
cystitis  are  likewise  applicable  to  chronic 
cystitis.  The  latter  is  seldom  a primary 
disease  and  the  history  of  chronic  or  re- 
current symptoms  of  cystitis  should  im- 
mediately alert  the  physician  to  the  neces- 
sity of  performing  complete  urological 
examination. 

A particular  variety  of  chronic  cystitis 
which  is  unique  in  certain  respects  war- 
rants special  consideration.  This  is  the 
condition  referred  to  as  chronic  inter- 
stitial cystitis  or  “Runner’s  ulcer”.  While 
it  has  been  occasionally  observed  in  males, 
it  is  primarily  a disease  of  females. 

The  pathology  is  essentially  that  of  a 
chronic  inflammatory  process  involving, 
more  or  less,  all  of  the  layers  of  the  blad- 
der wall.  The  symptoms  are  those  of 
severe  vesical  irritability,  and  in  addition, 
rather  characteristically,  suprapubic  pain. 
Unless  one  is  aware  of  this  entity  and  its 
certain  peculiarities,  the  patient,  even 
after  the  usual  urological  investigative 
procedures,  may  be  dismissed  as  being 
“neurotic”. 

The  urine  usually  is  sparklingly  clear 
and  negative  on  microscopic  examination. 
Cystoscopy,  unless  very  carefully  per- 
formed and  with  the  express  intent  of 
searching  for  this  lesion,  may  be  con- 
sidered normal.  Pyelograms  seldom  re- 
veal any  suggestion  of  pathology  in  the 
upper  urinary  tract.  How  then,  is  the 
diagnosis  to  be  made? 

Cystoscopy,  carefully  performed  as  stat- 
ed above,  is  the  only  means  by  which  this 


condition  can  be  recognized.  On  such  ex- 
amination, two  outstanding  characteristics 
are  noted.  The  bladder  capacity  is  marked- 
ly reduced,  often  accommodating  less  than 
100  cc.  and  in  the  vertex  one  observes 
relatively  avascular,  scarred  areas  often 
having  a radiating  or  stellate  configu- 
ration. The  mucosa  of  the  bladder  ap- 
parently has  lost  its  distensibility  at  these 
points  and  on  attempting  to  fill  the  blad- 
der, minute,  slitlike  breaks  in  the  mucosa 
are  produced  with  resulting  bleeding  from 
these  points.  It  is  probably  these  areas 
which  pi’eviously  were  interpreted  as  ul- 
cerations and  led  to  the  designation  of 
this  condition  as  Runner’s  ulcer. 

Treatment,  by  and  large,  is  not  entirely 
satisfactory  as  is  evidenced  by  the  number 
of  methods  which  have  been  advocated. 
However,  of  the  various  measures,  period- 
ic hydrostatic  dilatation  to  increase  the 
bladder  capacity  combined  with  the  use 
of  increasing  strengths  of  silver  nitrate 
either  instilled  into  the  bladder  or  applied 
directly  to  the  lesion  through  the  open  air 
cystoscope,  seems  to  be  the  most  effective 
in  the  hands  of  the  majority  of  those  who 
are  called  upon  to  treat  this  distressing 
disease.  Other  sites  of  chronic  infection, 
particularly  in  the  cervix  or  adenexae, 
should  be  sought  for  and  eradicated  if 
possible. 

One  must  remember  that  permanent 
cure  of  this  condition  is  unlikely  with  any 
method  of  treatment  and  both  patient  and 
doctor  frequently  tend  to  become  discour- 
aged. However,  with  perseverance  a great 
deal  can  be  accomplished.  There  are  cer- 
tainly no  more  grateful  patients  than  those 
who  have  been  afforded  some  relief,  tem- 
porary though  it  may  be,  from  the  dis- 
tressing symptoms  of  this  disease. 

4.  Neoplasms:  Carcinoma  is  the  most 
common  neoplasm  involving  the  bladder. 
No  attempt  will  be  made  to  discuss  this 
disease.  The  subject  is  too  extensive  for 
a brief  presentation  such  as  this.  How- 
ever, it  should  be  noted  that  this  is  an- 
other disease  which  may  pose  under  the 
guise  of  “cystitis”  and  further  emphasizes 
the  importance  of  complete  investigation 
of  all  patients  with  symptoms  referable  to 
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the  lower  urinary  tract. 

SUMMARY 

The  more  common  and  more  important 
diseases  of  the  female  urethra  and  blad- 
der are  discussed.  The  similarity  of  symp- 
toms produced  by  these  various  conditions 
is  indicated  and  the  necessity  of  complete 
urological  examination  for  accurate  diag- 
nosis is  emphasized. 
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O 

THE  PREVENTION  OF  MYOCARDIAL 
INFARCTION  * 

LUCIOUS  L.  DAVIDGE,  M.  D. 

Shreveport 

This  paper  is  a partial  analysis  of  92 
consecutive  cases  of  myocardial  infarction. 
These  cases  have  been  reviewed  with  but 
one  idea  in  mind:  Will  they  reveal  any 
significant  information  which  will  help 
us  prevent  the  occurrence  of  this  always 
serious,  frequently  disabling,  and  often 
fatal  condition? 

Much,  if  not  most  of  our  thinking  in 
regard  to  myocardial  infarction,  has  been 
in  terms  of  treatment,  and  rightly  so,  but 
to  properly  fulfill  our  roles  as  physicians, 
we  should  give  more  thought  to  a means 
of  prevention  of  this  disease. 

Myocardial  infarction  signifies  the  ne- 
crosis or  death  of  a part  of  the  heart 
muscle  because  of  an  interruption  or  cur- 
tailment of  its  blood  supply. 

By  far  the  most  important  cause  of  the 
condition  is  atherosclerosis  of  the  coronary 
arteries.  Some  of  the  less  frequent  causes 
are : syphilitic  aortitis  complicated  by 

stenosis  or  occlusion  of  the  coronary  ostia, 
coronary  embolism,  periarteritis  nodosa 
and  other  even  less  frequent  causes.  There 
are  also  contributing  and  predisposing 
factors : diabetes,  xanthomatosis,  myxede- 
ma, polycythemia,  age,  sex,  obesity,  occu- 

*  Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 


pation,  race,  and  heredity. 

The  diagnosis  of  myocardial  infarction 
was  made  in  these  cases  using  the  follow- 
ing criteria;  clinical  symptoms,  serial  elec- 
trocardiograms, evidence  of  tissue  necro- 
sis, and,  in  some  cases  postmortem  exami- 
nation. These  cases  have  been  analyzed 
from  the  viewpoint  of  these  factors:  age, 
sex,  occupation,  obesity,  presence  of  an- 
gina prior  to  infarction,  the  use  of  to- 
bacco, and  the  presence  or  absence  of 
hypertension. 

AGE 

The  over-all  average  age  was  59.5  years. 
The  average  age  for  men  was  57.1  years 
and  the  average  age  of  women  was  62.9 
years.  The  youngest  patient  was  41  and 
the  oldest  was  86.  Eighty  per  cent  of 
these  cases  occurred  between  the  ages  of 
41  and  70  years. 

SEX 

There  were  69  males  or  75  per  cent,  and 
23  females  or  25  per  cent. 

OCCUPATION 

There  is  increasing  evidence  that  this 
disease  tends  to  occur  more  frequently  in 
those  who  are  engaged  in  less  physically 
arduous  work.^  These  92  patients  were 
classified  into  two  groups ; those  who  were 
engaged  in  some  sedentary  type  of  work 
and  those  engaged  in  nonsedentary  types 
of  work.  Forty-eight  patients  or  52  per 
cent  were  sedentary  workers  and  44  or 
48  per  cent  were  nonsedentary  workers. 
This  does  not  appear  significant  but  it 
should  give  us  some  thought,  especially 
when  we  analyze  the  47  patients  who  are 
dead.  We  now  find  that  28  or  59.8  per 
cent  of  the  sedentary  workers  are  dead 
and  only  19  or  40.2  per  cent  of  the  non- 
sedentary workers  are  dead.  Of  the  45 
patients  who  are  still  living,  19  or  42.2 
per  cent  are  sedentary  workers  and  26  or 
57.8  per  cent  are  nonsedentary  workers. 

OBESITY 

There  is  no  direct  evidence  that  obesity 
contributes  to  the  occurrence  of  myocar- 
dial infarction,  but  these  figures  appear 
to  be  significant  in  this  group  of  cases : 
Thirty-four  patients,  or  35.8  per  cent,  in 
the  group  weighed  over  170  pounds,  and 
58  patients,  or  64.2  per  cent,  weighed  less 
than  170  pounds.  Of  the  patients  who 
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weighed  over  170  pounds,  11  or  32.4  per 
cent  are  alive  and  23  or  67.6  per  cent 
are  dead.  Of  the  patients  who  weighed 
less  than  170  pounds,  34  or  58.6  per  cent 
are  alive  and  24  or  41.4  per  cent  are  dead. 

.VNGINA  PKIOK  TO  INFARCTION 

Of  the  92  cases,  34  or  36.9  per  cent 
had  symptoms  of  angina  to  some  degree 
before  the  occurrence  of  myocardial  in- 
farction and  58,  or  63.1  per  cent,  had  no 
prior  anginal  symptoms.  Fourteen,  or 
41.1  per  cent,  of  those  with  prior  angina 
are  still  living,  and  20,  or  58.9  per  cent, 
with  prior  angina  are  dead.  Thirty-one, 
or  53.5  per  cent,  without  prior  angina  are 
living,  and  27  cases,  or  46.5  per  cent, 
without  prior  angina  are  dead. 

TOBACCO 

Fifty  of  these  patients  smoked  cigar- 
ettes, 40  did  not  smoke  and  the  habits  of 
2 were  not  known.  Of  those  who  smoked, 
22,  or  44  per  cent,  were  alive  and  28  or 
56  per  cent  were  dead.  Of  the  nonsmokers 
20  or  50  per  cent  were  alive  and  20  or 
50  per  cent  were  dead.  Thus,  there  ap- 
pears to  be  no  relationship  between  the 
use  of  cigarettes  and  the  occurrence  or 
mortality  of  myocardial  infarction. 

HYPERTENSION 

Those  with  blood  pressures  higher  than 
150  90  were  classified  as  being  hyper- 
tensive and  those  with  blood  pressures  be- 
low these  figures  were  classified  as  nor- 
motensive.  Twenty-five  patients,  or  27.1 
per  cent,  had  hypertension  and  67,  or  72.9 
per  cent,  were  normotensive.  Of  those 
with  blood  pressure  higher  than  150/90, 
14  or  56  per  cent,  were  alive  and  11,  or 
44  per  cent,  were  dead.  Those  with  blood 
pressures  less  than  150/90,  31  or  46.3  per 
cent,  were  alive  and  36  or  53.7  per  cent 
were  dead. 

There  were  some  other  interesting  ob- 
servations derived  from  this  study : 

O v E R A L L MO  R T A L I T Y 

Of  the  entire  series,  45  patients,  or  48.8 
per  cent,  are  living  and  47,  or  51.2  per 
cent,  are  dead.  The  average  age  of  the 
living  patients  (at  time  of  onset)  was  55.4 
years  and  the  average  age  of  the  patients 
who  died  was  62.9  years. 


TABLE  1 

LENGTH  OP  TIME  OF  LIVING  PATIENTS 


Time 

No.  of  Patients 

2-9  months 

6 

1 year 

4 

2 years 

13 

3 years 

4 

4 years 

1 

5 years 

5 

6 years 

5 

7 years 

3 

8 years 

4 

45 

These  45  patients  (Table  1)  are  living 
at  the  present  time.  In  the  overall  pic- 
ture 60  patients,  or  66.4  per  cent,  survived 
their  first  attack  from  two  months  to 
eight  years ; 15  patients  out  of  these  60 
survivors  of  first  attacks  have  died  of 
second  and  third  attacks. 

MORTALITY  OP  WOMEN 

Of  the  23  women,  10  or  43.2  per  cent 
are  dead  and  13  or  56.8  per  cent  are  still 
living.  All  of  the  women  who  died,  died 
of  primary  collapse  within  the  first  week 
following  the  infarction.  Their  average 
age  was  68  years.  The  average  age  of  the 
13  women  survivors  was  59.7  years. 

MORTALITY  OP  MEN 

Of  the  69  men  in  the  series,  37  or  53.6 
per  cent  are  dead,  and  32,  or  46.4  per 
cent,  are  alive.  Thirty-one  of  the  37  dead 
men  died  in  the  first  week  following  the 
infarction  and  their  average  age  was  62.8 
years.  The  average  age  of  the  surviving 
men  is  54.6  years. 

NPMBER  OF  ATTACKS 

In  the  entire  series  there  were  20  pa- 
tients, or  21.7  per  cent,  who  had  more 
than  one  episode  of  myocardial  infarction. 
Of  these  20  patients,  14  or  70  per  cent, 
died  in  the  second  attack.  Six  survived 
the  second  attack  and  are  still  living.  One 
living  patient  has  had  3 episodes. 

There  is  no  doubt  that  coronary  athero- 
sclerosis is  the  chief  cause  of  myocardial 
infarction.  So  often  when  we  are  around 
the  autopsy  table  and  can  see  the  very 
much  reduced  caliber  of  the  coronary  ar- 
teries, we  wonder  not  why  the  patient 
died,  but  rather  how  did  he  manage  to 
live  as  long  as  he  did.  We  do  not  know 
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the  cause  of  atherosclerosis  but  many 
workers  in  this  field  believe,  and  with 
much  good  evidence,  that  it  is  an  acquired 
metabolic  disease,  and  many  also  believe 
that  the  faulty  metabolism  of  cholesterol 
is  mainly  in  error,  and  that  it  is  a reversi- 
ble disease. 

In  trying  to  assess  the  problem  of 
atherosclerosis,  Gofman^  has  made  the 
assumption  that  the  average  atheroma 
formation  is  proceeding  in  the  coronary 
vascular  bed  at  a greater  rate  in  the 
frankly  diseased  group,  than  it  is  in  the 
so-called  normal  group.  But  this  average 
rate  of  atheroma  formation  is  not  always 
constant,  periodic  increases  in  dietary  fat 
raise  the  lipoprotein  serum  level  and  pre- 
sumably increase  the  rate  of  atheroma 
formation.  Atherosclerosis  of  the  coro- 
nary arteries  then  is  a reflection  of  the 
present  rate  of  atheroma  formation  plus 
the  accumulated  atherosclerosis. 

Simple  determination  of  serum  choles- 
terol levels  cannot  be  correlated  to  the  de- 
gree and  severity  of  arteriosclerosis  in  a 
given  individual ; however,  when  choles- 
terol is  separated  into  its  fractions  it  has 
been  shown  that  there  is  quite  a marked 
correlation  between  the  beta  lipoprotein 
fractions  and  the  presence  and  degree  of 
atherosclerosis.^ 

Just  why  some  individuals  will  have  an 
increase  in  the  beta  lipoprotein  fraction 
is  not  known.  Aldersberg  ■*  believes  that 
some  hormones  have  a definite  effect  on 
lipid  metabolism,  particularly  the  thyroid 
and  female  sex  hormones  and  probably  the 
hormones  of  the  adrenal  cortex. 

Much  has  been  written  as  to  the  role  of 
obesity  in  the  etiology  of  atherosclerosis 
but  no  definite  conclusions  have  been 
reached.  Many  workers  have  found  that 
in  the  obese  who  are  dead  from  any 
cause,  there  was  a greater  amount  of 
atherosclerosis  present  than  was  found  in 
control  groups  of  nonobese.® 

It  is  a hypothesis  that  serum  lipopro- 
teins represent  the  source  of  atheroma 
lipids.  Obesity  is  associated  with  an  in- 
crease in  serum  lipoproteins  and  this  as- 
sociation may  be  adequate  to  account  for 
the  excessive  atherosclerosis  found  in  the 


obese.  When  obese  patients  are  restricted 
in  calories  and  dietary  fat  some  of  them 
will  show  a decrease  in  serum  lipoprotein 
levels  but  this  is  not  a constant  finding 
from  patient  to  patient.  Many  of  them 
will  not  show  a decrease  in  serum  lipo- 
proteins. 

Patients  with  atherosclerosis  have  been 
treated  with  female  sex  hormones  and  in 
almost  every  instance  the  alpha  lipopro- 
tein fraction  increased  and  most  times  the 
beta  lipoprotein  fraction  decreased ; how- 
ever, when  the  estrogen  therapy  was 
stopped  there  was  a prompt  reversal  of 
the  alpha  and  beta  lipoprotein  fractions.® 
Heparin  is  the  only  known  pharmaco- 
logic agent  which  will  decrease  serum 
lipoproteins  and  when  heparin  is  used  the 
beta  lipoproteins  are  strikingly  decreased. 
Heparin  is  a difficult  drug  to  use  and 
there  have  not  been  enough  clinical  appli- 
cations to  determine  its  usefulness  in  pre- 
venting myocardial  infarction. 

As  practicing  physicians,  is  there  any- 
thing we  can  do  for  our  patients  which 
may  prevent  occurrence  of  myocardial  in- 
farction? Is  it  possible  to  institute  some 
program  which  may  avoid  this  complica- 
tion of  atherosclerosis?  The  facts  upon 
which  we  may  base  such  an  ambitious 
program  are  few  and  meager. 

We  do  not  know  the  cause  of  coronary 
atherosclerosis,  but  we  do  have  some  in- 
complete and  partial  facts  which  we  can 
incorporate  into  our  thinking  when  we 
are  faced  with  this  potential  and  actual 
disease ; 

1.  It  is  an  acquired  metabolic  disease 
and  probably  the  faulty  metabolism  of 
cholesterol  is  in  error  and  it  is  a re- 
versible disease. 

2.  The  average  rate  of  atheroma  for- 
mation is  not  constant,  periodic  in- 
creases in  dietary  fat  may  increase  the 
rate  of  atheroma  formation. 

3.  The  administration  of  thyroid  ex- 
tract, female  sex  hormones,  and  heparin 
may  prevent  or  reverse  atheroma  for- 
mation in  the  coronary  arteries. 
Experience  with  the  administration  of 

these  agents  has  been  limited  and  at  the 
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present  time  their  use  does  not  appear 
warranted. 

However,  for  our  patients  who  are  35 
years  old  or  perhaps  younger  we  should 
outline  a long  time  program  for  them  and 
this  program  should  include  the  following : 

1.  Systematic  exercise,  especially  for 
the  individuals  who  do  sedentary  work. 

2.  Reduction  of  weight  and  a low  fat 
diet  for  the  obese,  and  a low  fat  diet 
for  the  nonobese. 

3.  The  administration  of  thyroid  ex- 
tract if  the  patient  is  hypothyroid. 

SUMMAUY 

Ninety-two  consecutive  cases  of  myo- 
cardial infarction  have  been  partially  ana- 
lyzed from  the  viewpoint  of  age,  sex,  oc- 
cupation, obesity,  presence  of  angina  prior 
to  infarction,  the  use  of  tobacco  and  the 
presence  of  hypertension.  The  possible 
causes  of  coronary  atherosclerosis  have 
been  discussed.  Based  upon  our  meager 
and  inadequate  knowledge,  a program  has 
been  suggested  which  may  aid  in  the  pre- 
vention of  myocardial  infarction. 
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Very  few  instances  of  acute  bismuth 
poisoning  of  children,  resultant  from  ther- 
apy. were  recorded  prior  to  introduction 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
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Orleans,  May  4,  1955. 
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of  the  more  soluble  bismuth  preparations 
about  1930.  Subsequently,  there  have  been 
numerous  case  reports  of  fatal  and  near 
fatal  intoxications  in  children  due  to  bis- 
muth salts  given  orally,  rectally,  intra- 
muscularly, and  intravenously.  Intoxica- 
tion has  resulted  also  in  adults,  even  from 
such  procedures  as  the  instillation  of  bis- 
muth into  the  bladder  and  renal  pelvis  for 
the  purpose  of  x-ray  contrast  media. ^ 

The  purpose  of  this  paper  is  to  re- 
emphasize the  danger  inherent  in  bismuth 
therapy,  to  call  attention  to  the  acute  on- 
set of  the  toxic  manifestations,  and  to 
stress  the  questionable  value  of  bismuth 
for  treatment  of  acute  gingivostomatitis 
in  children. 

Within  a two  month  period  4 children 
with  acute  gingivostomatitis  were  ad- 
mitted to  hospitals  in  this  city  because 
of  complications  arising  from  treatment 
with  a single  injection  of  a soluble  bis- 
muth compound.  The  name  and  the  amount 
of  the  preparations  given  could  not  be  as- 
certained, but  in  each  instance  it  was 
known  to  be  a soluble  bismuth  prepara- 
tion. 

Three  of  these  children  were  admitted 
to  the  Confederate  Memorial  Hospital,  a 
state  institution,  and  the  fourth  to  a pri- 
vate hospital.  The  3 admitted  to  Confed- 
erate Memorial  Hospital  each  received  a 
single  intramuscular  injection  of  bismuth 
within  thirty-six  hours  prior  to  admission ; 
the  fourth,  suspected  but  not  proven  to 
be  a case  of  bismuth  poisoning,  received 
bismuth  one  week  prior  to  admission  to 
another  hospital  in  Shreveport.  This  case 
is  included  because  it  was  thought  to 
represent  a death  due  to  a complication  of 
bismuth  therapy,  although  refusal  of  per- 
mission for  autopsy  obviated  certain  proof. 

CASE  REPORTS 

Case  No.  1.  E.  J.,  colored  female,  age  2 years. 
This  child  was  apparently  well  until  December  24, 
1954,  at  which  time  she  became  lethargic.  On  the 
ne.xt  day  she  was  still  lethargic  and  complained 
or  her  mouth  being  sore.  On  December  26,  1954, 
she  was  seen  by  the  family  physician  and  was 
given  an  injection  for  “trench  mouth”;  the  nature 
of  the  injection  was  unknown  to  the  parent,  but 
was  later  found  to  have  been  bismuth.  Several 
hours  later  the  child  vomited  repeatedly,  the  urine 
volume  decreased  and  by  afternoon  she  was  anuric. 
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Coma  supervened  by  the  next  morning  and  the  pa- 
tient was  brought  to  Confederate  Memorial  Hospi- 
tal. She  was  seen  at  10:00  a.m.  on  December  27, 

1954,  in  coma,  afebrile,  and  moderately  dehydrated. 
The  pupils  were  widely  dilated  and  failed  to  react 
to  light;  fundoscopic  examination  was  noimnal. 
Ulcerative  mouth  lesions  were  present.  A few 
coarse  rhonchi  were  heard  throughout  the  lung 
fields  but  no  dyspnea  was  present.  The  liver  was 
palpable  6 cm.  below  the  costal  margin.  Deep 
tendon  reflexes  were  hypoactive  and  there  was  no 
evidence  of  meningeal  irritation. 

No  urine  was  present  in  the  bladder  upon  ad- 
mission and  the  anuria  persisted  until  death.  Ap- 
proximately 100  cc.  of  dark  colored,  benzidine- 
positive material  was  aspirated  from  the  stomach. 
A complete  blood  count  was  within  normal  limits. 
The  spinal  fluid  pressure,  cells,  and  chemistries 
were  normal.  The  blood  sugar  level  was  80  mg. 
per  cent,  chlorides  547  mg.  per  cent  and  carbon 
dioxide  combining  power  was  28  volumes  per  cent. 
A roentgenogram  of  the  chest  showed  a mild  bron- 
chopulmonary reaction  in  both  perihilar  regions. 
A single  blood  culture  was  reported  to  be  negative. 

Suppoi'tive  measures  included  blood  transfusion, 
intravenous  fluids,  oxygen,  and  antibiotics.  She 
expired  six  and  a half  hours  after  admission.  An 
autopsy  was  obtained,  with  findings  as  given  be- 
low. 

Case  No.  2 P.  R.,  white  female,  age  13  months. 
This  child,  previously  in  good  health,  was  given 
an  injection  of  bismuth  as  prophylaxis  after  ex- 
posure to  a sibling  diagmosed  as  having  “trench 
mouth”.  The  injection  was  given  in  the  early 
afternoon  of  January  11,  1955,  and  by  that  night 
she  was  irritable,  listless,  anorexic,  anuric,  and 
began  vomiting.  By  next  day  her  condition  had 
worsened  and  she  was  brought  to  Confederate 
Memorial  Hospital.  Enroute  she  convulsed  and 
was  pronounced  dead  on  arrival. 

Autopsy  was  performed  by  the  coroner  and  tis- 
sue was  sent  to  this  hospital  for  examination.  The 
autopsy  report  is  reported  below. 

Case  No.  3.  G.  R.,  white  male,  age  28  months. 
This  child  became  ill  January  8,  1955,  with  fever. 
Three  days  later  the  diagnosis  of  “trench  mouth” 
was  made  and  an  injection  was  given.  On  January 
12,  1955,  he  was  seen  in  the  admitting  room  of 
Confederate  Memorial  Hospital,  asymptomatic  ex- 
cept for  herpetic  stomatitis.  An  injection  of  300,- 
000  units  of  procaine  penicillin  was  given  and  he 
was  sent  home.  He  was  returned  on  the  following 
day  because  of  progressive  weakness  and  lethargy. 
Convulsions  occurred  enroute  to  the  hospital  and 
the  child  was  admitted  at  3:00  a.m.,  January  13, 

1955.  He  had  not  urinated  for  the  previous  thir- 
teen hours.  It  was  learned  at  this  time  that  the 
injection  which  he  had  received  on  January  11, 
1955,  was  a bismuth  preparation. 

On  admission  he  was  afebrile,  very  lethargic  and 
semicomatose.  He  was  perspiring  profusely  and 
was  having  generalized  tonic  convulsions.  The  skin 


was  quite  pale.  His  pupils  were  widely  dilated 
and  reacted  very  sluggishly,  if  at  all,  to  light.  The 
sclerae  were  questionably  icteric.  Fundoscopic 
examination  was  normal.  Ulcerations  of  the  oral 
mucous  membranes  were  present.  The  heart  rate 
was  i-egular  but  rapid  and  the  blood  pressure  was 
98  systolic,  60  diastolic.  The  liver  was  palpated 
about  4 centimeters  below  the  costal  margin.  Deep 
tendon  reflexes  were  hyperactive  and  positive  Ba- 
binski  reflex  was  obtained  bilaterally. 

A tentative  diagnosis  of  bismuth  intoxication 
was  made  and  therapy  was  started  using  BAL,  3 
milligrams  per  kilogram  of  body  weight  every 
four  hours.  The  stomach  was  lavaged  with  nor- 
mal saline  and  a large  amount  of  fresh  blood  was 
obtained.  A blood  transfusion  and  small  amounts 
of  intravenous  fluids  were  given.  Spinal  fluid 
examinations  and  hemogTam  were  nonnal.  Serum 
carbon  dioxide  combining  power  was  reduced  and 
the  potassium  was  elevated  slightly.  Blood  and 
gastric  contents  were  obtained  for  analysis  of  bis- 
muth content.  No  urine  was  obtained  at  any  time. 
Convulsions  increased  in  frequency  until  the  pa- 
tient expired  twelve  hours  after  admission. 

The  bismuth  determination  in  the  blood  was  re- 
ported as  0.15  mg.  per  cent;  the  gastric  contents 
were  negative  for  bismuth. 

An  autopsy  was  obtained,  with  results  as  re- 
ported below. 

Case  No.  4.*  B.  L.,  white  female,  age  6 years. 
This  child  became  ill  November  30,  1954  with  fever, 
cough,  and  “sore  mouth”.  One  or  two  days  later 
two  injections  were  given;  it  was  later  repoi-ted 
that  one  of  them  was  a soluble  bismuth  compound. 
The  parents  thought  that  normal  urinary  fre- 
quency decreased  during  the  following  week.  She 
was  then  admitted  to  a local  hospital  with  the 
diagnosis  of  herpetic  pharyngitis  and  vomiting. 
Daily  urine  output  was  approximately  30  cubic 
centimeters  at  this  time,  but  by  December  14,  1954, 
the  output  had  increased  to  nearly  normal  amounts. 
However,  by  December  20,  1954,  the  urine  output 
had  again  decreased,  edema  had  increased,  and 
the  child’s  temperature  was  elevated.  She  expired 
December  25,  1954,  in  congestive  heart  failure. 
Permission  for  autopsy  was  refused.  While  in  the 
hospital,  urinalyses  repeatedly  showed  low  specific 
gravity,  4 plus  erythrocytes,  2 plus  albumin  and 
2 plus  hyaline  casts.  The  hemogram  was  normal 
on  admission.  Vomitus  was  positive  for  blood. 
The  blood  nonprotein  nitrogen  measured  263  milli- 
grams per  cent  and  creatinine  9.9  milligrams  per 
cent  on  December  11,  1954. 

Urological  consultation  was  obtained  and  the 
diagnosis  of  acute  nephritis,  type  unknown,  was 
made  December  11,  1954.  Supportive  therapy  in- 
cluded antibiotics,  fluids,  plasma,  blood,  serum 
albumin,  and  vitamins. 


* We  wish  to  express  our  appreciation  to  Dr.  J. 
R.  Strain  for  permission  to  present  this  case. 
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AUTOPSY  FINDINGS* 

Autopsy  findings  on  cases  Nos.  1,  2,  and 
3 were  similar  in  all  respects  as  to  gross 
and  miscroscopic  findings: 

Kidneys: 

The  kidneys  were  found  to  bulge  on  the  cut 
surface,  pale  and  with  poor  demarcation  between 
cortex  and  medulla.  Microscopic  sections  showed 
almost  complete  necrosis  of  the  proximal  con- 
voluted tubules.  The  necrotic  shadows  of  the  cells 
were  usually  present  but  the  nuclear  staining  was 
usually  very  poor  or  absent.  There  was  some  dam- 
age of  the  distal  convoluted  tubule  but  this  was 
much  less  marked.  The  glomei-uli  were  moder- 
ately congested.  There  was  no  demonstration  of 
inclusion  bodies  in  the  tubules,  as  had  been  re- 
ported at  times  in  bismuth  poisoning.- 
Liver: 

Grossly  the  liver  capsule  was  smooth.  On  sec- 
tioning the  organ  was  mottled  in  appearance  with 
light  yellow  and  dark  reddish  brown  areas.  Micro- 
scopic examination  revealed  marked  necrosis  in- 
volving the  periphery  and  midzone  of  the  lobule. 
In  the  necrotic  zone  there  was  marked  rarefication 
due  to  loss  of  cells  and  those  cells  remaining  were 
quite  altered,  being  smaller  than  usual,  the  cyto- 
plasm intensely  eosinophilic  and  the  nuclei  either 
pyknotic  or  not  staining  at  all.  Frequently  gi’anu- 
lar  debris  represented  the  only  traces  of  cells. 
The  cells  surrounding  the  central  veins  were  the 
least  damaged,  but  even  these  had  degenerative 
changes. 

Lymphoid  Tissue: 

The  spleen  and  lymphoid  tissue  showed  focal 
areas  of  necrosis  in  the  germinal  centers. 

Brain : 

The  brain  appeared  edematous  in  case  No.  3. 
There  were  focal  areas  of  devastation  necrosis 
judged  to  be  on  the  basis  of  anoxia.  Such  areas 
showed  honeycombing  and  the  nerve  fibers  were 
stained  poorly. 

Tissue  from  Case  No.  3 was  sent  to  the  state 
analyst  for  determination  of  the  quantity  of  bis- 
muth in  the  tissue.  He  reported  that  a qualitative 
test  done  on  a mixture  of  brain,  liver,  and  kidney 
gave  a strongly  positive  test  for  bismuth. 

DI.SCUSSION 

At  one  time  it  was  generally  believed 
that  acute  gingivostomatitis  (“trench- 
mouth”)  in  children  was  caused  by  a 
fusospirochetal  organism,  alone  or  in  sym- 
biosis. Bismuth  therapy  was  introduced 
on  the  supposition  that  it  would  be  ef- 
fective against  this  organism.  The  bril- 
liant researches  of  Dodd  and  Buddingh  ^ 
proved  that  this  disease  results  from  pri- 

*  We  are  indebted  to  Dr.  W.  R.  Mathews  for  the 
pathological  reports. 


mary  infection  with  the  herpes  virus, 
which  is  not  affected  by  bismuth  or  any 
other  presently  known  chemical.  The  in- 
fection is  self-limited  and  the  child  is 
benefitted  most  bj^  attention  to  hydration 
and  nutrition.  If  secondary  infection  with 
spirochetal  organisms  or  other  bacteria  is 
considered  important  in  any  instance, 
penicillin  or  other  antibiotic  therapy  is  far 
safer  and  probably  more  effective  than 
bismuth,  which  has  been  incriminated  in 
many  instances  of  intoxication  and  death. 

Boyette  ^ reported  a fatal  case  of  sto- 
matitis in  a child  who  had  received  10 
mg.  of  metallic  bismuth  given  as  a soluble 
salt.  The  child  had  renal  failure  and  died 
with  nephrosis  after  sixteen  days.  Bar- 
nette ^ presented  4 fatal  cases  which  had 
received  bismuth  suppositories  as  treat- 
ment for  stomatitis.  Autopsy  showed 
renal  and  hepatic  damage.  Weinstein  ® re- 
ported 11  deaths  of  children  due  to  bis- 
muth suppositories  and  4 additional  deaths 
in  which  the  suppositories  were  suspected 
as  the  cause  of  death. 

Others  have  reported  cases  of  ne- 
phrosis and  hepatitis  from  a single  injec- 
tion of  a soluble  bismuth  compound,  with 
recovery  after  a period  of  anuria.  Oral 
bismuth  preparations  have  been  shown  to 
be  toxic  when  bismuth  subnitrate  was 
changed  to  subnitrite  in  the  intestine  by 
bacterial  action.  The  absorption  of  the  sub- 
nitrite resulted  in  methemoglobinemia.^*^ 

The  proximal  renal  tubules  are  the  most 
severely  hit  of  the  body  tissues  by  the 
toxic  action  of  the  heavy  metal;  the  liver 
is  next  in  severity  of  damage.  Experi- 
mental work  with  rabbits  (Kroll)^^  indi- 
cated that  previously  damaged  kidneys 
were  more  susceptible  to  bismuth  injuiy 
than  normal  kidneys. 

. It  was  reported  by  one  of  us  (CHW)^^ 
that  there  is  some  renal  damage  associated 
with  acute  gingivostomatitis.  In  the  young 
child  the  disease  appears  as  an  acute  ill- 
ness, usually  with  symptoms  of  general 
toxemia,  fever,  and  dehydration.  This  de- 
hydration is  accentuated  by  the  child’s  re- 
fusal to  take  food  and  fluids  because  of 
the  sore  mouth,  resulting  in  impaired 
renal  function.  Under  these  circumstances 
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the  rapid  absorption  of  soluble  bismuth 
and  its  filtration  through  the  kidneys  in 
a small  volume  of  urine  produces  a high 
concentration  of  bismuth  in  contact  with 
the  tubular  epithelium,  enhancing  the 
probability  of  serious  renal  damage  and 
anuria. 

The  hepatic  damage  in  our  cases  was 
most  severe  and  was  thought  to  be  an  im- 
portant factor  in  the  early  death  of  these 
children. 

BAL  was  given  in  case  No.  3.  Its  value 
could  not  be  determined  although  others 
have  reported  benefit  in  cases  of  bismuth 
poisoning.®  It  was  realized  that  there  was 
a risk  in  giving  it  to  an  anuric  patient 
but  it  was  hoped  that  it  might  prevent 
further  liver  damage. 

It  is  our  opinion  that  soluble  bismuth 
preparations  have  no  place  in  the  therapy 
of  acute  stomatitis  in  children.  In  view  of 
the  demonstrated  toxicity  and  the  avail- 
ability of  newer  forms  of  therapy,  its 
value  in  the  treatment  of  any  condition 
must  be  weighed  against  the  inherent 
danger. 

SUMMARY 

1.  Since  the  introduction  of  soluble 
bismuth  salts  there  have  been  numerous 
reports  of  bismuth  intoxication  in  chil- 
dren. 

2.  Case  reports  of  4 fatalities  are  pre- 


sented, presumably  due  to  a single  injec- 
tion of  a soluble  bismuth  preparation. 
Autopsy  findings  of  3 are  summarized. 

3.  Acute  gingivostomatitis  in  children 
is  a self-limited  febrile  disease,  caused  by 
the  herpes  simplex  virus,  for  which  bis- 
muth is  ineffective  and  highly  dangerous. 

4.  There  is  inherent  toxicity,  especially 
to  kidney  and  liver  tissue,  from  soluble 
bismuth  administration  which  must  be 
carefully  weighed  against  its  possible  ad- 
vantages in  the  treatment  of  any  condition. 
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TAX  DEFERMENT  ON  RETIREMENT 
FUNDS  FOR  SELF-EMPLOYED 
PERSONS 

Legislation  is  needed  to  provide  tax 
deferment  on  retirement  funds  for  self- 
employed  persons  and  others  not  covered 
by  pension  plans.  Such  legislation  is  de- 
signed to  give  these  groups  of  persons  the 
same  tax  advantages  now  enjoyed  by 
corporation  employees.  For  years,  the 
principle  has  had  the  strong  support  of 
the  American  Medical  Association.  This 


topic  was  discussed  in  these  columns  pre- 
viously in  October  1953. 

At  present,  two  Bills  are  before  Con- 
gress the  effect  of  which  would  be  to 
accomplish  just  these  results.  These  Bills 
are  HR-9  and  10,  generally  known  as  the 
Jenkins-Keogh  Bills.  Hearings  have  been 
held  in  the  House.  Congress  adjourned  for 
this  year  before  decisive  action  by  either 
house.  As  the  same  Congress  will  sit  in 
1956,  there  is  a possibility  that  action  may 
be  taken  when  it  reconvenes.  It  is  for  this 
reason  that  the  members  of  the  medical 
profession  should  inform  themselves  about 
this  matter  and  should  be  in  a position  to 
make  suitable  representations  to  members 
of  Congress  concerning  the  desirability  of 
favorable  action  for  these  Bills. 

The  background  of  the  situation  is  nec- 
essary in  understanding  the  current  status 
of  the  Jenkins-Keogh  Bills.  The  Social 
Security  Act  of  1935,  and  its  many  amend- 
ments, was  primarily  a political  maneuver 
designed  to  favor  certain  classes  of  wage 
earners  and  salaried  persons,  but  does  not 
fit  the  economic  pattern  of  life  of  the 
self-employed  citizen.  In  1942,  a provision 
was  written  into  the  law  whereby  pension 
plans  of  employers,  if  approved  by  the 
Bureau  of  Internal  Revenue,  would  permit 
the  employer’s  contributions  to  the  pension 
fund  to  be  considered  as  a business  ex- 
pense. Such  contributions  then  would  not 
be  considered  currently  taxable  income 
for  the  employee.  More  than  26  thousand 
such  pension  plans  have  now  been  ap- 
proved by  the  Bureau  of  Internal  Revenue, 
and  more  than  20  million  employed  tax 
payers  are  covered.  There  has  been  no 
provision  made  to  now  for  the  self-em- 
ployed. 

An  objective  study  of  our  income  tax 
system  shows  that  in  this  respect  the  em- 
ployee is  being  favored  and  the  self- 
employed  is  being  discriminated  against. 
An  American  Bar  Association  committee, 
known  as  the  Committee  on  Taxation  of 
Earned  Income,  initiated  proposals  in 
1947,  designed  to  make  possible  pensions 
for  the  self-employed  with  the  tax  defer- 
ment provision.  This  general  theme  has 
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been  endorsed  by  the  American  Bar  Asso- 
ciation, American  Medical  Association, 
and  the  other  great  national  organizations 
of  the  self-employed  in  many  fields,  com- 
prising about  a half  million  persons.  The 
legislation  sponsored  by  these  groups, 
however,  would  help  11  million  nonprofes- 
sional self-employed,  just  as  effectively  as 
it  would  the  professional  group. 

In  each  Congress  since  1947,  bills  whose 
aim  was  to  effect  these  reforms  have  been 
introduced.  In  the  presidential  campaign 
of  1952,  President  Eisenhower  made  a 
campaign  pledge  stating  he  would  favor 
legislation  along  these  lines.  The  Chair- 
man of  the  Platform  Committee,  at  the 
Democratic  National  Convention,  in  1952, 
stated  that  in  his  opinion  the  Democratic 
platform  clearly  implied  approval  of  the 
principle  of  the  Jenkins-Keogh  Bills.  In 
his  State  of  the  Union  message  of  Febru- 
ary 2,  1953,  President  Eisenhower  said: 
“No  less  important  is  the  encouragement 
of  privately  sponsored  pension  plans.” 
However,  in  spite  of  the  approval  of  both 
political  parties  and  the  pronouncement 
of  the  President  favoring  such  legislation, 
no  action  has  been  taken. 

The  causes  for  this  seem  to  be  as  fol- 
lows: Congress  takes  what  the  Ways  and 
Means  Committee  gives  it  and,  except 
under  conditions  of  unusual  pressure,  fol- 
lows the  recommendations  of  this  Commit- 
tee. The  Committee,  except  under  similar 
circumstances,  accepts  what  the  bureau- 
crats of  the  Treasury  Department  recom- 
mend, and  the  latter  have  chosen  to  oppose 
this  type  of  legislation.  Frank  G.  Dickin- 
son,* in  his  statement  before  the  Ways 
and  Means  Committee,  answers  the  sev- 
eral objections  to  these  bills.  The  conten- 
tion that  the  Bills  are  for  rich  men  is 
without  foundation,  as  the  Department  of 
Commerce  statistics  show  that  the  aver- 
age income  of  the  11  million  self-employed 
and  the  50  million  employed  persons  are 
about  the  same.  It  has  also  been  stated 
that  the  tax  benefit  enjoyed  by  the  em- 

*Dickinson, Frank  G. : Reappraisal  of  Social 
Security,  J.A.M.A.  (March  5)  1955. 


ployed  persons  is  too  small  to  worry  about. 
However,  the  Chamber  of  Commerce  of 
the  United  States  presents  figures  to  show 
that  130  identical  companies  contributed 
8 per  cent  of  the  payroll  to  pension  and 
profit  sharing  benefits  in  1953.  Another 
contention  against  the  Bills  is  that  they 
would  create  inequalities  against  employed 
people.  The  answer  to  this  is  that  employ- 
ers in  the  United  States  contributed  4.9 
billion  dollars  in  1953  in  various  private 
pension  and  welfare  plans.  A still  further 
contention  is  that  legislation  of  this  type 
would  result  in  a 100  million  dollar  loss  in 
revenue  to  the  government.  The  common 
sense  answer  to  this  is  that  if  the  100 
million  is  being  collected  by  an  injustice 
it  should  be  lost  and  the  loss  added  to 
the  3 to  4 billion  being  wasted  in  Europe 
and  Asia  each  year  in  the  foolish  gener- 
osity of  our  “Save  the  World”  plan. 

It  is  further  reported  that  the  Secretary 
of  the  Treasury  and  his  assistant  recently 
told  the  Ways  and  Means  Committee  that 
notwithstanding  the  administration’s  cam- 
paign promises,  later  reiterated  in  the 
State  of  the  Union  message,  the  adminis- 
tration could  not  endorse  this  type  of 
legislation  reducing  revenue  until  more 
money  is  in  sight  and  until  the  budget  is 
balanced.  This  is  the  same  as  if  the  Trea- 
sury were  to  say  that  it  is  all  right  to 
waste  money  in  Europe  and  Asia  in  deficit 
financing,  but  it  is  not  all  right  to  allow 
this  taxpayer  to  save  himself  from  being 
discriminated  against. 

It  seems  unfortunately  true  that  the 
average  man  in  Congress  votes  not  so 
much  to  favor  legislation  that  he  regards 
as  best,  but  to  favor  groups  that  he  fears 
the  most. 

Physicians,  and  other  people,  have  a 
long-time  personal  interest  in  securing  the 
passage  of  legislation  such  as  the  Jenkins- 
Keogh  Bills.  They  should  make  it  clear 
to  the  members  of  Congress  that  the  11 
million  self-employed  demand  this  tax  ad- 
justment, and  they  should  be  made  to  feel 
that  the  political  wrath  of  a half  million 
professional  persons  is  threatening. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


ATTENTION!  ALL  MEMBERS 

“Dear  Dr.  Cole: 

I have  received  Dr.  C.  E.  Boyd’s  letter  of  May 
20,  which  no  doubt  was  sent  by  your  office.  I am 
in  general  agreement  with  everything  contained 
in  the  letter.  The  increase  of  $15.00  in  the  So- 
ciety dues  should  not  be  objected  to  by  the  vast 
majority  of  the  membership.  Most  of  us  take 
very  little  part  in  the  activities  of  the  Society, 
therefore  we  should  not  begrudge  the  additional 
$15.00  to  help  out  those  of  you  who  are  doing  all 
the  work.” 

The  above  letter  was  received  from  one  of  our 
faithful  and  understanding  members.  Dr.  E.  E. 
Lafferty  of  Bogalusa.  It  is  very  gratifying  to 
receive  a letter  like  this.  It  is  encouraging  to  the 
officers  and  members  of  our  Society,  who  are,  at 
all  times,  with  limited  funds,  striving  to  protect, 
not  only  the  members  of  our  profession  but  the 
honest  and  unsuspecting  citizens  of  our  State 
from  the  continuing  scheming,  law  and  back 
breaking  cultists  who  are  illegally  practicing 
medicine  in  Louisiana.  These  cultists  are  just  as 
guilty  of  violating  the  laws  of  our  State  as  are 
the  thieves  who  break  into  your  homes,  in  the 
darkness  of  night,  and  steal  j*our  purse  and  its 
contents — even  more  guilty  since  they  have  the 
audacity  to  openly  defy  our  laws  in  mid  daylight 
by  practicing  their  cult,  which  according  to  the 
decisions  of  the  State  and  United  States  Supreme 
Courts,  is  the  practice  of  medicine.  By  doing  this, 
they  defy  and  slap  in  the  face,  our  respective  Dis- 
trict Attorneys  and  other  law  enforcement  offi- 
cers throughout  the  State.  They  definitely  adver- 
tise in  the  official  Parish  newspapers  that  they 
are  practicing  chiropractic  and  they  know  they 
are  illegally  practicing  medicine  without  a license 
to  do  so.  Still  these  violators  are  permitted  to 
continue  their  crime,  unmolested  by  our  duly 
elected  district  attorneys  and  other  officers,  who 
are  sworn  to  support  our  State  and  U.  S.  Con- 
stitutions and  to  uphold  the  laws  by  prosecuting 
all  violators  or  offenders  of  our  statutes. 

The  medical  profession,  although  giving  to  our 
people,  including  our  duly  elected  state  officials, 
the  best  medical  care  of  any  country  in  the 
world,  and  protecting  them  to  such  a degree  that 
life’s  expectancy  has  been  prolonged  from  32 
years  in  1908  to  69  years  in  1955,  has  seemingly 
been  classed  as  the  forgotten  segment  of  our  pop- 
ulation, so  far  as  any  appreciation  is  shown  or 
extended  to  them  for  their  efforts  and  services 
to  mankind. 

We  are  badly  in  need  of  the  support  and  co- 


operation of  our  District  Attorneys  and  other 
duly  elected  officials  in  our  fight  to  protect  our 
citizens  against  these  wholly  unqualified  individu- 
als (chiropractors)  who  are  illegally  pi-acticing 
medicine  in  Louisiana. 

We  should  by  all  means,  speak  to  and  strive  in 
every  possible  way  to  secure  the  support  and  co- 
operation of  the  District  Attorneys  and  other  Par- 
ish officials  in  protecting  the  public  against  these 
incompetent  and  dangei'ous  individuals.  Inform 
these  officials  just  what  these  chiropractors  stand 
for,  how  unqualified  by  education  and  experience 
they  are,  and  that  they  believe  every  disease,  in- 
cluding polio,  diphtheria,  lockjaw,  pneumonia, 
appendicitis,  and  many  other  germ  diseases  are 
caused  by  displacement  of  the  bones  of  the 
spine  and  they  claim  that  they  can  cure  these 
diseases  by  adjusting  the  bones  making  up  the 
backbone.  Tell  them  how  ridiculous  is  their 
claim. 

Why  should  the  District  Attorneys  not  prose- 
cute these  offenders  of  the  law  as  they  do  the 
common  thief?  Of  course,  the  thief,  as  a rule, 
can’t  or  does  not  vote  and  the  chiropractors  do. 
This  may  be  the  explanation. 

If  your  District  Attorney  refuses  to  cooperate 
with  you  in  helping  to  uphold  the  law  and  pro- 
tect the  citizens  against  these  cultists,  you  should, 
not  as  members,  but  as  citizens  exert  every  effort 
to  elect  a man  who  will  honor  the  oath  of  his 
office  to  protect  the  people  by  prosecuting,  alike, 
all  violators  of  the  statutes. 

C.  Grenes  Cole,  M.  D. 


STANDING  COMMITTEES 

ARRANGEMENTS  FOR  19.56  MEETING 
H.  II.  Hardy.  Jr.  M.  D..  Chairman,  .tlexandria. 
BUDGET  AND  FINANCE 

AVm.  E.  Barker.  Jr..  M.  D..  Chairman.  Pia(niemine,  1 
year;  Emmett  L.  Irwin,  M.  D..  3 years;  E.  I..  Leckert. 
M.  D..  2 years;  both  of  New  Orleans. 

COMMITTEE  ON  COM.MITTEES 
E.  L.  Leckert,  M.  D..  Chairman  ; .1.  Keily  Stone.  M.  D., 
l)Oth  of  New  Orleans;  Wm.  E.  Barker.  .Tr..  M.  1).,  Blaqne- 
niine. 

CONGRESSION.CL  M.CTTERS 
C.  .T.  Brown.  M.  D..  Chairman;  Edgar  Hull.  M.  D.,  both 
of  New  Orleans;  T.  B.  .\yo.  M.  D,,  Raceland  ; .T.  E.  Knight- 
on. M.  D..  Slireveport ; Marvin  Green.  M.  D..  Rnston  ; Ar- 
thur D.  Long.  M.  1)..  Baton  Rouge;  Thomas  H.  DeLaureal. 
M.  D.,  Lake  Charles.  R.  E.  C.  Miller,  M.  D..  Alexandria. 
•lOURNAL 

E.  L.  Leckert.  M.  D..  Chairman,  New  Orleans,  1 year; 
C.  M.  Horton.  M.  1).,  Vice-Chairman,  Franklin.  2 years; 
Sam  Hol)son,  M.  D.,  New  Orleans,  3 years;  .T.  E.  Knigliton. 
M.  D.,  Shreveport.  3 years;  Edwin  II.  Lawson.  M.  D..  New 
Orleans,  1 year. 

M.CTERNAL  WELFARE 

Simon  V.  Ward.  M.  D..  New  Orleans.  Chairman.  (Per- 
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sonnel  of  Committee  to  be  recommeiuled  by  Chairman). 

MEDICAL  DEFENSE 

C.  B.  Erickson,  M.  !>.,  Cliairman,  Shreveport,  2 years; 
,7.  Kelly  Stone,  M.  D.,  New  Orleans,  3 years;  W.  A. 
Elleuder,  M.  D.,  Houma,  1 year. 

MEDICAL  EDUCATK )N 

Edwin  II.  Lawson,  M.  D.,  Cliairman,  1 year;  B.  J.  De- 
Laureal,  M.  D.,  2 years;  I’.  H.  ,Iones,  M.  D.,  2 years;  all  of 
New  Orleans. 

MEDICAL  T E ST  LM O N Y 

Edmund  Connely,  M.  D.,  Chairman,  New  Orleans,  3 
years;  H.  S.  Coon,  M.  D.,  Monroe,  1 year;  Charles  McVea, 
M.  D.,  Baton  Roiifie,  1 year;  A.  N.  Sam  Houston,  M.  D., 
New  Orleans,  2 years;  P.  I..  McCreary,  M.  D.,  Lake 
Charles,  2 years. 

PUBLIC  POLICY  AND  LEGISLATION 

C.  E.  Boyd,  M.  D.,  Chairman,  Shreveport ; E.  L.  Zander, 
M.  D.,  New  Orleans;  .1.  E.  Clayton,  M.  D.,  Norco;  Leo 
Kerne,  M.  D.,  Thibodanx ; II.  H.  Cutler,  M.  D.,  Monroe; 
A.  G.  Robert,  M.  D.,  Baton  Rouge;  1’.  L.  McCreary,  M.  D., 
Lake  Charles;  M.  B.  I’earce,  M.  I).,  Alexandria;  Max  M. 
Green,  M.  1).,  New  Orleans;  C.  Grenes  Cole,  .M.  D.,  New 
Orleans;  ,7ohn  P.  Burton,  M.  D.,  Monroe;  .Tames  Gladney, 
Jr.,  M.  D.,  Homer;  Lester  S.  Hnckabay,  M.  D.,  Coushatta ; 
Edgar  Hull,  M.  D.,  New  Orleans;  Roy  A.  Kelly,  M.  D., 
Monroe;  Ben  O.  Morrison.  M.  I).,  New  Orleans;  A.  E.  Me- 
Keitheu,  M.  D.,  Hodge;  Charles  B,  Odom,  M.  D.,  New 
Orleans;  Lewis  I.  Post,  M.  D..  Gretna;  S.  Milton  Richard- 
son, M.  D.,  Minden  ; Harold  W.  Richmond.  M.  D.,  Oakdale; 
Jacob  S.  Segura,  ,Ir.,  ,M.  D,,  Mansfield;  B.  E.  Trichel, 
M.  D.  Shreveport;  Albert  .1.  Ochsner,  II.  M.  D.,  Alexandria; 
J.  Theron  WUlis,  M.  D.,  Alexandria;  Filmore  P.  Bordelon, 
M.  I).,  Marksville;  Ford  A.  Thomas,  M.  D.,  Crania. 

SCIENTIFIC  WORK 

C.  Grenes  Cole,  M.  1)..  New  Orleans,  Chairman;  .Sam 
Hobson,  M.  D.,  New  Orleans;  M.  D.  Hargrove,  M.  D., 
.Shreveport. 

COUNCIL  ON  MEDICAL  SERVICE  AND 

PUBLIC  RELATIONS 

W.  Robyn  Hardy,  M.  1).,  Chairman ; J.  Then  Brierre, 
M.  D.,  Vice-Chairman;  Dan  D.  Baker.  M.  D.,  all  of  New 
Orleans;  1.  W.  Gajau,  M.  D.,  New  Iberia;  T.  B.  Tooke, 
M.  D.,  Shreveport;  Henson  S.  Coon,  M.  D..  Monroe;  D.  J. 
Fourrier,  M.  D.,  Baton  Rouge;  T.  II.  DeLaureal,  M.  D., 
Lake  Charles;  O.  B.  Owens,  M.  D.,  Alexandria. 

EXECUTIVE  COM.MITTEE 

Max  M.  Green,  M.  !>.,  New  Orleans — President. 

Paul  D.  Abramson,  M.  D.,  Shreveport — President-elect. 

George  H.  Hauser,  M.  D.,  New  Orleans  — First  Vice- 
President. 

H.  H.  Hardy,  Jr.,  M.  D.,  Alexandria  — Second  Vice- 
President. 

J.  Theo  Brierre,  M.  D.,  New  Orleans — Third  Vice-Presi- 
dent. 

Walter  Moss,  M.  D.,  Lake  Charles — Past  President. 

W.  Robyn  Hardy,  M.  I).,  New  Orleans — Chairman,  House 
of  Delegates. 

O.  B.  Owens,  M.  D.,  Alexandria — Vice-Chairman,  House 
of  Delegates. 

C.  Grenes  Cole,  M.  D.,  New  Orleans — Secretary-Treasurer. 

II.  Ashton  Thomas,  M.  D.,  New  Orleans — Councilor  First 
District. 

J.  E.  Clayton,  M.  D.,  Norco — Councilor  Second  District. 

Guy  R.  .Tones,  M.  I).,  Lockport — Councilor  Third  District. 

Ralph  II.  Riggs,  M.  D.,  Shreveport  — Councilor  Fourth 
District. 

C.  Prentice  Gray,  M.  D.,  Monroe — Councilor  Fifth  Dis- 
trict. 

Arthur  D.  Long.  M.  I).,  Baton  Rouge — Councilor  Sixth 
District. 

.1.  Y'.  Garber.  M.  D.,  Lake  Charles  — Councilor  Seventh 
District. 

R.  E.  C.  Miller,  M.  D.,  Alexandria  — Councilor  Eighth 
District. 


SPECIAL  COMMITTEES 

ACCREDITATION  OF  HOSPITALS 
P.  II.  Jones,  M.  D.,  New  Orleans,  Chairman;  II.  II. 
Hardy,  M.  D.,  Alexandria;  ,T.  W.  Cummins,  M.  D.,  Monroe. 
ADVISORY  TO  SELECTIVE  SERVICE 
Max  M.  Hattaway,  M.  D.,  New  Orleans,  Chairman;  M.  D. 
Hargrove,  M.  D.,  Shreveport;  H.  Ashton  Thomas,  M.  !>., 
New  Orleans;  Guy  R.  Jones.  M.  D.,  Lockport;  H.  II.  Cut- 
ler, M.  D.,  Monroe,  Rhett  McMahon,  M.  D.,  Baton  Rouge; 
G.  E.  Barham,  M.  D.,  Lake  Charles;  M.  B.  Pearce,  M.  I)., 
Alexandria. 

AID  TO  INDIGENT  MEMERS 
John  D.  Frazar.  M.  D..  DeRidder,  Chairman ; C.  O. 
Frederick,  M.  D.,  Lake  Charles;  Charles  L.  Saint,  M.  D., 
Elizabeth;  Thomas  Latiolais,  M.  D.,  Lafayette;  F.  A.  De- 
Jean,  M.  D.,  Baton  Rouge;  Morgan  W.  Matthews,  M.  D., 
Shreveport;  Rhodes  J.  Spedale,  M.  D.,  Placiuemine. 
ALCOHOLISM 

Kenneth  Ritter,  M.  !>.,  Chairman,  New  Orleans;  M.  S. 
Freiman,  M.  D.,  Pineville;  Fritz  LaCour,  M.  !>.,  Lake 
Charles;  B.  F.  Parker,  M.  D.,  New  Orleans. 

A.MERICAN  MEDICAL  EDUCATION  FOUNDATION 
Edgar  Hull,  M.  D.,  New  Orleans,  Chairman;  Ben  Gold- 
smith, M.  D.,  Lake  Charles;  Maxwell  E.  Lapham,  M.  D., 
New  Orleans;  Ralph  II.  Riggs,  M.  1).,  Shreveport;  Marvin 
Green,  M.  D.,  Ruston. 

BLOOD  BANKS 

J.  W.  Davenport,  M.  D.,  New  Orleans,  Chairman ; J.  L. 
Beven,  M.  D..  Baton  Rouge;  J.  O.  Weilbaecher,  Jr.,  M.  D., 
New  Orleans. 

CANCER  COMMISSION 

Ambrose  H.  Storck,  M.  D.,  New  Orleans,  Chairman ; 
\V’.  R.  Mathews,  M.  D.,  Shreveport,  Vice-Chairman;  H. 
Ashton  Thomas,  M.  D.,  New  Orleans,  Secretary;  Howard 
R.  Mahorner,  M.  D.,  New  Orleans;  Felix  J.  Willey,  M.  !»., 
Monroe;  I.  Ashton  Robins,  M.  D.,  Baton  Rouge;  J.  E. 
Barham,  M.  I).,  Lake  Charles;  B.  II.  Texada,  M.  D.,  -Ylex- 
audria ; W.  A.  Elleuder,  M.  1).,  Houma. 

CHILD  HEALTH 

Sims  Chapman,  M.  D..  New  Orleans,  Chairman;  Jack 
Strange,  M.  !>.,  New  tlrleans;  Edwin  A.  Socola,  M.  D.,  New 
Orleans;  Eleanor  Cook,  M.  D.,  Lake  CTiarles;  II.  II.  Hardy, 
Jr.,  M.  D.,  Alexandria;  C.  II.  Webb,  M.  D.,  Shreveport;  M. 
C.  Wiginton,  M.  D.,  Hammond. 

CHRONIC  DISEASES 

Homer  J.  Dupuy,  M.  D.,  New  Orleans,  Chairman; 
Branch  J.  Aymond,  New  Orleans;  Charles  L.  Fellows, 
M.  D.,  Maplewood  ; II.  J.  Quinn,  M.  D.,  Shreveport ; J.  J. 
Massony,  M.  D.,  Westwego. 

DIABETES 

Daniel  W.  Hayes,  M.  D..  New'  Orleans,  Chairman;  A.  A. 
Herold,  Jr.,  M.  I).,  Shreveport;  Carl  Gulotta,  M.  D.,  New' 
Orleans;  David  Bnttross,  Jr.,  M.  D.,  Lake  Charles. 
DOMICILE 

J.  Q.  Graves,  M.  !>.,  Monroe,  Chairman ; Sidney  Char- 
bonnet,  Jr.,  M.  D.,  New  Orleans;  E.  L.  Leckert,  M.  D., 
New  Orleans;  N.  T.  Simmonds,  M.  D.,  Alexandria. 

FEDERAL  MEDICAL  SERVICES 
I.  W.  Gajan,  M.  D.,  New  Iberia.  Chairman;  Pascal  L. 
Danua,  M.  D.,  New'  Orleans;  W.  Robyn  Hard.v,  M.  D.,  New 
Orleans;  F.  P.  Bordelon,  M.  D..  Marksville;  A.  L.  Culpep- 
per, M.  D.,  Alexandria;  O.  I,.  Tugw'ell,  M.  D.,  Bastrop. 
GAMMA  GLOBULIN  AND  SALK  VACCINE 
P.  H.  .Tones,  M.  D.,  New  Orleans,  Chairman;  C.  Grenes 
Cole,  M.  D.,  New  Orleans;  W.  E.  Barker,  Jr.,  M.  D., 
Plaquemine;  Max  Miller,  M.  D.,  Lake  Charles. 

GERIATRICS 

W.  L.  Kirkpatrick,  M.  D.,  Lafayette,  Chairman ; Leon 
F.  Gray,  M.  D.,  Shreveport ; F.  R.  Nicholson,  M.  D.,  Mar- 
rero. 

HISTORY  OF  MEDICINE  IN  LOUISIANA 
Isidore  Cohn,  M.  D.,  Chairman,  A.  V.  Friederich,  M.  D., 
Edwin  H.  Lawson,  M.  D.,  all  of  New  Orleans;  A.  A. 
Herold,  M.  D.,  Shreveport;  C.  M.  Horton,  M.  D.,  Franklin; 
Max  M.  Green,  M.  D.,  New  Orleans,  (Pres.  LSMS)  ex- 
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officio  member;  C.  (Jreiies  Cole,  M.  !>.,  Xew  Orleans  (Sec- 
Treas.  LSMSl  ex-officio  member. 

HOSI’ITALS 

Felix  A.  I’lanclie,  M.  D.,  Xew  Orleans,  Chairman:  S.  E. 
Elleniler,  M.  I>,,  Houma;  Edmoml  Mickal.  M.  I>..  Xew  Or- 
leans; Wel)l)  McOehee.  M.  1).,  Baton  Roufre:  K.  1!.  .lones. 
M.  !»..  .siireveiKirt  : S.  .1.  Rozas,  M.  I>..  ( ipelousas ; O.  \V. 
I’eek.  M.  1>.,  Baton  Rouge. 

1 X 1 ) r S T R I L 1 1 E A L T 1 1 

.T.  E.  Knighton.  M.  !>..  Slireveport.  Cliairman  ; .Tosepli 
Sabatier,  M.  1).,  Baton  Rouge;  Carroll  F.  Oell)ke.  M.  D., 
Oretna;  J.  Morgan  I,yons,  Jl.  1).,  Xew  Orleans;  Myron 
Walker.  Jl.  1)..  Baton  Rouge. 

EECTFRES  FOR  COLOREH  PHYSICIAXS 
M.  L.  Michel.  .Ir..  M.  li.,  Xew  Orleans,  Chairman;  .fared 
Y.  Garber,  il.  I)..  Lake  Charles;  W.  Robyn  Hardy,  M.  D., 
Xew  Orleans;  Luke  Marcello,  M.  I).,  DeRidder. 

LIAISOX  WITH  LOTHSIAXA  STATE 
XI  RSES'  ASSOCIATIOX 

Rodney  G.  Masterson,  M.  I)..  Alexandria,  Chairman:  E. 

L.  Leckert.  M.  O.,  Xew  Orleans;  .lolin  R.  Bowers,  M.  1)., 
Baton  Rouge;  R.  M.  Simonton,  M.  !>.,  Monroe;  I’ercy 
Bhillips,  .M.  H..  Xew  Orleans. 

MALPRACTICE  IXSFRAXCE  RATES 
P.  H.  .Jones.  M.  D.,  Xew  Orleans,  Chairman:  .7.  Q. 
Graves,  M.  O,,  Monroe:  W.  Robyn  Hardy,  M.  D.,  Xew  Or 
leans:  Charles  B.  odom,  .M.  D..  Xew  Orleans;  Maurice  St. 
Martin.  M.  !>.,  Xew  Orleans. 

MEHIATIOX 

.7.  Kelly  Stone.  M.  !>..  Xew  Orleans.  Chairman;  M.  E. 
Kopfler,  .M.  1>.,  Baton  Rouge;  Arthur  D.  Long,  M.  D., 
Baton  Rouge:  .Morrell  W.  Miller,  il.  D.,  Xew  Orleans. 

MElilCAL  AXD  HOSPITAL  SERVICES  IX  RE 
IXSFRAXt 'E  COXTRACTS 

O.  B.  Owens,  M.  1)..  Alexandria,  Chairman;  Rhett  Mc- 
Mahon. M.  1).,  Baton  Rouge;  Albert  .1.  Ochsner,  II.  M.  H.. 
Alexandria;  .Jerome  . I.  Romagosa,  M.  H.,  Lafayette;  Ralph 

M.  Hartwell.  .M.  !>..  1'.  H.  .Tones,  M.  !>..  C.  Grenes  Cole. 
.M.  I)..  (Sec-Treas.  LSMS)  and  Max- .\I.  Green.  M.  1).,  (Pres. 
LSMS),  all  of  Xew  Orleans. 

M El ) I C A L I X I ) I G E X C Y 

H.  H.  Hardy,  .Ir.,  M.  H,,  Alexandria,  Chairman;  Paul 
•Tackson,  M.  H.,  Clinton;  B.  C.  Garrett.  .M.  I).,  Shreveport; 
.Marion  LeDoux,  M.  D.,  and  1'.  M.  Tiller.  .1  r.,  .M.  I).,  both 
of  Xew  Orleans. 

MEXTAL  HEALTH 

P.  H.  .Tones,  M.  H..  Xew  Orleans,  Chairman;  F.  W. 
Brewer,  M.  D.,  Xew  Orleans;  1).  H.  Huncan,  .\L  D.,  Shreve- 
port. 

XATIOXAL  EMERGEXCY  MEDICAL  SERVICE 
(Civil  Defense) 

VIoss  M.  Baunerman,  M.  D.,  Baton  Rouge,  Chairman; 
Charles  .Mosely,  M.  D.,  Baton  Rouge;  Henson  S.  C’oon, 
M.  D.,  Monroe;  W.  A.  Ellender.  M.  1)..  Houma:  .T.  A. 
Hendrick.  .Tr..  M.  D.,  Shreveport;  C.  P.  Herrington,  M.  D., 
Alexandria;  F.  O.  Shute.  M.  D.,  Opelousas;  Charles  B. 
Odom.  .M.  1)..  Xew  Orleans;  S.  F.  Fraser,  M.  1).,  JIany ; 
E.  .1.  .Toubert,  .Ir.,  M.  1).,  Xew  Orleans;  E.  1’.  Breaux, 
M.  D..  Lafayette. 

XET  ROPSYCTILYTRIC  SERVICE  AT 
CHARITY  HOSPITALS 

Edmund  Connel.v,  M.  D.,  Xew  Orleans,  Chairman;  P.  H. 
.lones,  M.  D.,  Xew  Orleans;  E.  M.  Robards,  M.  1).,  .Tack- 
son;  Arthur  L.  Seale,  M.  D.,  I’ineville. 

XOMIXATIOXS 

E.  L.  Leckert,  M.  1)..  Xew  Orleans,  Chairman;  C.  M. 
Horton.  .\I.  D.,  Franklin;  Ralph  H.  Riggs,  M.  D.,  Shreve- 
port. 


PFBLIC  HEALTH  OF  THE  STATE  OF  LOFISIAXA 
B.  J.  DeLaureal,  M.  D.,  Xew  Orleans,  Chairman:  W.  P. 
Gardiner.  M.  D.,  Xew  Orleans;  E.  C.  Faulk,  M.  1).. 
Rayne:  B.  E.  Spencer,  M.  D..  .Sterlington ; Reed  A.  Fon- 
tenot, .M.  D..  Ville  Platte;  Fred  Mayer,  M.  D..  Opelousas; 
G.  Vasciuez.  M.  D.,  Lake  Charles:  .lames  Welch,  M.  D., 
Alexandria. 

RCUAL  AXD  FRBAX  HEALTH 
.1.  P.  Saunders,  .M.  D.,  Shreveport.  Chairman  ; E.  R. 
Guidry.  M.  D.,  Xew  Orleans;  Gu.v  R.  .Tones.  M.  D.,  Lock- 
port:  W.  R.  Hargrove.  M.  D..  Oakdale;  O.  B.  Owens. 
M.  It.  -\lexandria;  M.  C.  Wiginton,  M.  D.,  Hammond; 
C.  T.  Yancey.  -\L  D..  Monroe;  (Jeorge  H.  Hauser,  M.  I)., 
Xew  Orleans. 

STATE  HOSPITAL  POLICIES 
George  Wright,  M.  D..  .Monroe,  Chairman;  W.  E. 
Barker,  Jr.,  M.  D.,  Phuiuemine:  T.  A.  Kimbrough.  M,  1)., 
Lafayette;  P.  II.  Jones,  M.  D.,  Charles  B.  Odom,  M.  D., 
Edwin  L.  Zander.  M.  D..  all  of  Xew  Orleans;  B.  E. 
Trichel,  M.  D.,  Shreveiiort. 

WOMAX'S  AFXILIARY  (Advisory  Committee) 

Sam  Hobson,  M.  D.,  Chairman;  .Tules  Myron  Davidson. 
M.  D.,  M.  W.  Miller.  M.  D.,  C.  Grenes  Cole,  .M.  D..  all  of 
Xew  Orleans. 

CHAIRMEN  OF  SCIENTIFIC  SECTIONS 
1956  ANNUAL  MEETING 

ALLERGY 

Dr.  W.  H.  Browning,  Shreveport 
BACTERIOLOGY  & PATHOLOGY 
Dr.  William  S.  Randall,  Baton  Rouge 
CHEST 

Dr.  Frederick  F.  Boyce.  Xew  Orleans 
DERMATOLOGY 

Dr.  C.  Barrett  Kennedy,  Xew  Orleans 
DIABETES 

Dr,  .lolin  W.  Deming.  Alexandria 
EAR,  XOSE  AXD  THROAT 
Dr.  J.  L.  .Sonnier.  Lafayette 
EYE 

Dr.  George  Haik.  Xew  Orleans 
G AST  R OE  X T E R O LOGY 
Dr.  Sidney  Mack,  Baton  Rouge 
GEXEKAL  PRACTICE 
Dr.  A.  A.  Massony,  Westwego 
GYXECOLOGY 

Dr.  Earl  C.  Smith,  Xew  Orleans 
HEART 

Dr.  Joe  E.  Holoubeck,  Shreveport 
MEDICI  XE 

Dr.  Louis  A.  (Monte,  Xew  Orleans 
X E I'  R O P S Y C II I A T R Y 
Dr.  D.  H.  Duncan,  Shreveport 
OBSTETRICS 

Dr.  .1.  H.  .Mullins.  Baton  Rouge 
ORTHOPEDICS 

Dr.  Robert  M.  Rose,  Xew  Orleans 
I’EDIATRICS 

Dr.  John  H.  Dent,  Xew  Orleans 
PFBLIC  HEALTH 
I>r.  W.  J.  .Sandidge,  .Shreveport 
RADIOLOtJY 

Dr.  Henry  M.  Duhe.  Xew  Orleans 
SFRGERY 

Dr.  Walter  F.  Becker,  Xew  Orleans 
UROLOGY 

Dr.  C.  O.  Frederick.  Lake  Charles 
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CALENDAR 

PAKISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

LSU  TO  RESUME  REFRESHER-TYPE 
COURSES 

The  Louisiana  State  University  School  of  Medi- 
cine in  cooperation  with  the  Louisiana  State  Medi- 
cal Society  will  resume  its  one-day  refresher-type 
courses  in  the  fall.  These  courses  are  designed  not 
only  to  keep  the  practitioner  abreast  of  new  de- 
velopments in  various  fields  of  medicine  but  also 
to  review  the  fundamentals  of  diagnosis  and  ther- 
apy of  various  diseases.  This  year  for  the  con- 
venience of  practicing  physicians  courses  will  be 
given  not  only  at  the  Medical  School  in  New  Or- 
leans but  also  at  the  Confederate  Memorial  Medi- 
cal Center  in  Shreveport  and  at  other  centers  in 
the  state. 

Three  courses  have  been  scheduled  for  the  fall 
of  1955,  as  follows: 

Gastroenterology — New  Orleans,  Saturday,  Sep- 
tember 24 

(Under  the  direction  of  Dr.  Gordon  McHardy) 

Heart  Disease- — Shreveport,  Wednesday,  October 
26 

(Under  the  direction  of  Dr.  Marion  D.  Har- 
grove) 

Surgical  Diagnosis — Shreveport,  Wednesday,  No- 
vember 16 

(Under  the  direction  of  Dr.  Paul  D.  Abram- 
son) 

Programs  for  each  course  may  be  obtained  by 
writing  Dr.  Edgar  Hull,  Associate  Dean.  Sugges- 
tions for  the  subject  matter  of  future  courses  will 
be  welcome. 

It  is  hoped  that  physicians  who  read  this  an- 
nouncement will  acquaint  their  colleagues  with  the 
opportunities  offered  by  these  courses  which  are 
designed  to  meet  the  needs  of  busy  pi’actitioners. 


NEW  OFFICERS  FOR  RADIOLOGICAL 
SOCIETY 

In  May  of  1955,  the  Radiological  Society  of  Lou- 
isiana held  its  annual  meeting  and  the  following 
officers  were  elected: 


President,  G.  M.  Riley,  M.  D.,  1513  Line  Ave., 
Shreveport,  La.;  Vice-President,  Manuel  Garcia, 
M.  D.,  820  Maison  Blanche  Bldg.,  New  Orleans, 
La.;  Secretary-Treasurer,  W.  S.  Neal,  M.  D.,  602 
Pere  Marquette  Bldg.,  New  Orleans,  La. 


62ND  ANNUAL  CONVENTION  OF 
MILITARY  SURGEONS 

The  Association  of  Military  Surgeons  of  the 
United  States  will  hold  its  62nd  Annual  Convention 
at  the  Hotel  Statler  in  Washington,  D.  C.  on  No- 
vember 7,  8 and  9,  1955. 

The  Association  is  the  only  international  society 
devoted  to  the  military  aspects  of  medicine,  den- 
tistry, nursing,  veterinary  medicine,  and  allied 
sciences.  Noted  speakers,  appropriate  ceremonies 
and  a variety  of  entertainment  will  make  this 
year’s  meeting  attractive  to  attending  members 
and  guests  alike.  There  will  be  an  outstanding- 
scientific  program  devoted  to  the  latest  advances 
and  trends  in  the  specialty  of  military  medicine. 

For  the  entertainment  of  the  members  and 
guests,  a full  schedule  of  events  is  being  arranged. 
As  in  the  past,  one  of  the  outstanding  features  is 
the  Honors  Night  Dinner  on  November  9 at  which 
the  Sir  Henry  Wellcome  Medal  and  Prize,  the 
Gorgas  Medal,  the  Stitt  Award,  the  McLester 
Award,  the  Louis  Livingston  Seaman  Prize,  and 
the  Founder’s  Medal  will  be  presented. 

Further  information  may  be  obtained  from  the 
Association’s  Office,  Suite  718,  New  Medical  Build- 
ing, 1726  Eye  Street,  N.W.,  Washington  6,  D.  C. 


PAIN  IN  PEPTIC  ULCER 

“It  is  clear  that  peptic  ulcers  are  indeed  ‘peptic’ 
ulcers,  that  they  arise  from  the  digestive  action  of 
acid  gastric  juice,  that  inflammation  (chemical) 
lowers  the  pain  threshold  so  that  the  normally  in- 
sensitive bowel  becomes  sensitive,  that  the  pain 
arises  in  the  ulcer  itself,  that  the  usual  stimulus 
for  pain  is  the  acid  gastric  juice,  and  that  in  a 
tender  lesion  mechanical  stimuli  such  as  spasm. 
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peristalsis,  touching  or  pinching  may  evoke  pain.” 
PALMER,  W.  L.:  Editorial,  Ameri- 
can Journal  of  Medicine  18:513 
(April)  1955. 

CARELESS  HANDLING  MAKES  CANDY 
DRUGS  DANGEROUS 

Carelessness  about  reading  labels  and  storing 
medicine  out  of  reach  are  contributing  to  an  ap- 
parent increase  in  preschool-age  illnesses  and 
deaths  from  overdoses  of  candy-flavored  medicines. 

The  warning  against  mishandling  of  potentially 
dangerous  drugs  was  made  by  the  American  Medi- 
cal Asociation’s  Committee  on  Toxicologj’,  in  a re- 
port in  the  (May  7)  Journal  of  the  A.M.A. 

Committee  Secretary  Bernard  E.  Conley  said 
that  among  preschool-age  children,  the  group  in 
which  accidental  poisonings  is  most  frequent, 
“drugs  are  responsible  for  33  per  cent  of  the  fatal 
poisonings.”  Children’s  death  rates  “from  the  in- 
gestion of  poisons  are  four  times  higher  in  the 
United  States  than  in  England,  even  though  over- 
all death  rates  for  both  countries  are  generally 
comparable,”  he  said. 

Most  poisoning  accidents  are  caused  by  “ignor- 
ance, carelessness”  and  unsafe  storage,  the  report 
said.  Many  of  these  products  “that  are  packaged 
and  flavored  to  look  like  candy  are  in  reality  potent 
drugs,  some  of  which  can  be  dangerous  with  over- 
doses.” 

KIDNEYS  REACT  TO  CHANGING  EMOTIONS 

Three  medical  researchers  have  found  evidence 
that  the  kidneys,  which  help  man  adapt  to  his 
physical  environment,  also  nray  help  him  to  cope 
with  the  emotional  problems  of  everyday  life. 

They  reported  in  the  April  23  issue  of  the 
Journal  of  the  American  Medical  Association  that 
kidney  action  is  affected  by  anxiety,  fear,  anger, 
and  other  reactions  to  daily  difficulties. 

The  kidneys  maintain  a balance  of  water  and 
salts  in  the  body.  In  some  illnesses  the  kidneys 
“work  overtime”  to  keep  the  necessarj^  balance. 
New  physicians  are  learning  that  the  kidneys  are 
affected  by  everyday  crises  as  well  as  disease 
crises. 

In  400  tests  on  five  persons  leading  their  normal 
lives,  it  appeared  that  when  they  needed  “in- 
creased alertness  and  readiness  for  action,”  the 
kidneys  helped  them  by  damming  up  reservoirs  of 
water  and  mineral  salts  in  the  body.  When  the 
crisis — a job  problem,  family  illness,  disapproval 
of  colleagues — was  over,  the  kidneys  flushed  the 
e.xtra  water  and  salts  from  the  body. 

Drs.  William  W.  Schottstaedt,  Oklahoma  City; 
Harold  G.  Wolff,  New  York,  and  Major  William 
J,  Grace,  now  at  Fort  Knox,  Ky.,  said  kidney  re- 
action to  emotional  warnings  in  daily  living  is 
similar  to  that  in  illness.  In  a pneumonia  patient, 
for  instance,  the  kidneys  hold  extra  salts  and 
water  in  the  body  during  the  danger  period,  and 
flush  them  out  w'hen  the  crisis  is  over,  and  they 
are  no  longer  needed. 


CITRUS  TWICE  DAILY  IN  HYPERTENSION 

A diet  restricted  in  sodium  but  containing  as 
normal  a selection  of  foods  as  possible,  including 
citrus  fruits  twice  daily,  has  been  found  effective 
in  maintaining  clinical  improvement  in  a group  of 
patients  with  hypertension.  The  studies  were  con- 
ducted by  Dr.  Frederick  T.  Hatch  and  associates 
at  Goldwater  Memorial  Hospital  and  the  College 
of  Physicians  and  Surgeons,  New  York.  In  con- 
trast to  the  rigid  and  often  impracticable  rice  diet 
frequently  used  in  hypertension.  Dr.  Hatch  al- 
lowed the  patients  1 small  orange  or  (4  grapefruit 
for  breakfast  and  1 cup  of  orange  or  grapefruit 
juice  in  the  evening,  as  well  as  small  amounts  of 
such  foods  as  lean  steak,  mushrooms  and  other 
low-sodium  vegetables,  blueberries  and  pineapple. 
(American  Journal  of  Medicine,  17:499,  1954.) 


ASPIRIN  AND  HORMONE  TREATMENT 
SUGGESTED  IN  RHEUMATIC  FEVER 

Early  treatment  of  rheumatic  fever  with  as- 
pirin combined  with  one  of  the  adrenal  or  pitui- 
taiy  hormones  was  suggested  recently  (Nov.  4)  as 
more  effective  than  either  drug  alone  in  suppress- 
ing inflammation  of  the  heart. 

Use  of  the  hormone,  however,  should  be  limited 
to  as  short  a period  as  appears  clinically  helpful, 
two  New  York  doctors  reported  to  the  First  In- 
terim Scientific  Session  of  the  American  Rheuma- 
tism Association,  holding  a one-day  meeting  at 
the  National  Institute  of  Arthritis  and  IMetabolic 
Diseases.  Administration  of  an  adrenal  or  pitui- 
tary hormone  over  a long  period  “may  result  in 
serious  toxicity,”  according  to  Dr.  Edward  E. 
Fischel  of  the  Bronx  Hospital,  and  Dr.  Charles  W. 
Frank  of  the  Presbyterian  Hospital. 

On  the  other  hand,  they  said,  short-term  therapy 
with  the  hormones  cortisone,  hydrocortisone  or 
ACTH  is  almost  always  followed  by  a flareup  of 
rheumatic  inflammation.  To  guard  against  such 
flareups,  they  recommended  prolonged  and  uninter- 
rupted use  of  aspirin. 


DECREASED  SALT  INTAKE  AND 
NON-SMOKING  DOES  NOT 
REDUCE  HYPERTENSION 

Individuals  over  40  who  had  decreased  their  salt 
intake  for  ten  years  and  who  do  not  smoke  showed 
a higher  prevalence  of  hypertension  according  to 
a preliminary  inquiry  among  799  persons  as  re- 
.ported  in  an  article  by  C.  A.  D’Alonzo,  M.  D.,  of 
the  E.  I.  Du  Pont  de  Nemours  & Co.,  of  Wilming- 
ton, Del.,  published  in  the  November  issue  of  In- 
dustrial Medicine  and  Surgei'y,  the  official  publi- 
cation of  the  Industrial  Medical  Association. 

The  study  also  confirms  previous  indications 
that  there  is  a greater  chance  of  the  children  hav- 
ing hypertension  w'hen  one  or  both  parents  have 
it,  than  w'hen  neither  parent  has  it.  “It  is  also 
interesting  that  this  chance  seems  to  be  slightly 
greater  w'hen  the  mother  has  hypertension  than 
when  the  father  has  it,”  Dr.  D’Alonzo  adds. 
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Making  no  definite  conclusions,  Dr.  D’Alonzo  in 
his  article  explains  the  details  of  the  preliminary 
inquiry  supporting  them  by  very  interesting  statis- 
tical tables  and  urging  industry  to  collect  such  per- 
sonal data  which  will  enable  a more  definite  study 
of  the  relation  of  family  history  to  the  develop- 
ment of  hypertension. 


STUDY  FINDS  ATABRINE  EFFECTIVE 
IN  TAPEWORM 

The  antimalarial  Atabrine  meets  the  require- 
ments of  a drug  to  treat  tapeworm  more  “ideally 
than  preparations  customarily  used,”  according 
to  Dr.  K.  M.  Paeckelmann,  in  an  article  abstracted 
from  the  Jouryial  of  the  American  Medical  Asso- 
ciation  (156:74,  Sept.  4,  1954). 

His  conclusions  are  based  on  a review  of  the 
literature  and  his  personal  observations  since 
1944,  when  Atabrine’s  effectiveness  against  tape- 
worm was  first  discovered.  In  347  of  488  patients 
with  Taenia  saginata  or  Taenia  solium  treated 
with  Atabrine,  the  tapeworm  with  head  was  ex- 
pelled. The  tapeworm  was  expelled,  although  the 
head  could  not  be  found,  in  an  additional  46  pa- 
tients, Dr.  Paeckelmann  states. 

In  the  procedure  followed,  he  notes  that  the  tape- 
worm was  expelled  within  two  to  four  hours.  Sug- 
gesting that  administration  of  Atabrine  be  made 
through  the  duodenal  tube,  he  adds  that  chances 
of  successful  treatment  are  increased  by  this 
method. 


DOCTORS  NEED  HELP  TO  CURE 
EMOTIONALLY  ILL  PATIENTS 

One  of  the  biggest  problems  of  today’s  physician 
is  the  diseases  resulting  from  frustration,  loneli- 
ness and  lack  of  occupation — diseases  he  cannot 
cure  alone. 

Dr.  Robert  J.  Needles,  St.  Petersburg,  Fla., 
said  in  a recent  (Oct.  9)  Journal  of  the  American 
Medical  Association  that  what  is  most  needed  for 
persons  afflicted  with  this  “modern  pestilence”  is 
“better  understanding  of  life  away  from  physi- 
cians’ offices.” 


BOOK  R 

Practice  of  Allergy;  (Revised  by  J.  Harvey  Black, 
M.  D.),  by  Warren  T.  Vaughan,  M.  D.^  3rd  ed., 
St.  Louis,  Missouri:  C.  V.  Mosby  Company, 
1954,  1164  pages.  Price  $21.00. 

Vaughan’s  Practice  of  Allergy  has  been  one  of 
the  classics  in  the  field  of  clinical  allergy  for 
over  fifteen  years;  this  “revised”  third  edition 
by  Dr.  Black  is  most  welcome.  In  the  preface  to 
this  third  edition,  the  author  states  that  “To  one 
who  works  in  the  field  of  allergy  progress  often 
seems  woefully  slow,  but  when  one  begins  to 
collect  the  literature  and  to  note  the  changes 
wrought  by  the  years,  he  is  astonished  at  the 


“The  medical  profession,  with  all  its  progress, 
needs  outside  help  on  the  problem  of  the  emotional- 
ly ill,  displaced,  abandoned,  chronically  unhappy, 
or  otherwise  handicapped  persons,”  he  said.  “Phy- 
sicians can  suggest,  they  can  advise,  they  can 
warn,  but  they  cannot  go  with  these  persons  into 
the  community  and  lead  them  into  new  interests 
and  new  drives  to  demonstrate  reasons  for  living.” 
“This  is,  and  must  be,  the  responsibility  of 
society,”  he  said.  “There  is  too  much  wastage  of 
human  resources  in  the  communities’  own  back 
yards  . . . new  and  stimulating  opportunities  must 
be  furnished  from  outside  the  medical'  profession.” 


EARLY  CONSERVATIVE  THERAPY  CALLED 
BEST  METHOD  TO  ARREST  ARTHRITIS 

Early  and  intensive  use  of  a course  of  conserva- 
tive treatment  is  “more  likely  to  achieve  a true 
arrest  of  rheumatoid  arthritis  than  any  other 
measure  of  therapy,”  according  to  Dr.  Norman  O. 
Rothermich  of  the  Department  of  Clinical  Medi- 
cine, Ohio  State  University  College  of  Medicine. 

Writing  in  American  Practitioner  and  Digest  of 
Treatment  (5:647,  1954),  Dr.  Rothermich  empha- 
sizes that  no  measures,  or  drugs,  now  available 
can  cure  the  disease.  In  line  with  a program  of 
conservative  treatment,  he  says  that  “most  cases 
are  best  treated  with  simple  aspirin,  and  I see  no 
advantage  to  using  other  more  complex  salicylate 
combinations  which  are  only  more  expensive.” 
The  author  further  notes  that  aspirin,  and  other 
salicylates,  have  some  beneficial  action  in  “all 
rheumatic  diseases  over  and  above  their  analgesic 
effect.” 

DOCTORS  OFFICE  AND  RESIDENCE 

FOR  RENT  OR  SALE  AT  RESERVE,  LA. 
THIRTY  MILES  FROM  N.  O.  ALL  EQUIP- 
MENT AVAILABLE  IF  DESIRED.  ESTAB- 
LISHED LOCATION  SINCE  1933.  FAIRVIEW 
3841  OR  7322  ONYX  ST.,  N.  0.,  LA. 


E V I E W S 

* great  mass  of  material  and  the  great  number  of 
changes  that  must  be  noted.” 

It  is  this  reviewer’s  opinion  that  the  greatest 
strength  of  this  book  lies  in  the  thoroughness  of 
the  documentation  of  “the  great  mass  of  material 
and  the  great  number  of  changes  that  must  be 
noted.”  The  bibliography  itself  is  made  up  of 
57  full  pages  of  listings,  more  than  doubling  that 
in  the  second  edition.  For  a bibliography  of  this 
size  it  is  representative  and  fairly  selective.  In 
itself,  this  makes  the  book  invaluable  as  a refer- 
ence source. 

There  are  fifteen  parts,  containing  66  chapters 
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covering  all  phases  of  clinical  allergy.  An  excel- 
lent chapter  by  Dr.  James  Holman  on  pulmonai’y 
function  studies  has  been  added.  Mr.  Owen  C. 
Durham  has  brought  up  to  date  the  authoritative 
chapters  on  pollen  counts  and  surveys,  and  sig- 
nificant changes  have  been  made  in  the  chapter 
on  fungus  allergy  by  Dr.  J.  B.  Howell.  The  book 
contains  numerous  w'ell  chosen  illustrations  of 
many  types. 

The  chief  and  practically  only  adverse  criticism 
is  that  in  seme  places  there  is  a tendency  toward 
listing  of  facts  and  material  with  relating  little 
critical  evaluation.  A certain  amount  of  this 
might  be  expected  in  one  volume  attempting  to 
“cover”  the  complex,  and  as  yet  incompletely  ex- 
plored, realm  of  allei’gy.  This,  however,  detracts 
somewhat  from  the  value  of  this  book  at  the 
undergraduate  level — its  greatest  value  being  as 
a ready  reference  book  for  the  specialist  and  re- 
searcher, and  also  for  the  general  practitioner 
who  wishes  to  increase  his  knowledge  of  the  aller- 
gic phenomena  and  their  treatment. 

J.  P.  McGovern,  M.  D. 


The  Management  of  Endocrine  Disorders  of  iMen- 
struation  and  Fertility;  by  Georgeana  Seeger 
Jones,  M.  D.,  Springfield,  Illinois,  Charles  C 
Thomas,  19-54,  Pp  198,  Price  $5.75. 

It  is  a book  worthy  of  the  library  of  any  phy- 
sician. In  reading  it,  one  detects  the  tremendous 
amount  of  research  involved.  In  such  a brief  re- 
view, one  cannot  do  justice  to  tbe  author’s  efforts. 

The  book  begins  with  a descriptive  study  of 
the  endocrine  organs  and  their  products.  There 
is  an  illuminating  chapter  on  methods  of  assay  in 
normal  physiological  and  pathological  manifesta- 
tions of  menstruation. 

The  chapter  on  the  causes  of  habitual  abortion 
and  the  management  and  follow'  up  of  tumors  of 
the  chorion  are  clearly  explained. 

The  book  is  supplemented  by  a long  bibli- 
ography. 

AnoLPH  Jacobs,  M.  D. 


The  Care  of  Your  Skin;  by  Herbert  Law'rence, 
M.  D.,  Boston,  iMass.,  Little,  Brown  and  Com- 
pany, 1955,  Pp.  95,  Price  $2.50. 

This  book  is  somewhat  inappropriately  titled  as 
it  does  not  deal  with  the  care  of  the  skin  in 
general,  but  concerns  itself  rather  with  acne  vul- 
garis. It  is  designed  for  young  people  to  read. 
It  describes  w'ell  the  pathogenesis  and  treatment 
of  this  disturbing  disorder. 

It  can  be  recommended  by  physicians  to  their 
patients  w'ho  suffer  from  acne. 

Vincent  J.  Derbes,  M.  D. 


The  Skm:  A ClinicopathoJogic  Treatise;  by  Ar- 
thur C.  Allen.  First  Edition,  St.  Louis,  Mis- 
souri: C.  V.  Mosbv  Company,  1954.  1048  pages, 
495  illus.  Price  $25.00. 


Both  dermatologists  and  pathologists  will  wel- 
come this  first  edition  of  a contribution  long 
lacking  in  medical  libraries.  It  is  a colossal  vol- 
ume, (1048  pages;  weight  25  pounds),  whose 
binding  paper,  format  and  printing  are  excellent. 
In  addition  to  a frontispiece  in  color  there  are 
495  full  page  illustrations  placed  most  advantage- 
ously on  pages  opposite  pertinent  descriptive  ma- 
terial. Clinical  photographs  in  general  are  good 
but  are  excelled  by  numerous  photomicrographs 
of  both  low'  and  high  power  magnitude.  These 
photomicrographs  are  W'orth  the  price  of  the  book 
alone.  As  an  aid  to  the  differential  diagnosis  of 
similar  or  related  diseases  the  author  has  grouped 
several  plates  of  these  diseases  on  the  same  page 
for  ready  comparison. 

Whatever  regi-ets  dermatologists  may  have  that 
this  treatise  was  not  written  by  one  of  their 
specialty  may  be  comforted  by  the  capabilities  of 
the  author  whose  interest  and  experience  in  der- 
mal pathology  is  well  known.  The  book’s  value 
for  reference  is  limited  due  to  the  author’s  pref- 
erential allotment  of  space  to  controversial  dis- 
eases rather  than  common  ones.  Although  readers 
will  readily  recognize  the  author’s  dogmatic  treat- 
ment of  some  controversial  subjects,  they  will  ap- 
preciate his  accepted  authenticated  personal  con- 
tributions to  such  subjects  as  nevi  and  melano- 
carcinoma. 

This  book  no  doubt  will  aid  in  the  delayed 
fraternization  between  dermatologists  and  path- 
ologists wiio  should  avail  themselves  of  this  clas- 
sic text. 

James  W.  Burks,  Jr.,  M.  D. 
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Notebook,  by  Alfred  P.  Fishman,  et  al. 

Lange  Medical  Publications,  Los  Altos,  Calif., 
Handbook  of  Pediatrics,  by  Henry  K.  Silver, 
M.  D.,  C.  Henry  Kempe,  M.  D.,  and  Henry  B. 
Bruyn,  M.  D. 

W.  B.  Saunders  Co.,  Phila. : The  Practice  of 
Dynamic  Psychiatry,  by  Jules  H.  Masserman, 
M.  D.;  A Textbook  of  Medicine,  edited  by  Rus- 
sell L.  Cecil,  M.  D.,  and  Robert  F.  Loeb,  M.  D. 
(9th  edit.)  ; Pathology  for  the  Surgeon,  by  Wil- 
liam Boyd,  M.  D.,  (7th  edit.);  Surgical  Forum; 
1954  Clinical  Congress  of  the  American  College 
of  Surgeons,  Vol.  V;  Differential  Diagnosis;  The 
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M.  D.,  edited  by  John  Adriani,  M.  D. 
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pro-banthIne  for  anticholinergic  action 


Abnormal  Motility  as  the  Cause  of  Ulcer  Pain 


Until  recently  the  general  opinion  was  held  that  ulcer 
pain  was  primarily  caused  by  the  presence  of  hydro- 
chloric acid  on  the  surface  of  the  ulcer. 

Present  investigations''-  on  the  relationship  of  acid- 
ity and  muscular  activity  to  ulcer  pain  have  led  to  the 
following  concept  of  its  etiologic  factor: 

. . abnormal  motility-  is  the  fundamental  mech- 
anism through  which  ulcer  pain  is  produced.  For 
the  production  and  perception  of  ulcer  pain  there 
must  be,  one,  a stimulus,  HCl  or  others  less  well 
understood;  two,  an  intact  motor  nerve  supply 
to  the  stomach  and  duodenum;  three,  altered 
gastro-duodenal  motility;  and  four,  an  intact 
sensory  pathway  to  the  cerebral  cortex.” 
Pro-Banthlne®  has  been  demonstrated  consistently 
to  reduce  hypermotility  of  the  stomach  and  intestinal 
tract  and  in  most  instances  also  to  reduce  gastric  acid- 


ity. Dramatic  remissions'  in  peptic  ulcer  have  followed 
Pro-Banthine  therapy.  These  remissions  (or  possible 
cures)  were  established  not  only  on  the  basis  of  the 
disappearance  of  pain  and  increased  subjective  well- 
being but  also  on  roentgenologic  evidence. 

Pro-Banthine  Bromide  (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate  methobromide,  brand  of  pro- 
pantheline bromide)  has  other  fields  of  usefulness,  par- 
ticularly in  those  in  which  vagotonia  or  parasympatho- 
tonia is  present.  These  conditions  include  hypermotility 
of  the  large  and  small  bowel,  certain  forms  of  pyloro- 
spasm,  pancreatitis  and  ureteral  and  bladder  spasm. 

1.  Schwartz,  I.  R.;  Lehman.  E. ; Ostrove,  R.,  and  Seibel,  J.  M.;  A 
Clinical  Evaluation  of  a New  Anticholinergic  Drug,  Pro-Banthine, 
Gastroenterology  <?5:416  (Nov.)  1953. 

2.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and  Texter,  E.C., 
Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer,  Gastroenterology  23:252 
(Feb.)  1953. 
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ToKeCie^ 

Nasal  Congestion 

in  HAY  FEVER 


Neo-Synephrine  promptly  constricts  engorged 
capillaries  thus  reducing  swelling  and  "boggi- 
ness" of  the  allergic  nasal  mucosa. 
Neo-Synephrine's  dependable  vasoconstrictive 
effect  also  helps  to  stop  local  irritation  and 
sneezing.  No  central  stimulating  effect,  no 
drowsiness. 

Used  with  undiminished  effectiveness  throughout 
an  attack  of  allergic  rhinitis,  Neo-Synephrine 
may  prevent  complications  — sinusitis,  nasal 
polyps  or  even  asthma,  which  may  result  from 
Inadequate  sinus  drainage  and  chronically 
blocked  nasal  passages. 


NEO-SYNEPHRINE 


DOSAGE  FORMS 

Solutions:  0.25%  — 0.25%  (aromatic)  — 0.5%  — 1% — 
Emulsion  0.25%  — Jelly  0.5% 

Nasal  Spray  0.5%  (plastic,  unbreakable  squeeze  bottle) 
Nasal  Spray  Pediatric  0.25%  (new  introduction) 
Contains  Zephiran®  Cl  0.02%  (1:5000),  antibacterial 
wetting  agent  and  preservative  for  greater  efficiency. 


Neo-Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of 
benzalkonium  chloride  — refined),  trademarks  reg.  U.  S.  Pat.  Off. 
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*Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Teiin.,  on  highway  78.  20  acres  of  beautifully  landscaped 
grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  I)RUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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‘ANTEPAR’* 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  liranil 

Piperazine  (iitrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 {gallon. 

'TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mff.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 
Natural 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

V 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

0inical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 




BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC. 
Tuckahoe,  New  York 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women's  and  chil- 
dren’s Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Reler  to  your  Classilied  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


THE  EARLE  JOHNSON 
SANATORIUM 


“/n  the  Mountains  of  Meridian" 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomata  in  Psychiatry  of  the  American  Beard 
of  Psychiatry  and  Neurology. 

Specialised  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 

or  j 

Telephone  3-3369  j 

MERIDIAN,  MISSISSIPPI  } 

i 


Results  With 


‘ANTE  PAR’* 


against  PINWORMS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J,, 
. and  Oleksiak,  R.  E. : 

/ J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  U. ; 

Brit.  M.  J.  2:765,  1953. 


against 


ROUNDWORMS 


"Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

^SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

2.50  mg.  or  500  mg..  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


the  success  story  you 


HYDROCHLORIDE 
Tetracycline  HCI  tederle 


capsules 


When  you  have  prescribed  Achromycin 
you  have  confirmed  its  advantages — 
again  and  again.  It  is  well  tolerated  by 
patients  of  every  age.  Compared  with 
certain  other  antibiotics,  it  has  a broader 
spectrum,  diffuses  more  rapidly,  is  more 
soluble,  and  is  more  stable  in  solution. 
It  provides  prompt  control  of  many 


infections  including  those  caused  by 
Gram-positive  and  Gram-negative  bac- 
teria, rickettsia,  and  certain  viruses  and 
protozoa.  Furthermore,  it  is  a quality 
product;  every  gram  is  made  under  rigid 
control  in  Lederle’s  own  laboratory. 

Achromycin,  a major  therapeutic  agent 
now ...  growing  in  stature  each  day! 


EDERLE  LABORATORIES  DIVISION  American  C^ojuunid  coMRANr  PEARL  RIVER,  NEW  YORK 


V.  •.  fAT.  OPf. 


'«Rt' 
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ouhLU}£jLj(^! 


Packing  good  nutrition  into  the  full- 
liquid  diet  for  your  patient  who  must  stay 
on  it  a long  time  is  sometimes  difficult. 

But  with  a blender  or  egg  beater,  almost 
any  food  can  be  used. 

Mix  the  same  foods  many  ways  — 

Strained  chicken  in  milk  makes  "bisque” — in 
tomato  juice  it’s  "creole.”  Strained  liver  and  bacon 
double-times  the  same  way. 

Your  patient  may  like  cottage  cheese  whipped  into 
milk  flavored  with  chocolate  and  mint,  or  he  can 
blend  it  with  cranberry  juice  sparked  with  lime; 

Strained  carrots  go  in  milk,  broth,  or  pineapple 
juice.  Flavor  the  milk  blend  with  nutmeg,  the  broth 
with  parsley,  and  the  juice  with  cinnamon  and  brown 
sugar.  An  egg  or  skim  milk  powder  may  be  added  for  a 
protein  bonus. 

Strained  fruits  in  fruit  juices  do  well  with  a squeeze 
of  lemon  or  a touch  of  mint. 

Then  serve  them  up  with  dash— 

Bright  colored  drinks  look  good  in  clear  glass — 
pale  ones  in  gayly  painted  glasses.  And  if  a mixture 
looks  drab,  hide  it  in  a bean  pot  or  a round  jam  jar 
wrapped  in  a napkin. 

Add  a bright  plastic  straw.  And  for  garnish,  try  a 
sprinkle  of  spice,  a spoonful  of  sherbet,  a dab  of 
whipped  cream,  or  a lemon  slice  hooked  on  the  edge 
of  the  glass.  Or  frost  the  rim  by  dipping  the  glass  in 
water,  then  in  sugar. 

Of  course,  only  you  can  tell  your  patient  Jus/ 
which  foods  he  can  and  must  have  for  his  specific 
condition.  But  these  suggestions  can  help 
guide  him  within  the  limits  you  set. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

pH  4.3;  104  calories/8  oz.  glass  (average  of  American  beers) 

If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


NO  ONE  IS  COMPLETELY  IMMUNE 


bonamine: 

BRAND  OF  MECLIZINE  HYDROCHLORIDE 


Motion  sickness  affects  people  of  all  ages 
because  almost  everyone  is  sensitive  to 
labyrinthine  irritation  induced  by  travel 
on  land  and  sea  and  in  the  air. 


Supplied: 

Bonamine  Tablets  (scored  and 

■tasteless)  25  mg. 


izer. 


TRADEMARK 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division.  Chas.  Pfizer  & Co..  Inc. 


Bonamine  has  proved  unusually  effective  to 
prevent  and  treat  this  minor  but  distressing 
complaint.  And  a new  agreeable  method 
of  administration  is  now  offered  by  the 
incorporation  of  this  well-tolerated  agent,  with 
its  prolonged  action,  in  a pleasantly 
mint-flavored  chewing-gum  base.  90%  of  the 
drug  content  becomes  available  in  only  five 
minutes  of  chewing. 

Bonamine  is  also  indicated  for  the  control  of 
nausea,  vomiting  and  vertigo  associated  with 
labyrinthine  and  vestibular  disturbances, 
Meniere’s  syndrome  and  radiation  therapy. 


New 

Bonamine  Chewing  Tablets  25  mg. 
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KARO  SYRUP  SOLVES  A SUMMER  PROBLEM 


Karo  is  the  answer  when  other  carbohydrate  modifiers  cause  flatu- 
lence, colic,  fermentation  or  allergy.  It  is  bacteria  free  and  hypo- 
allergenic . . . produces  no  reactions.  It  is  easily  digested  and  assimi- 
lated by  premature  and  newborn  infants,  well  or  sick. 

Babies  gain  weight  rapidly  on  Karo  formulas.  One  ounce  provides 
120  calories  of  solid  nutrition  derived  from  dextrose,  dextrins  and 
maltose.  The  palatability  of  Karo  encourages  full  feedings. 

Karo  mixes  readily  in  all  proportions  with  cow’s  milk,  evaporated 
milk  and  water.  Available  at  all  grocery  stores.  Light  or  dark  Karo  Syrup 
may  be  used  interchangeably  in  the  formula. 

The  foundation  of  the  individualized  formula  for  3 generations 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place.  New  York  4.  N.V. 
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for  every  Doctor  who  smokes 

for  every  patient  who  seeks  smoking  advice 


NEW  WATER-ACTIVATED  FILTER  REMOVES 
UP  TO  92%  OF  NICOTINE,  76%  OF  TARS 
FROM  m CIGAREHE,  PLAIN  OR  FILTER-TIP* 

Uses  Oriental  ‘‘Hookah”  Technique  to  Cleanse,  Cool  Smoke, 
Leaving  Full  Tobacco  Taste  and  Flavor 

Aquafilter,  the  unique  water-activated  filter, 
offers  a new,  practical  approach  to  the  problem 
of  how  to  limit  and  control  nicotine  and  tar  in- 
take without  reducing  the  pleasure  of  smoking. 


HOW  AQuafUter  washes  out  nicotine  and  tars 


® s The  Aouafilter.  a replace- 

The  mainstream  of  smoke  from 

V ,able  cartridge  of  absorbent 

the  average  king  size  cigarette,  in 

n material,  holds  about  one 

tests  conducted  under  standards 

D milliliter  of  water— enough 

established  by  the  U.  S.  Govern- 

to  trap  three  to  four  times  its 

ment,  shows  only  8%  of  nicotine 

weight  in  nicotine.  Acting  as  a min- 

and  24%  of  tars  passing  through 

iature  condenser,  the  Aquafilter 

the  Aquafilter.  Temperature  of 

chills  gaseous  nicotine  to  the  liq- 

smoke  is  lowered  three  to  four 

uid  phase.  At  the  same  time  it 

times  more  effectively  than  by  any 

strips  the  smoke  of  tars. 

other  smoking  method  tested.’^ 

^Independent  testing  laboratory  reports 

available  on  request. 

The  AQUAFILTER  will  soon  be  available  throughout  the  United  States  and  Canada 


CORPORATION  • 270  Park  Avenue  • New  York  17,  N.  Y. 
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READING  TIME-1  MINUTE 


A FEW  FACTS  FOR  THE 

BUSY  DOCTOR  WHO  WANTS  THE 


Latest  Information  About 
Filter  Tip  Cigarettes 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  V iceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


20,000  FilteiTiaps 


IN  EVERY  FILTER  TIP 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


King-Size  Filter  Tip 


Viceroy 

filter  ^ip 

CIGARETTES 
KING-SIZE 
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Upjohn 


KALAMAZOO 


Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  • Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 


Delta-Cortet 


* 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


LEDERLE 


(human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LOUISIANA  STATE  UNIVERSITY 
SCHOOL  OF  MEDICINE 

announces 

One  Day  Refresher  Courses  for 
Practicing  Physicians 

Fall,  1955 
Gastroenterology 

New  Orleans,  Saturday,  September  24 
Heart  Disease 

Shreveport,  Wednesday,  October  2(5 

Surgical  Diagnosis 

Shreveport,  Wednesday,  November  16 

Fee  for  each  course,  $10.00 

Please  make  plans  early  to  attend, 
and  notify 

Dr.  Edgar  Hull,  Associate  Dean 

See  Medical  News  Section,  this  issue. 


LEDERLE  LABORATORIES  DIVISION 
AMER/CA.v  C^anamiJ coMPAJvr  Pearl  River,  New  York 
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dextrogeri 


unexcelled  for 


nutrient  value ••• 


safety..* 


• Contains  (in  normal  dilution)  about 
50  per  cent  more  protein  than  does 
human  milk. 


Dextrogen,  a most  convenient  concentrated  liquid 
formula  for  infants,  is  made  from  whole  milk 
modified  with  dextrins,  maltose  and  dextrose.  Forti- 
fied with  iron  and  vitamin  D,  it  provides  adequate 
amounts  of  all  necessary  nutrients  (except  vitamin  C). 
In  normal  dilution  it  contains  more  pyridoxine 
(vitamin  B«)  than  does  human  milk. 

Requires  no  stirring  or  whipping,  no  bothersome 
measuring  equipment  . . . merely  add  water, 
and  the  formula  is  ready. 

Dextrogen  feedings  are  most  economical,  too,  costing 
less  than  a penny  per  ounce  in  normal  dilution. 


• Zero  tension  curds  assure  ease  of 
digestion. 

• Fat  content  almost  one-third  lower 
than  that  of  human  milk.  Uniform 
dispersion  by  homogenization  provides 
ease  of  fat  digestion. 

• Less  allergenic. 

• Mixed  carbohydrates  allow  spaced 
absorption  and  easy  assimilation. 

• Constancy,  uniformity,  and  optimal 
safety  secured  by  strict  laboratory 
control. 

9 

The  nutritional  statements  made  in  this 
advertisement  have  been  reviewed  and  found 
consistent  with  current  medical  opinion  by 
the  Council  on  Focdo  and  Nutrition  of  the 
American  Medical  Association. 


THE  NESTLE  COMPANY,  INC.  • Professional  Products  Division  • White  Plains,  New  York 
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DELTRA 

(PREDNISONE,  MERCK) 

(Formerly  METACORTANDRACIN) 


©TABLETS 


DELTRA^'-^ 
(Prednisone.  Merck) 

Formerly 

Metacortandracm 


HY0R0C0RT0NE>^ 

(Hydrocortisone.  Merck) 

The  original  brand 
ol  Compound  F 


CORTONE*^ 

(Corlisone.  Merck) 

The  original  brand 
ol  Compound  E 


DELTRA  is  the  Merck  brand  of  the  new  steroid,  prednisone 

(Formerly  METACORTANDRACIN) 


DELTRA  is  a new  synthetic  analogue  of  cortisone. 
DELTRA  produces  anti-inflammatory  effects  simi- 
lar to  cortisone,  but  therapeutic  response  has  been 
observed  with  considerably  lower  dosage.  With 
DELTRA,  favorable  results  have  been  reported  in 
rheumatoid  arthritis  with  an  initial  daily  dosage  of 
20  to  30  mg.  and  a daily  maintenance  dose  range 
between  5 and  20  mg. 

Salt  and  water  retention  are  less  likely  with 
recommended  doses  of  DELTRA  than  with  the 
higher  doses  of  cortisone  required  for  comparable 
therapeutic  effect. 


Indications  for  DELTRA : Rheumatoid  arthritis, 
bronchial  asthma,  inflammatory  skin  conditions. 

SUPPLIED:  DELTRA  is  supplied  as  5 mg.  tablets 
(scored)  in  bottles  of  30. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 
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hen  she’s  frightened  and  tense 
{and  getting  more  upset  by  the 
minute)  . . . 

Vi  hen  she  balks  at  scary,  disquiet- 
ing examinations  {before  you've 
even  begun)  . . . 


(PENTOBARBITAL,  ABBOTT) 


\\  hen  prompt  sedation  is  indicated 
{and  a pleasant  taste  ivill  help)  . . . 

short-acting 

Nembutal 

bott) 

elixir 


will  quiet  her  fears  . . . relieve  her 
tensions  . . . and  reduce  the  effect 
of  her  psvchic  trauma. 

Onset  of  action  is  prompt,  and 
duration  mav  he  short  or  moderate, 
depending  on  the  dose.  Also, 
since  the  drug  is  quickly  and  com- 
pletely destroyed  in  the  body,  your 
patient  has  less  tendency  toward 
that  next-day  ''hangover.” 

Administer  p 1 e a s a n t - 1 a s t i n g 
Nembutal  Elixir  straight  from  the 
spoon,  or  mix  it  with  water,  fruit 
juice,  milk  or  infants’  formula. 
The  dosage  required  is  small — only 
about  one-half  that  of  ^ ^ „ 
many  other  sedatives.  vAlMTtTlT 


Each  teasponnful  o/ Nembutal  Elixir  rep- 
resents 15  mg.  (K  gr.)  Nembutal  Sodium. 


soeieo 
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JlfeREBOAT 

POR  THE  MONEY! 


Air  foam  mattresses,  good,  stable 

* i_ _ c 


E.  W.  & A.  P.  Dupont,  Inc.,  Dept.  M 
Morgan  City,  La. 

Please  send  me  details  on  the  Safticraft  Express  Flagliners: 

□ 30’  Flagliner  Express  □ 34’  Flagliner  Express 

□ 36’  Flagliner  Express 

Name 

Address 

City State 


When  symptoms  indicate  recreation  afloat, 
here  is  the  boat  that  fills  your  prescription 
with  integrity.  Thirty  feet  of  sturdy  steel 
Safticraft,  made  by  craftsmen  familiar  with 
Gulf  water  requirements  for  top  perform- 
ance and  safety.  Speed  up  to  23  miles  per 
hour.  Comfortably  large  enough  for  yourself 
and  your  family  or  friends.  Luxuriously  ap- 
pointed. Sleeps  four  restfully.  Because  it  is 
built  right  here  in  Louisiana,  you  have  the 
finest  service  facilities  close  at  hand.  We 
make  smaller — and  larger — models,  but  this 
size  has  proved  to  be  the  outstanding  favor- 
ite among  professional  men  from  coast  to 
coast.  This  season,  invest  in  life-preserving 
relaxation  and  fun  afloat.  Send  in  the  cou- 
pon for  further  details  and  prices. 


30-ft.  Flagliner  Express 

A Profitable  Investment 
in  Good  Times  Afloat! 


Troll  from  comfortable  swivel  chairs.  Get 
mackerel,  tarpon,  cobia,  sailfish! 


Ladies  love  the  big,  roomy  cabin, 
luxurious  equipment  and  galley. 
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ANNOUNCING 

The  Ninth  Annual  Meeting 
of 

THE  SOUTHWEST  LOUISIANA  GRADUATE  MEDICAL 

ASSEMBLY 

Presented  by  the  Calcasieu  Parish  Medical  Society 
Majestic  Hotel 

SEPTEMBER  16TH  AND  17TH,  1955 

Guest  Speakers 

William  F.  Guerriero,  M.  D.,  Dallas,  Texas 

"The  Indefinite  Pelvic  Mass — Problem  and  Solution" 
"Differential  Diagnosis  of  Vaginal  Bleeding" 

Mervin  H.  Grossman,  M.  D.,  Dallas,  Texas 

"The  Use  and  Abuse  of  Blood  Transfusions" 

"Now  the  Rh  Baby  Can  Be  Saved" 

B.  F.'  Boyleston,  M.  D.,  Houston,  Texas 

"Whiplash  Injuries  of  the  Cervical  Spine" 

"Treatment  of  Common  Injuries  of  Upper  Extremities" 

Pat  Handley,  M.  D. 

"Presacral  Inclusion  Cysts" 

"Common  Lesions  Seen  in  Proctoscopic  Examination" 

Charles  Martin,  M.  D.,  Dallas,  Texas 

"Treatment  of  Cancer  of  the  Skin" 

Lectures,  clinicopathologic  conferences,  round-table  luncheons,  medical  motion  pictures, 
scientific  exhibits  and  technical  exhibits. 

Registration  fee — $10.00 

For  information  concerning  the  Assembly  meeting,  write  Mrs.  Pot  Seaman,  Assistant 
Secretary,  P.  O.  Box  568,  Lake  Charles,  Louisiana,  or  Phone  HEmlock  6-9551. 
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know 

your 

diuretic 


LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 


a standard  for  initial  control  of  severe  failure 


MERCUHYDRIN 

BRAND  OF  MERALLURIDE  INJECTION  SODIUM 


diuresis  without  depletion  of  alkaline  reserve— avoiding 
dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 


TABLET 


N 


IN 


<16. S MG.  OF  S.CHLOROHCKCUm 
• 2-HtTHOXY.FROFYLUREA  IN  EACH  TA6LET) 


action  not  dependent  on  production  of  acidosis 
no  "rest"  periods ...  no  refractoriness 
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Crescent  Sam  had  the 
drop  on  him— briefly 


"T’M  a she-wolf  from  Bitter  Creek  and  it’s 
■1  my  night  to  howl!” 

Crescent  Sam  stepped  into  the  kerosene 
glow  of  the  biggest  saloon  in  Perry,  Okla- 
homa. and  fired  a six-gun  into  the  air. 

Suddenly,  he  spotted  the  stern-faced 
peace  officer  you  see  here.  He  aimed  and 
pulled. 

And  in  a gun  flash,  he  lay  dead. 

Crescent  Sam,  thief  and  killer,  had  made 
the  fatal  mistake  of  trying  to  outshoot  Bill 
Tilghman,  Tilghman  who,  shooting  from 
the  hip,  could  hole  the  ace  of  spades  at  30 
feet.  Tilghman  who  once  said,  “I  never  shot 
at  a man  in  my  life  and  missed  him.” 

Bill  Tilghman  was  no  legendary  gun 
fighter.  He  was  the  genuine  article,  a fear- 
less, honest  frontier  marshal  described  by 
the  San  Francisco  Examiner  as  “the  best 
peace  officer  the  T^  est  ever  knew.” 

His  hardy  spirit  and  resolute  courage  are 
a legacy  today’s  160  million  Americans 
proudly  share.  And  when  you  consider  that 
those  Americans  are  the  people  who  stand 
behind  U.  S.  Savings  Bonds,  it’s  easy  to  see 
why  these  Bonds  are  one  of  the  world’s  fin- 
est investments. 

\^’hy  not  guard  your  security  the  safe  way 
that  helps  your  country?  Invest  in  — and 
hold— U.  S.  Series  E Savings  Bonds. 


It’s  actually  easy  to  save  money  — when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  bank.  There’s  no  surer  place 
to  put  your  money,  for  United  States  Savings 
Bi>nds  are  as  safe  as  America ! 

Safe  as  America  - 
U.  S.  Savings  Bonds 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperaHcn  With 
Advertising  Council  and  the  Magazine  Publishers  of  America, 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D, 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AIND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

GREEN 

CLINIC 

709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C,  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

1320  ALINE  STREET 
uptown  4797 
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DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Clanche  Building 
MA.  5317  By  Appointment 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OP  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

Ka.  4829 

WM.  H.  SYLL,  SR.,  M.  D. 

GENERAL  SURGERY 
Hours  by  Appointment 

906  Maison  Blanche  Bldg.  TU.  281  1 

KENNETH  A.  RITTER,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  - 0796 

DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 
1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


CANCER  REGISTRIES* 

Cancer  registries  provide  case  histories  which  form 
the  invaluable  statistical  core  of  the  American  Cancer 
Society’s  research  and  control  programs.  Beginning  Janu- 
ary 1,  1956,  hospitals  having  facilities  such  as  cancer  clinics 
or  diagnostic  clinics  which  are  approved  by  the  American 
College  of  Surgeons  must  keep  cancer  registry  records  on 
all  cancer  patients  diagnosed  and  or  treated  in  the  hospi- 
tal— whether  or  not  the  patient  comes  under  the  direct 
surveillance  of  the  cancer  facility.  The  American  College 
of  Surgeons  also  will  add  hospital  cancer  registries  to  its 
classification  of  facilities  for  which  approval  may  be  re- 
quested. 

* From  CANCER  NEWS,  Vol.  IX,  No.  3 


0>OCZ5 


Louisiana  State  Department  of  Health 
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Pablum  Rice  Cereal 
Pablum  Barley  Cereal 
Pablum  Oatmeal 
Pablum  Mixed  Cereal 


DIVISION  OF  MEAD  JOHNSON  & COMPANY 
EVANSVILLE,  INDIANA.  U.S.A. 


BARBARA  — like  other  children 
— enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 

Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 


Why  so  many 
physicians 


SPECIFY 


mt 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pablum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Yi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


MARY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


Copyright  1955  by 
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er  annum,  35^  per  copy. 
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The  Poliomyelitis  Vaccination  Prosram  in 

Louisiana 

The  State  Board  of  Health  is  charged  with  the 
responsibility  of  deciding  what  percentage  of  poliomye- 
litis vaccine  allocated  to  Louisiana  under  the  National 
Voluntary  Distribution  Plan  is  to  be  released  for  use 
by  physicians  and  what  percentage  is  to  be  allocated  to 
public  agencies. 

At  this  time  the  Public  Health  Service  has  been 
advised  by  the  State  Board  of  Health  to  instruct  the 
manufacturers  that  all  poliomyelitis  vaccine  allocated 
to  Louisiana  is  to  be  shipped  through  normal  commer- 
cial channels  for  use  by  physicians. 

C&ee  Medical  News  Section  for  further  and  im- 
portant information  regarding  this  Program) 
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Louisiana  State  Department  of  Health 
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DRINK 


Every  Bottle  Sterilized 


1950  Cortone^ 

1952  Hydrocorione^ 

'Alfforone’ 

1955  Deltra^^  , 

(PREDNISOLONE,  MERCK) 


SHARP 


Indications 


DOHME 


(scored) 

^KT'  ' 

the  deltai  analogue  of  Iqfdrocortisone 

I 

Rheumatoid  arthritis 
' Bronchial  asthma 

PhUadelpliia  1,  Pa. 

j)jvisioN  OF  mhict;  & Co.,  Inc  Inflammatory  skin  conditions 


Upjohn 


Ulcer  protection 
that 

lasts  all  night; 


Pamine-Phenobarbital 

BROMIDE 


Tablets 


Each  FLiLL-STRE\GTH  tablet  contains: 
Phenobarbital  15.0  mg.  gr.) 

Metbscopolamine  bromide 2.5  mg. 


Dosage: 

One  tablet  one-balf  bour  before  meals,  and  1 to  2 
tablets  at  bedtime. 


Each  HALF-STRENGTH  tablet  contains: 

Pbenobarbital  8.0  mg.  (Yg  gr.) 

Metbscopolamine  bromide 1.25  mg. 

Dosage: 

While  tbe  dosage  and  indications  are  tbe  same  as  for 
tbe  full-strengtb  tablets,  this  tablet  allows  greater  flex- 
ibility in  regulating  tbe  individual  dose,  and  may  be 
employed  in  less  severe  gastrointestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets;  the  full- 
strength  tablets  also  available  in  bottles  of  500. 

”■  1 “I  • • Each  5 cc.  (approx.  1 tsp.)  contains: 

Phenobarbital  - 8.0  mg.  (Yg  gr.) 

J W m 1 1 Metbscopolamine  bromide  1.25  mg. 

Alcohol  20% 


Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily,  depend- 
ing upon  requirements  in  the  individual  patients. 

Supplied:  Pint  bottles 

VrAOEMARK,  REQ.  U.  S.  pat.  off.  — the  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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TIMBERLAWN  SANITARIUM 

For 


Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  r>-  , James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) eo-uirectors  p,  ^ Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Prescription  Headquazteis  Since  1905 


RADIUM  and  RADIUM  D + E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.  S.,  M.  D., 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  U. 

Catalogs  cheerfully  sent  upon  request 


proved 


SURI'TAL^  sodium 

ultrashort-acting  intravenous  anesthetic 

Anesthesiologists  find  SURITAL 
sodium  (thiamylal  sodium,  Parke- 
Davis)  a versatile  anesthetic, 
readily  adapted  to  all  operative 
and  manipulative  procedures  and 
to  all  anesthesiologic  technics. 
SURITAL  causes  little  laryngo- 
spasm,  bronchospasm,  respira- 
tory or  circulatory  depression. 
And  patients  are  spared  unneces- 
sary distress  because  SURITAL 
affords  rapid,  smooth  induction 
and  recovery  usually  without 
nausea,  vomiting,  or  excitement. 


advantages 


Detailed  information  on  SURITAL 
sodium  is  available  on  request. 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


1950  Cortone"^ 

1952  Hydrocortone® 

1954  'ABfIorone’ 

1955  'Hydeltra' 

DELTM 


(Prednisone,  Merck) 


tablets 

2.5  mg. -5  mg.  (scored) 


Philadelphia  1,  Pa. 

Division  of  Merck  & Co.,  Inc. 


the  deltSi  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 
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1950  Gortone*^ 

1952  Hydrocorfone'^ 

^1954  'Alflorone’ 

1955  Deltra°' 

fSiEDNISOLONE,  MERCK) 


yienmatou^^^^^s 

Bronchial  asthma 


SHARP 


Indications:  [ 


DOHME 


matory  skin  conditions 


* rtablets 

cored) 

isKi< 


PROFOUND  RELIEF  for  more  ailments  with 

RAYTHEON  MICROTHERM 

the  most  widely  used  Diathermy — now  better  than  ever 

Functional  design  in  a trim,  sleek  cabinet  with 
streamlined  operating  panel. 

Safety  monitors  that  prolong  life  of  parts;  auto- 
matic shut-offs  protect  equipment,  prevent  errors. 

Warranty  of  two  full  years  on  all  parts — a guar- 
antee of  reliable  quality  and  craftsmanship 
throughout. 

Write  or  ask  our  salesman  for  a demonstration  of  the  new 

Model  CMD-10. 


©EA€©€I€ 


SURGICAL  COMPANY 'Nc. 


1235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


8 


ADVERTISEMENT  DEPARTMENT 


TOPICAL.  LOTION 

ALFLORONE’ 

ACETATE 

(FI-UOROCORTISONE  acetate.  MERCK) 

Prompt  improvement 
boosts  the  patient’s  morale 


MAJOR  ADVANTAGES:  Economical,  highly  acceptable  cosmetically, 
and  effective  in  lower  concentrations  than  hydrocortisone. 


Alflorone  Lotion  appears  to  be  even  more 
effective  than  the  ointment  with  the  added  ad- 
vantage of  greater  patient  acceptability.  A re- 
cent study*  confirmed  that  both  product  forms 
produce  rapid  relief  of  symptoms  and  involution 
of  lesions  in  a significant  percentage  of  cases  of 
atopic  dermatitis.  Favorable  response  was  also 
noted  in  contact  dermatitis,  anogenital  pruritis, 
severe  sunburn  and  intertrigo.  For  secondarily 
infected  eczematous  lesions,  Topical  Ointment  of 
Hydroderm  affords  combined  anti-inflammatory 
and  antibacterial  action. 


SUPPLIED:  Topical  Lotion  Alflorone  Acetate: 
0.1%  and  0.25%,  in  15-cc.  plastic  squeeze  bot- 
tles. TopicalOintment  Alflorone  Acetate:  0.1  % 
and  0.25%,  5-Gm.,  15-Gm.  and  30-Gm.  tubes. 
Topical  Ointment  Hydroderm:  1%  and  2.5% 
hydrocortisone  with  3.5  mg.  neomycin  base  and 
1,000  units  zinc  bacitracin  per  gram,  5-Gm.  tubes. 


Philadelphia  1,  Pa. 

DIVISION  OF  MERCK  & CO.,  Inc. 


REFERENCE:  1.  Robinson,  R.  C.  V.,  J.A.M.A.  157:1300,  April  9,  1955. 


protect  your  penicillin  therapy. . . 


Schering 


To  safeguard  your  patients  add  1 cc.  of  Chlor- 
Trimeton  Injection  100  mg./cc.  to  each  10  cc.  vial 
of  aqueous  penicillin. 


CHLOR- 

TRIMETON 

INJECTION 
100  mg./cc. 


Supplied:  2 cc.  multiple-dose  vial.  For  intramuscular 
and  subcutaneous  administration. 

Chlor-Trimeton®  maleate,  brand  of  chlorprophenpyri- 
damine  maleate. 


Schering  Corporation 

• LOOMfIfiO,  NtW  JftStV 


CT.J58 
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The  hypoproteinemic  of  any  age 


an  intact-protein, 
carbohydrate  concentrate 


they  benefit 


from 


Frotinal 

^NAT I O .N  A I ^ / Micropulverized  casein  powder  (61.25%),  Carbohydrate  i30%) 

to  maintain  protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 
VIRTUALLY  FAT  ANO  SODIUM  FREE  ([III  Tb^ri  of 


The  National  Drug  Company  Philadelphia  44,  Pa. 


Available:  Delicious  in  either  vanilla 
or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb. 
5 lb.,  and  25  lb.  containers. 


*VI-PROTINAL — Palatable  whole  protein-carbohydrate-vitamin-mineral  mixture  of  high  biological  value 
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1950  Cortone^ 

1952  Hydrocortone*^ 

1954  'Alflorone’ 

1955  DeHra^ 

(PREDNISOLONE,  MERCK) 


2.5  mg.— 5 mg. 


(siered) 

eHa,  analogue  of  ladrocortisone 

umatoid  arthritis 
^ Bronchial  asthma 
Inflammatory  skin  conditions 
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17  KETOSTEROIDS 

Only  those  steroids  possessing  a ketone  group  on  the  17th  carbon 
atom  are  referred  to  as  “17  ketosteroids”.  The  17  ketosteroids  can  be 
determined  chemically. 

A complete  24  hour  urine  sample  is  collected  (and  stored  in  the 
refrigerator)  inasmuch  as  the  excretion  of  the  17  ketosteroids  is  not  con- 
stant during  the  24  hour  period. 


NORMAL  VALUES 


Children : 
Women. 

Men : 

Pregnancy : 
Climacteric : 


1-8  mgm.  per  24  hours  (varies  with  age) 

5-15  mgm.  per  24  hours 
7-20  mgm.  per  24  hours 

May  go  as  high  as  25  mgm.  in  the  last  trimester 
5-15  mgm.  per  24  hours 


Decreased 
Hypopituitarism 
Pituitary  tumors 
Hypogonadism 
Adrenocortical  deficiency 
Diabetes 
Hypothyroidism 
Advanced  liver  cirrhosis 


Increased 

Hyperpituitarism 

Testicular  tumors 

Adrenal  hyperfunction 

Following  certain  endocrine 
therapy 


IMPORTANT  IN  DIFFERENTIAL  DIAGNOSIS 
Adrenal  cortical  adenoma  or  hyperplasia  vs  adrenal  cortical  carcinoma 
Masculinizing  tumor  of  ovary  vs  adrenal  cortical  carcinoma 
Interstitial  cell  tumor  of  testis  vs  other  testicular  tumors 
Hypopituitarism  vs  hypogonadism 

Presence  or  absence  of  functioning  adrenal  cortical  tissue  in  ACTH  or 
cortisone  therapy 


THE  MEMBERS  OF  THE  LOUISIANA  PATHOLOGY  SOCIETY  PLEDGE  THEIR  FULLEST 
COOPERATION  WITH  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE 
OF  MORAL  AND  ETHICAL  MEDICINE 
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Practically  all  of  your  patients,  young  and  old  are 
motion  sensitive  and  suffer  to  some  degree  when 
traveling  by  rail,  bus,  automobile,  ship  or  plane. 
Bonamine  easily  and  effectively  prevents  motion 
sickness.  A single  dose  a day  often  is  enough  to 
insure  the  pleasure  and  therapeutic  benefits  of 
travel.  The  chewing-gum  form  has  the  advantages  of 
patient  acceptability,  agreeable  minty  taste  and  ready 
availability  without  need  for  water  for  administration. 

Bonamine  is  indicated  also  for  the  control  of  nausea, 
vomiting  and  vertigo  associated  with  labyrinthine 
irritation  due  to  Meniere’s  disease,  cerebral 
arteriosclerosis  or  radiation  therapy. 

*Trademark 

Bonamine*.. 

Brand  of  meclizine  hydrochloride 


Supplied  as  Chewing  Tablets,  25  mg.  and 
also  as  scored,  tasteless  Tablets,  25  mg. 


zer)  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
— Division,  Chas.  Pfizer  & Co.,  Inc. 


iL--^ 

^REDNISone 


SCHERING  (metaco: 


rtandracinV-^ 

the  distinctive 

benefits 
oS'HORMOTE 
therapy 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective  — “cortisone  escape” 

• effective  in  smaller  dosage 
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PREDNISONE,  SCHERING  (metacortandracin) 


SCHERING  CORPORATION  BLOOMFIELD,  NEW  JERSEY 


rheumatoid  arthritis, 

itractable  asthma,  rheumatic  fever,  nephrosis,  certain  skin  disorders 

ach  as  acute  disseminated  lupus  erythematosus,  acute  pemphigus,  extensive 

topic  dermatitis  and  other  allergic  dermatoses,  and  certain  eye  disorders 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


Ergotrate  Maleate 

^ (ERGONOVINE  MALEATE,  U.S.P.,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


The  administration  of  'Ergotrate  Maleate’  almost  com- 
pletely eliminates  the  incidence  of  postpartum  hemor- 
rhage due  to  uterine  atony.  Administered  during  the 
puerperium,  'Ergotrate  Maleate’  increases  the  rate,  ex- 
tent, and  regularity  of  uterine  involution;  decreases  the 
amount  and  sangmneous  character  of  the  lochia;  and 
Supplied:  decreases  puerperal  morbidity  due  to  uterine  infection. 


Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


Dosage;  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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OTOLARYNGOLOGIC  PROBLEMS  OF 
GENERAL  PRACTICE  * 

J.  W.  McLAURIN,  M.  D.  f 
THOMAS  P.  RAGGIO,  M.  D.  f 
Baton  Rouge 

Since  I am  among  the  large  number  of 
realists  in  my  specialty  who  understand 
that  otolaryngology  is  necessarily  the  con- 
cern of  the  general  practitioner  as  well  as 
of  the  otolaryngologist,  I make  no  apology 
for  offering  a few  practical  suggestions 
in  this  overlapping  field.  Before  I pass  on 
to  them,  however,  it  might  be  well  to  re- 
call the  place  which  otolaryngology  occu- 
pies in  general  practice. 

In  1950,  Lierle  ^ found,  in  a question- 
naire sent  to  574  general  practitioners  in 
Iowa,  that  otolaryngology  occupied  from 
1.5  per  cent  to  80  per  cent  of  their  prac- 
tice over  a selected  period.  The  average 
was  22  per  cent.  Other  studies  have  shown 
much  the  same  range  and  substantially  the 
same  average. 

It  is  both  interesting  and  distressing 
that  the  graduates  of  our  medical  schools 
were  very  poorly  trained  for  this  responsi- 
bility in  the  past,  and  are  none  too  well 
trained  for  it  at  the  present  time.  In  1952, 
McCaskey  ^ questioned  the  presidents  of 
34  local  chapters  of  the  American  Acad- 
emy of  General  Practice  concerning  the 
training  they  had  received  in  otolaryn- 


*  Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t From  the  Department  of  Otolaryngology,  Tu- 
lane  University  of  Louisiana  School  of  Medicine, 
New  Orleans. 


gology  and  received  from  them  replies  not 
calculated  to  induce  any  sense  of  com- 
placency in  the  medical  schools  of  the 
country.  Most  of  those  who  replied  to  the 
questionnaire  had  learned  nonnal  regional 
anatomy  by  reading  about  it.  Not  more 
than  a quarter  had  examined  normal  sub- 
jects before  they  were  required  to  diag- 
nose abnormal  or  pathologic  conditions. 
The  majority  had  never  seen  a normal 
larynx,  or,  if  they  had,  they  did  not  know 
what  they  were  looking  at.  Some  of  them 
had  been  taught  didactically  the  normal 
landmarks  of  the  membrana  tympani  but 
they  had  been  given  few  opportunities  to 
observe  them.  Only  half  had  been  taught 
to  make  a complete  examination  of  the  nor- 
mal nasal  cavity.  It  is  not  surprising,  in 
view  of  these  lacks,  that  few  of  these 
physicians  felt  that  they  had  received 
sufficient  training  in  physical  diagnosis 
and  that  none  of  them  had  been  taught 
adequate  hearing  tests. 

Yet  these  replies  should  not  have  sur- 
prised anyone.  As  McCaskey  ^ had  pointed 
out  in  1948,  in  a report  to  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  allotment  for  didactic  teaching 
in  eighty-seven  medical  schools  in  the 
United  States  and  Canada  at  that  time 
did  not  exceed  sixty-eight  hours  for  the 
total  course  in  any  school,  that  in  some 
schools  the  allotment  was  only  five  hours, 
and  that  the  average  was  twenty  hours. 
In  1953,  in  a second,  similar  investigation, 
Hoople  * found  that  the  range  of  hours  of 
instruction  had  increased  from  eight  to 
one  hundred  and  thirty-six  hours,  that  the 
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hours  of  outpatient  teaching  in  fifty-nine 
schools  now  ranged  from  four  to  ninety 
hours,  and  that  the  average  allotment  for 
the  course  was  47.3  hours. 

All  of  the  men  questioned  by  McCaskey 
in  1952  wished  that  they  had  had  more 
training  in  otolaryngology".  There  is  no 
question  that  even  now  more  should  be 
given.  In  small  communities,  remote  from 
urban  medical  centers,  the  general  practi- 
tioner has  no  choice  but  to  include  otolaryn- 
gology" in  his  practice.  Even  in  large  com- 
munities it  is  both  logical  and  desirable  that 
a certain  amount  of  otolaryngology^  should 
be  done  by  the  general  practitioner  and  the 
family  doctor.  On  the  other  hand,  the  ac- 
ceptance of  those  facts  of  medical  life 
places  a definite  responsibility  upon  the 
medical  schools  in  the  teaching  of  otolar- 
yngology. 

It  is  not  always  easy  to  meet  the  chal- 
lenge, as  I know  from  personal  experience. 
There  are  few  vacuums  in  the  medical  cur- 
riculum, and  a great  deal  of  competition 
from  every"  department  for  such  as  do  ex- 
ist. I speak  as  a veteran  of  the  battle.  We 
have  rearranged  and  increased  the  teach- 
ing in  otolaryngology"  at  the  Tulane  Uni- 
versity" School  of  Medicine.  We  are  great- 
ly encouraged  by’  what  we  have  accomp- 
lished. But  we  are  not  yet  offering 
sufficient  instruction  to  meet  the  needs  of 
the  graduate  who  expects  to  do  general 
practice  and  to  include  some  otolaryn- 
gology in  it. 

THE  COMMON  COED 

Time  will  permit  me  to  speak  of  only  a 
few  of  the  numerous  problems  which  the 
general  practitioner  will  encounter  in  the 
field  of  otolaryngology.  The  most  fre- 
quent, and  in  many  ways  the  most  impor- 
tant, is  the  common  cold,  or  acute  rhinitis. 
It  is  rightly  the  business  of  the  general 
practitioner,  though  in  its  complications, 
which  are  many,  it  often  becomes  the  re- 
sponsibility of  the  otolary-ngologist.  Neith- 
er gets  any"  satisfaction  from  its  manage- 
ment. You  will  forgive  me  for  quoting  the 
tired  old  joke  that  the  common  cold  lasts 
a week  with  treatment  and  seven  days 
without  treatment,  but  it  is  still  generally 


true.  Nonetheless,  the  situation  can  be 
improved  if  it  is  remembered — as  it  usu- 
ally is  not — that  all  colds  are  not  alike. 
As  a matter  of  fact,  they  fall  into  two 
distinct  categories  and  need  two  separate 
kinds  of  treatment.  There  are,  however, 
certain  common  denominators  of  therapy. 
One  is  that  local  medication  with  nose 
drops,  sprays  and  inhalers  is  to  be  avoided, 
as  being  useless  and  potentially  harmful. 
The  other  is  that  antibiotic  and  chemo- 
therapeutic agents  should  be  withheld  un- 
less there  are  definite  signs  of  secondary 
infection.  The  promiscuous  use  of  these 
valuable  agents  for  the  common  cold  is 
a general  and  serious  therapeutic  error. 

The  first  variety  of  cold  begins  with  a 
sensation  of  dryness  and  a sore,  scratchy 
feeling  in  the  throat  and  nasopharynx. 
Actual  soreness  of  the  throat  and  naso- 
phary'nx  is  a later  development,  which  is 
accompanied  by  a watery  nasal  discharge, 
lacrimation,  headache,  and  general  malaise. 
Sneezing  begins  on  the  second  or  third 
day".  With  this  type  of  cold  there  is  usu- 
ally a temperature  elevation,  from  99  to 
101°  F.,  and  often  higher  in  children. 

Treatment  is  chiefly  general.  The  pa- 
tient should  be  kept  in  bed,  in  a well 
heated  and  well  ventilated  room,  until  he 
is  free  from  fever  for  at  least  twenty- 
four  hours.  His  fluid  intake  should  be 
increased.  Therapy  is  limited  to  papa- 
verine in  combination  with  codeine  (gr. 

each)  every  four  hours  unless  nasal 
blockage  is  severe.  Then  some  type  of 
medication  such  as  paredrine  hydrobro- 
mide aqueous  is  prescribed.  This  is  the 
type  of  cold  which  sometimes  goes  on  to 
pneumonia  and  it  should  be  treated  with 
■ I'espect  due  to  that  possibility. 

The  second  variety  of  common  cold  be- 
gins with  sneezing,  nasal  blockage,  and  a 
profuse  nasal  discharge.  In  contrast  to 
the  variety"  just  described,  pharyngeal  and 
nasopharyngeal  symptoms  are  a late  devel- 
opment. Also  in  contrast  to  the  first  vari- 
ety, malaise  is  a minor  complaint  and 
there  is  no  elevation  of  the  temperature. 
Therapy"  is  limited  to  antihistamines,  com- 
bined with  vasoconstrictor  drugs.  Local 
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medication  has  a particularly  irritating 
effect.  In  this  variety  of  acute  rhinitis, 
if  treatment  is  begun  early  enough,  the 
attack  can  sometimes  be  aborted  and  can 
frequently  be  mitigated. 

Children  are  peculiarly  susceptible  to 
colds  and  the  course  is  generally  longer 
in  them  than  it  is  in  adults.  If,  however, 
a cold  persists  longer  than  a week,  signs 
of  secondary  allergy  are  almost  the  rule 
and  antihistaminic  therapy  is  indicated. 
If  the  dosage  is  correctly  adjusted  for  age, 
side  effects  need  not  be  feared.  Children 
who  present  a thick,  tenacious  nasal  dis- 
charge can  often  be  remarkably  benefited 
by  the  use  of  tip  suction  in  the  office. 

When  colds  and  upper  respiratory  infec- 
tions are  frequent,  empirical  medication  is 
contraindicated  and  a general  survey  of 
the  child’s  health  is  mandatory.  Often  at 
this  age,  as  well  as  at  other  periods  of 
life,  an  excessive  intake  of  carbohydrates 
will  be  found  responsible.  Some  allergy 
may  also  be  the  basis  of  the  trouble.  Pos- 
sible sensitivity  to  milk,  chocolate,  and 
carbonated  drinks  should  be  investigated. 
So  should  house  dust,  which  is  often  intro- 
duced by  way  of  forced  air  heating  sys- 
tems. The  fuzzy,  dust-carrying  dolls  and 
toys  so  dear  to  children  and  so  innocent- 
looking are  frequently  the  explanation. 

It  should  be  emphasized,  however,  that 
the  persistence  of  nasal  symptoms  in  a 
child,  as  well  as  recurrent  attacks  of  acute 
rhinitis,  demand  careful  investigation  be- 
fore an  allergic  basis  is  assumed.  Allergy 
must  be  distinguished  from  infection.  Dis- 
ease of  the  sinuses  must  be  excluded.  The 
tonsils  and  adenoids  must  be  exonerated. 
The  era  of  promiscuous  tonsillectomy  has 
long  since  passed,  but  tonsillectomy  is  still 
a valuable  procedure  in  selected  cases.  In 
short,  before  antihistamines  or  any  other 
medication  is  prescribed,  diagnostic  pro- 
cedures are  indicated  and  a definite  diag- 
nosis should  be  arrived  at. 

NASOPHARYNGITIS 

Infection  of  the  nasopharynx  may  give 
rise  to  a variety  of  symptoms  and  mani- 
festations, not  all  of  which  are  localized. 
They  include  a nonproductive  cough. 


chronic  or  recurrent  bronchitis,  pain  in 
the  fifth  and  ninth  cranial  nerves,  otitis 
media,  impairment  of  the  hearing,  and 
persistent  low-grade  fever.  The  symptoms 
and  signs  usually  bear  some  relation  to 
the  amount  and  distribution  of  the  lymph- 
oid tissue  present  in  the  nasopharynx. 

Most  infections  of  the  nasopharynx 
arise  from  a postnasal  discharge.  Some- 
times, as  just  intimated,  an  excessive 
amount  of  lymphoid  tissue  is  responsible. 
Sometimes  a diet  high  in  carbohydrates  is 
the  cause. 

Therapy  depends  upon  a determination 
of  the  cause.  Textbooks  of  otolaryngology 
have  a great  deal  to  say  about  the  post- 
nasal discharge,  and  many  of  them  say  it 
almost  pontifically.  There  is  little  basis 
for  such  an  attitude.  Most  of  us  find  the 
elimination  of  these  discharges  as  difficult 
and  as  unsatisfactory  as  any  problem 
which  we  encounter  in  otolaryngology. 

Relief  can  frequently  be  obtained  by  lo- 
cal chemotherapy.  We  prefer  gantrisin,  in 
the  form  of  nose  drops  which  contain  the 
agent  in  solution  rather  than  suspension. 
When  it  is  applied  in  the  form  of  a sus- 
pension, it  tends  to  cake  and  act  as  a for- 
eign body  and  to  cause  additional  discom- 
fort from  obstruction.  The  medication  will 
be  useless  unless  it  is  so  instilled  that  the 
solution  passes  over  the  floor  of  the  nose 
onto  the  nasopharynx. 

If  the  attack  does  not  clear  up  promptly, 
and  always  if  it  is  severe,  persistent  or 
recurrent,  otolaryngologic  consultation  is 
necessary.  At  the  very  least  an  investiga- 
tion of  the  nasal  sinuses  is  required,  and 
an  inquiry  into  possible  allergic  factors. 
Sometimes  treatment  directed  to  the  pos- 
terior ethmoids  and  sphenoids  is  indicated. 
Excessive  lymphoid  tissue  must  sometimes 
be  removed  surgically.  We  have  been  un- 
able to  duplicate  in  our  own  experience 
the  successes  reported  by  some  otolaryn- 
gologists with  x-ray.  We  have,  however, 
had  a limited  success  in  controlling  chron- 
ic and  recurrent  cases  by  the  use  of  auto- 
genous vaccines. 

In  all  cases  of  nasopharyngitis  accom- 
panied by  a postnasal  discharge,  the  pa- 
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tient  who  smokes  must  be  invited  to  decide 
whether  he  shall  continue  to  smoke  or  be 
rid  of  his  discharge.  In  our  own  experi- 
ence, the  two  are  incompatible. 

SINTSITIS 

The  first  essential  in  acute  sinusitis  is 
to  relieve  the  pain  and  headache  which  are 
the  principal  symptoms  and  which  are  the 
result  of  pressure.  Heat  in  the  form  of 
hot  compresses  is  a simple,  useful  measure. 
So  are  steam  inhalations.  Infra  red  thera- 
py may  be  also  helpful. 

As  to  medication,  our  experience  is 
that  vasoconstrictor  drugs  by  mouth  re- 
duce congestion  more  promptly  and  more 
satisfactorily  than  topical  applications  by 
sprays  or  nose  drops.  If  an  allergic  basis 
is  identified  or  suspected,  an  antihistamine 
should  be  added  to  the  vasoconstrictor 
drug. 

Antibiotics  or  chemotherapeutic  agents 
should  be  used  in  acute  sinusitis  only  if 
there  is  a temperature  elevation.  Since 
multiple  organisms  are  usually  responsible 
for  the  infection,  broad  spectrum  drugs 
are  more  useful  than  penicillin.  When 
specific  therapy  is  indicated,  the  dosage 
should  be  sufficiently  large,  and  the  dura- 
tion of  treatment  sufficiently  long,  to  pre- 
vent sensitization  ajid  to  guard  against  the 
possible  development  of  resistant  organ- 
isms. 

Empyema  is  an  indication  for  prompt 
otolaryngologic  consultation.  So  is  recur- 
rent sinusitis.  This  is  frequently  a dis- 
abling disease  and,  if  it  is  not  properly 
treated,  it  can  become  extremely  serious. 

DISEASE  OF  THE  TOXSILS  AND  ADENOIDS 

Tonsillectomy  has  become  a highly  con- 
troversial operation.  There  is  no  doubt 
that  formerly  it  was  used  with  a complete 
lack  of  discrimination.  There  is  also  no 
doubt  that  it  still  has  a definite  place  in 
otolaryngology  and  that  it  is  as  foolish  to 
refrain  from  performing  it  when  it  is  in- 
dicated as  it  is  culpable  to  perform  it 
when  it  is  not. 

Among  the  indications  for  tonsillectomy 
— all  of  them,  it  should  be  emphasized, 
valid  only  when  other  possible  causes  of 
symptoms  have  been  ruled  out — are:  (1) 
frequent  attacks  of  tonsillitis  with  fever 


and  other  systemic  manifestations;  (2) 
recurrent  peritonsillar  abscesses;  (3)  fre- 
quent infections  of  the  ear,  whether  sup- 
purative or  serous;  (4)  persistent  and  re- 
current cervical  lymphadenopathy ; (5)  ob- 
structive difficulties  of  speech,  breathing 
and  swallowing;  (6)  frequent  or  practical- 
ly continuous  head  colds.  Tonsillectomy  is 
also  indicated  in  children  with  rheumatic 
heart  disease,  who  fail  to  gain  weight  and 
who  suffer  from  malaise.  It  is  an  essen- 
tial procedure  in  the  control  of  diphtheria 
carriers.  Local  disease,  of  course,  must  be 
present  before  any  of  these  general  indi- 
cations are  justified. 

I do  not  propose  to  go  into  the  question 
of  the  possible  relationship  between  tonsil- 
lectomy and  the  subsequent  development 
of  poliomyelitis  other  than  to  comment  on 
the  complete  unwisdom  of  undertaking 
elective  surgery  in  the  midst  of  any  kind 
of  epidemic.  The  most  obvious  reason  for 
postponing  tonsillectomy,  which  can  scarce- 
ly be  conceived  of  as  an  emergency,  until 
after  the  poliomyelitis  season  is  that  one 
has  no  way  of  knowing  whether  a child 
has  been  exposed  to  the  disease  before 
operation,  or  will  be  exposed  to  it,  in  the 
ordinary  course  of  events,  immediately 
afterward.  There  is  a tragic  lesson  in  the 
fact  that,  according  to  the  lay  press,  the 
only  death  from  poliomyelitis  in  the  mass 
vaccination  test  just  concluded  occurred 
in  a child  whose  course  of  injections  had 
been  begun  late  and  had  not  been  com- 
pleted and  who  underwent  tonsillectomy 
while  they  were  in  progress. 

In  the  occasional  case  of  secondary  hem- 
orrhage following  removal  of  the  tonsils 
and  adenoids  we  have  found  the  use  of 
double  strength  U.S.P.  posterior  pituitary 
extract  by  intramuscular  injection  to  be 
highly  effective.  Adults  receive  a total 
dosage  of  15  minims  given  in  5 minim 
doses  at  fifteen  minute  intervals.  Children 
under  6 years  of  age  receive  a total  dosage 
of  12  minims,  also  given  fractionally  at 
fifteen  minute  intervals.  Because  this 
drug  is  known  to  decrease  the  blood  flow 
in  the  coronary  arteries  it  is  contraindi- 
cated in  patients  with  cardiac  disease. 
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We  have  used  this  method  to  date  in  174 
cases.  In  16  instances  it  was  unsuccessful 
and  bleeding  had  to  be  controlled  by  pack, 
suture,  or  ligation  of  the  involved  vessel. 
In  the  other  158  cases  bleeding  ceased 
promptly  and  permanently  after  intramus- 
cular injection  of  the  pituitrin.  A tech- 
nique which  is  more  than  90  per  cent 
effective  is  worth  testing  before  more 
complicated  methods  are  resorted  to. 

OTITIS  EXTERNW 

Otitis  externa  is  a therapeutically  temp- 
ting disease,  if  I may  so  express  it,  be- 
cause it  is  so  accessible  and  because  treat- 
ment seems  so  simple,  requiring  little  more 
than  a dab  of  this  or  that  proprietary 
preparation  almost  guaranteed  to  cure  it. 
One  of  its  risks,  as  a matter  of  fact,  is 
the  apparent  simplicity  of  treatment. 
Nothing  could  be  more  specious  and  mis- 
leading. Treatment  will  not  be  successful, 
and  may  be  damaging,  if  it  is  not  based 
upon  certain  cardinal  principles.  They  in- 
clude : 

1.  Relief  of  pain,  which  is  best  accomp- 
lished, in  properly  selected  cases,  by  small 
applications  of  x-ray. 

2.  Cleansing  of  the  aural  canal.  This 
is  a procedure,  let  me  assure  you,  which 
is  not  in  the  least  simple  and  which  should 
never  be  undertaken  by  a physician  with- 
out special  training  in  the  technique. 

3.  The  local  application  of  medication 
appropriate  to  the  organisms  present. 
These  infections  of  the  external  ear,  con- 
trary to  the  former  belief,  are  much  more 
often  bacterial  than  fungous  in  origin.  An 
experienced  otolaryngologist  can  often 
make  the  distinction  by  gross  inspection. 
An  inexperienced  physician  should  not  un- 
dertake treatment  without  laboratory  iden- 
tification of  the  bacterial  or  fungous 
cause. 

Our  own  experience  has  been  that  prep- 
arations of  hydrocortone  acetate  combined 
with  neomycin  are  highly  effective  in  most 
bacterial  infections  and  equally  ineffective 
as  well  as  dangerous  in  fungous  infections, 
which  are  markedly  enhanced  by  their  use. 
If  the  infection  is  of  fungous  origin,  as- 
pergilli,  which  are  most  frequent,  usually 


respond  well  to  the  use  of  1 per  cent 
thymol  in  50  per  cent  cresatin  solution. 
Monilial  infections  are  extremely  obsti- 
nate. They  are  best  treated  by  very  care- 
ful cleansing  of  the  aural  canal,  the  local 
application  of  3 per  cent  gentian  violet 
solution,  and  the  use  of  iodides  by  mouth, 
in  dosages  up  to  90  gr.  daily  if  the  patient 
can  tolerate  that  amount. 

External  otitis  is,  I am  afraid,  a dis- 
ease in  which  the  general  practitioner  who 
is  without  special  training  in  manipula- 
tions within  the  aural  canal  and  who  does 
not  have  laboratory  facilities  for  special 
examinations  should  content  himself  with 
measures  to  relieve  pain,  referring  the 
patient  to  an  otologist  for  further  treat- 
ment. I make  the  suggestion  with  less 
hesitation  because  some  of  the  most  ob- 
stinate cases  of  otitis  externa  which  I 
have  encountered  have  been  those  treated 
in  various  inadequate  and  incorrect  ways 
before  I was  consulted.  This  has  also  been 
the  experience  of  other  otologists  in  this 
part  of  the  country,  where,  as  you  perhaps 
know,  this  is  an  extremely  frequent  and 
annoying  condition. 

OTITIS  MEDIA 

Otitis  media  is  a disease  of  which  I can- 
not speak  without  a certain  amount  of 
emotional  indignation.  My  own  feeling  is 
that  in  dealing  with  it  many  physicians, 
otolaryngologists  among  them,  have  lost 
all  sense  of  surgical  values.  Certain  facts 
of  pathology  have  been  completely  forgot- 
ten. This  is  a self-limited  disease  which, 
in  the  absence  of  suppuration,  will  go  on 
to  recovery  in  80  per  cent  or  more  of  all 
cases  under  the  simplest  measures,  or  no 
treatment  at  all.  Antibiotic  and  chemo- 
therapeutic agents  are  not  indicated  in 
this  group  of  cases.  Many  of  the  results 
reported  as  brilliant  evidences  of  their 
value  have  to  do  with  patients  who  would 
have  recovered  with  equal  promptness  and 
permanence  if  they  had  merely  been  let 
alone. 

In  cases  of  this  kind  the  antibiotics  usu- 
ally do  no  harm.  Once  suppuration  has  oc- 
curred, however,  the  whole  situation 
changes  and  they  can  do  a great  deal  of 
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harm.  When  suppuration  is  present,  the 
optimum  conditions  for  the  employment 
of  these  agents  do  not  exist.  The  patho- 
logic process  in  otitis  media  is,  in  effect, 
a localized  abscess  enclosed  in  a bony  cage. 
The  first  requirement  of  antibiotic  thera- 
py, that  the  drug  be  brought  into  contact 
with  the  diseased  tissues,  therefore  can- 
not be  met.  The  physicians  — and  their 
name  is  legion  — who  treat  suppurative 
otitis  media  by  antibiotic  therapy  have  lost 
sight  of  this  criterion,  as  well  as  of  the 
fundamental  surgical  principle  that  pus 
must  be  evacuated  by  surgical  measures. 

The  dramatic  improvement  which  fre- 
quently follows  the  use  of  antibiotics  is, 
paradoxically,  one  of  the  dangers  of  this 
method  of  treatment.  Physicians  who 
point  to  the  initial  results  to  support  their 
case  fail  to  remember  that  it  is  not  until 
later  that  recurrences  become  evident  or 
that  the  disease  assumes  a chronic  form, 
sometimes  associated  with  repeated  per- 
forations of  the  tympanum.  More  serious 
consequences  also  may  ensue,  such  as  mas- 
toiditis, meningitis,  epidural  or  perisinal 
disease,  lateral  sinus  thrombosis,  or  cere- 
bral abscess.  Furthermore,  many  a deaf 
child  has  reached  that  state  because  of 
the  misuse  of  antibiotic  therapy  in  middle 
ear  disease. 

What  all  of  this  amounts  to  is  that  the 
majority  of  cases  of  otitis  media  can  per- 
fectly well  be  treated  by  simple  measures, 
and  that  in  the  cases  which  go  on  to  exu- 
dation, myringotomy  remains  the  useful 
and  essential  operation  which  it  has  al- 
ways been. 

In  uncomplicated  otitis  media  the  objec- 
tive of  therapy  is  to  control  the  upper 
respiratory  infection,  in  order  to  secure 
ventilation  by  way  of  the  eustachian  tube. 
This  is  best  accomplished  with  oral  vaso- 
constrictors. If  lymphoid  tissue  is  promi- 
nent in  the  nasopharynx  some  type  of  nose 
drops  may  be  useful.  If  allergy  is  sus- 
pected, an  antihistamine  may  be  employed. 
Either  heat  or  cold  may  be  employed  to 
relieve  pain  or  discomfort ; neither  has  any 
therapeutic  value. 

Local  applications  to  the  ear  should  not 


be  employed.  This  holds  for  both  the  old- 
fashioned  phenol  and  glycerine  mixtures 
and  the  more  modern  proprietary  prepara- 
tions. If  pain  is  severe  enough  to  suggest 
the  need  for  local  applications,  myrin- 
gotomy is  usually  indicated,  whether  the 
pressure  is  the  result  of  suppuration  or 
simple  exudation.  If  the  general  practi- 
tioner has  not  been  trained  to  perform 
this  operation,  the  patient  should  be 
promptly  referred  to  an  otologist. 

Only  local  analgesia  is  necessary.  It  is 
secured  with  some  such  agent  as  Bonaine’s 
mixture;  a cotton  pledget  saturated  with 
it  is  placed  against  the  tympanic  mem- 
brane for  fifteen  minutes  by  the  clock. 
The  child  must  be  under  control,  which 
is  best  accomplished  by  wrapping  him  in 
a sheet  and  having  an  assistant  hold  his 
head  firmly.  The  otoscope  is  then  inserted 
and  a crescent-shaped  incision  is  made  in 
the  posteroinferior  quadrant,  from  below 
upward,  to  avoid  injury  to  the  ossicular 
chain.  If  the  promontory  (inner  wall)  is 
avoided,  the  incision  can  be  made  without 
difficulty,  with  little  or  no  discomfort. 

If  a tip  suction  is  available,  aspiration 
is  practised,  but  neither  medication  nor 
irrigation  is  indicated  thereafter.  Cotton 
wicks  are  kept  in  the  canal  and  are 
changed  frequently  enough  to  keep  the 
field  clean. 

Recurrent  otitis  media,  chronic  otitis 
media,  and  hearing  impairment  of  any  de- 
gree all  require  the  prompt  attention  of 
the  otologist. 

LARYNGITIS 

Laryngitis,  which  usually  presents  in 
the  form  of  hoarseness,  is  one  of  the  most 
deceptive  and  most  insidious  diseases 
which  either  general  practitioner  or  oto- 
laryngologist encounters  in  practice.  It 
is  frequently  associated  with  an  upper 
respiratory  infection.  It  can  frequently  be 
explained  by  misuse  or  excessive  use  of 
the  voice.  It  very  often  responds  promptly 
to  mere  rest  of  the  voice. 

These  considerations  are  all  highly  mis- 
leading: Hoarseness,  while  it  may  be  no 
more  than  a transient  and  insignificant 
symptom,  may  also  be  the  first  symptom 
of  carcinoma  of  the  larynx.  For  a number 
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of  I’easons  this  type  of  cancer  is,  at  least 
theoretically,  readily  curable.  The  special 
regional  lymphatic  distribution,  the  slow- 
ness of  lymphatic  drainage,  and  the  re- 
straining presence  of  the  laryngeal  box  of 
hyaline  cartilage  all  help  to  keep  it  a 
local  disease  for  a considerable  period  of 
time  and  make  it  highly  favorable  to 
treatment  by  simple,  non-mutilating  meas- 
ures. These  advantages  are  all  lost  once 
the  disease  becomes  extrinsic,  as  it  fre- 
quently does  because  of  delay  while  the 
initial  symptom  is  treated  with  sprays, 
gargles,  lozenges,  and,  of  course,  anti- 
biotics, which  have  no  place  whatsoever  in 
the  treatment  of  a nonbacterial  condition. 

If  hoarseness  does  not  promptly  subside, 
and  in  many  cases  even  when  it  does,  the 
patient  should  be  referred  to  an  otolaryn- 
gologist who  is  expert  at  mirror  examina- 
tion of  the  larynx,  who  can  perform  di- 
rect laryngoscopy,  and  who  can  also  per- 
form biopsy,  which  is  the  only  sure  means 
of  making  the  diagnosis  in  questionable 
cases. 

NOSEBLEED 

Most  nosebleeds  are  so  simple  and  so 
transient  that  they  are  over  long  before 
it  occurs  to  the  patient  to  consult  a physi- 
cian. The  occasional  more  serious  variety 
sometimes  constitutes  a grave  emei’gency 
and  may  actually  endanger  life. 

The  single  most  important  point  in  man- 
agement is  to  determine  the  origin  of  the 
bleeding.  Therapy  depends  upon  this  in- 
formation. The  diagnosis  should  therefore 
begin  with  questioning  on  this  point:  Did 
the  patient  spit  up  blood  first?  Or  did 
the  blood  come  from  the  nose?  If  the  pa- 
tient cannot  answer  the  question,  he 
should  be  directed  to  sit  up  and  lean  for- 
ward. As  long  as  he  lies  down,  he  swal- 
lows the  blood.  If  he  sits  up  and  leans 
over,  while  he  may  continue  to  bleed,  he 
has  a better  airway  and  the  origin  of  the 
bleeding  can  be  settled. 

If  bleeding  is  from  the  nose  the  as- 
sumption is  that  it  is  from  the  anterior 
third  of  the  nasal  cavity,  generally  from 
the  septum.  Bleeding  of  this  origin  can 
usually  be  checked  by  the  insertion  of  a 
simple  cotton  pack  and  the  application  of 


digital  pressure  for  five  minutes  by  the 
clock.  If  desired,  so-called  spot  packing 
may  be  employed  under  direct  vision,  or 
some  hemostatic  agent  such  as  oxycel  or 
a hemostatic  pack  (hemopack)  may  be 
used.  After  bleeding  is  under  control  the 
affected  area  may  be  cauterized  with  the 
coagulating  current. 

If  bleeding  originates  in  the  throat,  a 
postnasal  pack  may  be  inserted  and  tight 
spot  packing  employed  anteriorly.  Bleed- 
ing of  this  origin  usually  comes  from  the 
sphenopalatine  artery,  in  the  region  of 
the  sphenoid  recess,  the  anterior  ethmoid, 
high  in  the  middle  meatus,  or  from  a 
branch  of  the  pharyngeal  artei'y,  in  the 
region  of  the  posterior  tip  of  the  inferior 
turbinate.  If  it  does  not  promptly  cease, 
it  may  be  necessary  to  ligate  the  anterior 
ethmoid,  the  sphenoid,  or  the  internal 
maxillary  ai'tery.  Ligation  of  the  carotid 
artery  or  the  external  maxillary  artery  is 
much  less  satisfactory  because  the  abund- 
ant collateral  circulation  permits  bleeding 
to  continue  after  ligation. 

A patient  with  serious  bleeding  should 
be  taken  promptly  to  the  hospital  and 
placed  under  the  care  of  an  otolarygol- 
ogist.  Whenever  nasal  packing  is  used, 
an  antibiotic  should  be  administered,  to 
guard  against  secondary  infection.  When 
bleeding  is  severe,  hypotensive  drugs 
should  be  used.  Serpasil  (reserpine)  in 
dosages  of  0.25  mg.  every  three  hours,  in 
addition  to  lowering  the  blood  pressure, 
has  a sedative  action  and  increases  the 
effect  of  such  other  sedation  as  is  used. 
Patients  with  serious  bleeding  are  natural- 
ly apprehensive,  and  measures  to  control 
their  fears  should  be  part  of  the  plan  of 
treatment.  If  blood  loss  has  been  serious, 
transfusions  of  whole  blood  are  indicated. 

DEAFNESS 

The  general  practitioner  is,  of  course, 
in  no  way  equipped  to  treat  deafness,  but 
he  is  ideally  equipped  to  identify  deafened 
patients,  often  while  it  is  still  possible  to 
do  something  constructive  about  their  dis- 
ability. The  fact  that  this  field  of  case- 
finding is  so  largely  lost  to  us  goes  back 
to  what  was  said  in  the  beginning  of  this 
paper,  that  our  teaching  in  otolaryngology 
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is  defective.  Otologists  are  also  to  blame 
in  that  they  have  been  slow  to  point  out 
how  much  can  be  achieved  today  in  the 
alleviation  of  this  handicap,  by  rehabilita- 
tion if  not  by  curative  therapy.  It  would 
be  cruel  to  hold  out  hope  of  cure  in  a 
large  proportion  of  cases.  It  is  equally 
cruel  not  to  spread  the  news  of  what  can 
be  done  by  rehabilitation,  at  all  ages.  The 
general  practitioner  who  adds  a simple 
question  about  hearing  to  the  routine  of 
history-taking,  and  who,  perhaps,  adds 
the  use  of  a tuning  fork  to  the  routine  of 
physical  examination,  will  identify  large 
numbers  of  deafened  persons  who  other- 
wise would  never  reach  the  otologist. 

PKIXCIPLES  OP  THERAPY 

At  intervals  throughout  this  paper  I 
have  commented  on  the  unwisdom  and 
actual  danger  of  using  antibiotic  and 
chemotherapeutic  agents  in  otolaryngolog- 
ic conditions  except  on  strict  indications. 
I have  also  commented  on  the  unwisdom 
and  actual  risk  of  the  promiscuous  use  of 
nasal  medications,  in  the  form  of  drops, 
sprays  and  inhalers.  In  conclusion,  I 
would  like  to  emphasize  the  latter  con- 
sideration again. 

Nasal  medication  is  seldom  indicated.  It 
is  contraindicated  in  the  treatment  of  the 
chronically  congested  nose.  I can  see,  in 
fact,  only  two  absolute  indications  for  its 
use : 

1.  When  a pharyngitis  is  present,  with 
or  without  excessive  lymphoid  tissue. 
Nasal  medication  is  then  employed,  with 
an  antibiotic  or  a chemotherapeutic  agent 
added  in  solution,  not  suspension. 

2.  When  cleansing  of  the  nasal  canals 
is  necessary  in  children.  Nasal  medication 
is  then  employed,  for  its  mechanical, 
flushing  effects. 

The  proprietary  preparation  which  we 
hav^e  found  least  obnoxious  is  hydroxy- 
amphetamine  hydi'obromide.  We  prescribe 
it  only  in  small  amounts,  and  always  add 
a note  that  the  prescription  is  not  to  be 
re-filled. 

In  chronic  nasal  obstruction  a combina- 
tion of  vasoconstrictor  and  antihistamine 
drugs  is  prescribed  for  oral  use ; mean- 
time, the  underlying  cause  is  sought  for 


and  corrected.  Oral  medication  is  more 
effective  than  local  medication  in  shrink- 
ing the  nasal  mucosa  and  providing  an 
adequate  airway,  while  at  the  same  time 
avoiding  the  irritating  effects  of  local 
therapy.  Our  experience  has  been  that 
patients  with  hypertension  are  quite  as 
well  able  to  tolerate  a vasoconstrictor  drug 
such  as  neosynephrine  by  mouth  as  intra- 
nasally. 

SUMMARY 

For  a number  of  practical  reasons  oto- 
laryngology forms  part  of  the  practice  of 
the  general  practitioner  and  the  family 
doctor.  For  this  reason  it  should  receive 
more  consideration  than  it  does  in  the 
medical  curriculum.  The  conditions  which 
are  most  often  encountered  in  general 
practice  are  briefly  discussed  from  the 
standpoint  of  diagnosis  and  therapy.  Na- 
sal medication  and  antibiotic  therapy  have 
a strictly  limited  field  of  usefulness  in  oto- 
laryngology. It  is  emphasized  that  certain 
conditions,  such  as  otitis  externa,  otitis 
media,  and  laryngitis,  while  superficially 
simple,  may  be  potentially  serious  or  may 
become  serious  under  careless  and  ill- 
advised  therapy.  Physicians  who  are  not 
prepared  to  employ  myringotomy  in  otitis 
media  or  to  examine  the  larynx  definitive- 
ly in  apparent  laryngitis  should  not  accept 
the  responsibility  for  the  management  of 
these  conditions. 
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DISCUSSION 

Dr.  Samuel  Zurik  (New  Orleans)  : When  Dr. 

McLaurin  first  asked  if  I would  discuss  his  paper, 
I agrreed  immediately;  for,  in  the  first  place,  I 
wouldn’t  dare  deny  the  Head  of  our  Department 
at  Tulane,  and  secondly,  I thought  that  it  would 
be  a relatively  simple  matter  with  such  a broad 
field  to  cover.  Little  did  I realize  that  his  paper 
was  to  be  a postgraduate  course  in  Otolaryn- 
gology, covering  this  specialty  as  completely  as  a 
wall  to  wall  carpet  covers  a floor.  Unfortunately, 
I am  limited  to  only  eight  minutes.  Because  of 
the  element  of  time,  I have  selected  to  discuss 
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further  the  one  topic  which  I consider  of  vital 
importance  to  each  of  us. 

Since  our  present  day  therapeutic  concept  for 
cancer  of  the  head  and  neck  consists  of  aggres- 
sive intervention  at  the  stage  when  the  tumor  is 
confined  to  the  primary  focus,  or  to  the  primary 
site  and  the  regional  lymphatics,  it  behooves  each 
of  us  to  establish  himself  as  a cancer  detective. 
Early  diagnosis  of  cancer  depends  to  a very 
considerable  extent  upon  whether  the  physician 
is  suspicious,  and  granted  that  suspicion,  what 
he  does  about  it. 

Unilateral  enlargement  of  cervical  nodes  is 
most  frequently  a sign  of  metastatic  cancer,  and 
in  many  individuals,  the  only  initial  sign  of  head 
and  neck  carcinoma.  In  a group  studied  by  Hayes 
Martin  and  Associates,  50  per  cent  of  all  patients 
with  cancer  of  the  nasopharynx  presented  in- 
volved cervical  nodes  as  a first  sign;  similarly, 
33  per  cent  of  patients  with  tonsillar  cancer,  and 
30  per  cent  of  those  with  cancer  at  the  base  of 
the  tongue  first  became  aware  of  their  disease 
because  of  enlarged  cervical  glands.  Hayes  Mar- 
tin states  dogmatically  that,  “Asymmetrical  en- 
largement of  one  or  more  cervical  lymph  nodes 
in  the  adult  is  almost  always  cancerous,  and  usu- 
ally is  due  to  metastasis  from  a primary  lesion 
in  the  mouth  or  pharynx.” 

When  a lymph  node  is  suspiciously  enlarged  in 
the  neck,  one  must  obtain  a complete  and  detailed 
history.  Unilateral'  ear  pain,  diminished  hearing, 
tinnitus,  and  complaints  of  intermittant  spon- 
taneous bleeding  from  the  nose  or  mouth,  would 
indicate  the  probably  presence  of  a lesion  in  the 
nasopharynx.  Painful  swallowing  suggests  a 
lesion  in  the  oral  cavity,  on  the  tonsil,  at  the 
base  of  the  tongue,  or  in  the  hypopharynx  or 
cervical  esophagus.  If  dysphagia  is  accompanied 
by  dyspnea,  hoarseness,  or  both,  the  larynx  or 
pyriform  fossa  is  probably  involved.  While  per- 
sistent hoarseness  is  the  chief  warning  of  intrin- 
sic laryngeal  cancer,  patients  with  cancer  of  the 
extrinsic  larynx  do  not  present  hoarseness  as  a 
primary  symptom,  and  may  never  do  so.  The 
only  manifested  complaints  might  well  be  dys- 
phagia or  dyspnea  or  both.  Persistent  unilateral 
nasal  blockage  with  or  without  bleeding,  despite 
systemic  and  local  therapy,  should  indicate  to  the 
examining  physician  the  need  for  further  studies 
of  the  nasal  accessory  sinuses  as  the  possible 
source  of  primary  neoplasia. 

The  problem  of  head  and  neck  cancer  there- 
fore centers  around  the  suspicion  of  the  physi- 
cian who  first  examines  the  patient,  that  the 
mass  in  the  neck  is  probably  malignant,  and  that 
practically  all  such  masses  are  metastatic  in  ori- 
gin. Better  statistical  results  can  only  be  ex- 
pected when  this  is  recognized.  It  is  well  to 
inject  at  this  point  that,  for  an  examination  to 
be  properly  done  in  this  area,  good  illumination 
must  be  obtained  with  either  a headlight  or  head 
mirror,  a working  knowledge  of  use  of  the  throat 


mirror  must  be  available,  and  a willingness  to 
utilize  a probing  finger  for  palpation  within  the 
mouth  and  throat.  Through  this  systemic  and 
careful  search,  approximately  90  per  cent  of  the 
primary  tumors  can  be  located.  At  this  point,  it 
should  be  emphasized  that  a search  for  the  pri- 
mary lesion  must  always  precede  any  therapeu- 
tic procedure.  Premature  excision  of  the  neck 
mass  results  not  only  in  the  patient  continuing 
to  harbor  the  primary  neoplasm,  but  will  pro- 
duce further  and  more  distant  metastasis,  and 
will  tend  to  make  any  further  definitive  neck 
surgery  considerably  more  difficult.  If  the  pri- 
mary lesion  cannot  be  found  by  thorough  inves- 
tigation, aspiration  biopsy  is  the  next  diagnostic 
step.  When  this  is  positive  for  malignant  cells, 
and  primary  lesion  is  found  after  careful  search, 
then  complete  neck  dissection  should  be  carried 
out.  Following  this,  the  patient  should  be  re- 
examined monthly  in  search  for  the  primary 
source. 

Before  closing  my  discussion,  I would  state 
that  while  many  primary  tumors  of  the  neck  are 
seen,  their  diagnosis  is  more  readily  made,  and 
they  appear  far  less  frequently  than  those  of 
metastatic  origin. 

I should  like  to  compliment  Dr.  McLaurin  for 
a most  informative  and  timely  paper,  and  also 
to  thank  him  for  the  privilege  of  entering  into 
the  discussion. 

0 

A CENTURY  OF  PROGRESS  IN  THE 
CONTROL  OF  COMMUNICABLE 
DISEASES* 

VERNON  B.  LINK,  M.  D.,  M.  P.  H.f 
Atlanta,  Georgia 

In  January  1854,  in  his  opening  address 
to  the  joint  meeting  of  the  Louisiana  Sen- 
ate and  House  of  Representatives,  Gov- 
ernor P.  0.  Hebert  stated : 

“The  fearful  epidemic  [of  yellow  fever]  which 
prevailed  during  the  summer  months  of  the  past 
year,  over  a greater  portion  of  the  State,  while  it 
filled  with  sorrow  many  a once  cheerful  and  happy 
home,  and  consigned  to  a premature  grave  thou- 
sands of  our  best  and  most  useful  citizens,  served 
to  develop  in  others  and  to  stimulate  into  active 
exercise  the  highest  and  noblest  virtues  that  adorn 
the  human  character. . . . The  sanitary  condition 
of  the  city  of  New  Orleans,  is  no  longer  a question 
of  local  interest.  When  the  meshes  of  railroads, 
which  must  eventually  connect  every  part  of  the 
State  with  its  great  emporium,  shall  have  been 
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completed,  the  most  distant  villages  on  our  fron- 
tiers will  be  as  suburbs  of  New  Orleans. . . . The 
fate  of  all  is  therefore  involved  in  the  fate  of  New 
Orleans — the  public  health  of  the  state  must  de- 
pend, more  or  less,  upon  the  public  health  of  its 
metropolis.  In  view  of  this  fact,  it  becomes  your 
duty,  and  I am  sure  it  will  be  your  pleasure,  to 
bestow  your  most  serious  attention  upon  such 
measures  as  you  may  deem  most  advisable  and 
etficient  to  mitigate  the  effects,  if  not  to  prevent 
the  recurrence  of  such  fatal  diseases  as  the  one 
which  swept  over  our  State  during  the  past  sum- 
mer.” 1 

As  a result  one  hundred  years  ago,  on 
March  15,  1855,  an  act  “to  establish  quar- 
antine for  the  protection  of  the  State” 
was  approved  by  the  Governor  of  the 
State  of  Louisiana.  This  law  established 
the  Louisiana  State  Board  of  Health  set- 
ting the  course  for  subsequent  legislative 
acts  which  initiated  the  formation  of  the 
Louisiana  State  Department  of  Health.  A 
quarter  of  a century  later,  in  his  Report 
of  the  Board  of  Health  for  1882,  Dr. 
Joseph  E.  Jones  wrote: 

“All  the  great  sanitary  and  quarantine  measures 
of  the  past  27  years  in  Louisiana,  may  be  directly 
or  indirectly  traced  to  this  act.  During  the  pre- 
ceding 155  years  of  the  existence  of  the  Colony, 
Province  and  State  of  Louisiana,  the  sanitary  and 
quarantine  efforts  of  the  people  were  spasmodic, 
unsatisfactory  and  of  short  duration;  and  as  a 
consequence,  at  frequent  and  short  intervals,  the 
people  were  decimated  by  foreign  pestilence,  im- 
ported by  maritime  men  and  immigrants.  Up  to 
the  present  moment  the  great  principles  embodied 
in  the  twenty-nine  sections  of  this  act  have  not 
been  withdrawn.”  - 

As  can  be  seen  from  the  above,  one  of 
the  impelling  reasons  for  initiating  that 
legislation,  one  hundred  years  ago,  was 
the  fact  that  communicable  diseases  were 
rampant.  In  1955,  the  year  of  this  sig- 
nificant centennial,  it  is  appropriate  to  re- 
view the  communicable  disease  situation 
as  it  was  in  1855,  as  it  has  decreased 
since  then,  as  it  is  now,  and  to  consider 
what  yet  remains  to  be  accomplished. 

One  hundred  years  ago,  the  most  im- 
portant communicable  disease  in  the  State 
of  Louisiana  was  yellow  fever.  The  first 
authenticated  epidemic  of  this  disease  in 
New  Orleans,  occurred  in  1796,  during  the 
Spanish  Regime,  when  Baron  de  Caron- 
delet  was  Governor.  For  the  following  110 
years,  until  1905,  yellow  fever  prevailed 


endemically,  claiming  an  average  annual 
total  of  1,000  or  moi’e  lives.  In  the  yeax’s 
of  the  gi’eat  epidemics,  this  inci’eased  to 
a mortality  of  3,000  in  1867,  4,000  in 
1878,  5,000  in  1858,  and  8,000  in  the  gi’eat- 
est  epidemic  of  1853.^ 

Perhaps  the  best  way  to  impress  the 
meaning  of  an  epidemic  of  yellow  fever 
on  those  who  have  never  known  this  ex- 
perience is  by  giving  the  following  de- 
scription of  its  horroi-s,  as  quoted  in  a 
paper  by  Dr.  Rudolph  Matas: 

“Every  door  was  kept  closed  and  every  window 
shuttered.  The  town  looked  dead.  The  only  move- 
ment was  the  flutter  of  the  myriad  white  funeral 
notices,  tacked  to  the  fences  and  posts  and  house- 
fronts.  At  sunrise  and  sunset  the  booming  of 
cannons  rattled  windows  and  great  lazy  pillars  of 
black  smoke,  rising  from  tar  fires  in  every  back- 
yard, hung  over  the  city  like  streamers  of  mourn- 
in  crepe,  pinned  to  the  clouds.  The  Town  Coun- 
cil, upon  the  advice  of  the  Board  of  Health,  had 
ordered  this  done  in  the  hope  of  killing  the  in- 
fection. 

“The  ci*y  ‘Bring  out  yo’  dead!’  echoed  gruesomely 
through  the  streets  in  the  early  morning  as  wagons 
made  the  rounds  to  collect  the  bodies  of  the  poor 
who  had  died  in  the  night.  Wrapped  only  in  sheets, 
they  were  dumped  like  refuse  into  the  carts.  Huge 
cotton  floats,  drawn  by  four  lathered  mules, 
bumped  over  the  cobbles,  bearing  great  pyramids 
of  coffins,  piled  high. 

“The  street  leading  to  the  cemetery  was  just  a 
ghastly  funeral  procession,  black-plumed  hearses 
followed  by  carriages;  a man  balancing  a child’s 
coffin  on  his  shoulder,  his  eyes  streaming  tears; 
an  old  woman  and  a boy  tugging  at  a child’s 
wagon  on  which  a cheap  casket  was  perched;  a 
drunken  Irishman  singing  a bawdy  song  as  he 
drove  a dump  cart  filled  with  cadavers.  Here 
was  a pock-marked  Negro,  pushing  a wheel-barrow 
loaded  crosswise  with  a long  pine  box,  and  a black 
flocked,  frightened  woman  with  a child  in  her 
aims  following  on  behind.  All  this  and  more,  one 
saw. 

“At  the  gates  milled  a rabble  of  colored  people, 
selling  sweet-meats  and  bellywash,  some  with  their 
candies  spread  out  on  tables,  others  with  their 
v/ares  in  baskets  on  their  arms.  Great  green 
bottle-flies,  so  gorged  they  were  lethargic,  swarmed 
over  the  dainties  of  the  vendors,  who  waved  futile 
brushes  made  of  gaily  colored  strips  of  paper  as 
they  called:  ‘Pralines!  Pralines!’  or  ‘Bel  calas! 
Bel  calas  tout  chauds!’  or  ‘Biere  creole!  Tout 
frais !’ 

“Inside  the  stench  was  dreadful.  People  held 
handkerchiefs  to  their  noses  and  the  grave  diggers 
swathed  the  lower  half  of  their  faces  in  cheesecloth 
soaked  in  camphor.  Coffins  were  stacked  in  piles 
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of  fifty  under  the  torrid  sun  and  flies  feasted 
everywhere.  Shallow  trenches,  not  two  feet  deep, 
were  dug  in  the  marshy  land,  and  the  workmen 
stopped  frequently  to  curse  or  pass  a whiskey 
bottle  down  the  line.  Half-drunk,  some  of  them 
sang  obscene  songs,  while  others  kicked  bones  out 
of  the  way  with  a brutal  ‘Room  for  yo’  betters, 
damn  ye !’  Carts  dumped  their  loads  of  cada- 

vers into  the  ditches  like  so  much  manure  and 
the  grave  diggers  pushed  them  around  with  their 
mattocks  and  kicked  them  into  position,  before 
spreading  a thin  layer  of  loosely  heaped  clods  and 
a few  shovels  of  lime  on  top. 

“People  of  consequence  were  interred  with  little 
more  decorum.  Family  slaves,  up  to  their  waists 
in  water,  dug  deep  gi-aves.  Frequently,  when  the 
coffins  were  put  in,  they  would  not  sink  until  the 
slaves,  holding  hands  to  balance  themselves,  would 
stand  on  each  end  and  see-saw,  or  a passing  grave 
digger  would  say,  ‘I’ll  fix  it  fur  ye,’  as  he  drove 
the  point  of  his  pick  through  the  cover  of  the 
casket  to  let  out  the  gases.  Small  wonder  that 
New  Orleans  was  known  up  and  down  the  river 
as  the  wet  grave.”  3 

It  was  yellow  fever  which  was  responsi- 
ble for  the  appointment  of  the  Sanitary 
Commission  of  New  Orleans  on  the  Epi- 
demic of  Yellow  Fever  of  1853.  This  Com- 
mission consisted  of  the  Hon.  A.  D.  Cross- 
man, Mayor  of  New  Orleans,  and  five 
physicians,  Drs.  E.  H.  Barton,  A.  F.  Ax- 
son,  S.  D.  McNeil,  J.  C.  Simmonds,  and 
J.  L.  Riddle. 

The  duties  of  the  Commission  were: 

“1st,  To  inquire  into  the  origin  and  mode  of  trans- 
mission or  propagation  of  the  late  epidemic 
yellow  fever; 

2nd,  To  inquire  into  the  subject  of  sewerage  and 
common  drains,  their  adaptability  to  the  situ- 
ation of  our  city,  and  their  influence  on  health ; 
3rd,  To  inquire  into  the  subject  of  quarantine,  its 
uses  and  applicability  here,  and  its  influence 
in  protecting  the  city  from  epidemic  and  con- 
tagious maladies;  and 

4th,  To  make  a thorough  examination  into  the  sani- 
tary conditions  of  the  city,  into  all  causes  in- 
fluencing it,  in  present  and  previous  years 
and  to  suggest  the  requisite  sanitary  measures 
to  remove  or  prevent  them  and  into  the  causes 
of  yellow  fever  in  ports  and  other  localities 
having  intercourse  with  New  Orleans.”  ^ 

In  1854,  by  authority  of  the  City  Coun- 
cil of  New  Orleans,  the  Commission  pub- 
lished its  voluminous  report  which  stated 
that  the  object  of  the  recommendations 
was : 

“Prevention — saving  the  community  from  the 
infliction  of  disease.”  * * * “For  the  purpose  of 
carrying  out  in  a full  manner  the  views  herein 


set  forth,  we  earnestly  recommend  the  project  of 
a Health  Department  in  a subjoined  report.  Such 
an  organization  we  deem  indispensable  to  the  coji- 
dition  and  character  of  the  city;  special  requisites 
are  demanded,  with  experience,  science  and  skill. 
It  should  be  constituted  a special  consultative  De- 
partment, to  be  advised  with  in  all  cases  by  the 
city  government,  affecting  the  health  of  the  city, 
and  it  will  be  seen,  hereafter,  they  are  very  num- 
erous. No  enlightened  city  is  without  one,  and 
here  it  is  more  demanded  than  in  any  other.”  * 

The  actual  recommendations  made  by 
the  Commission  consisted  of  the  follow- 
ing: 

“1st,  To  adopt  the  system  of  Sewerage — the  system 
approved  of  by  the  Sanitary  Commission,  as 
reported  by  our  colleague.  Prof.  Riddell — em- 
bracing streams  of  running  water  constantly 
through  the  streets,  from  the  river  or  other- 
wise, from  March  to  November,  during  the 
day  only. 

2nd,  The  drainage,  in  the  most  complete  manner 
of  the  neighboring  swamps  and  levees  on  Lake 
Pontchartrain,  to  keep  out  the  Lake  water. 
This  to  be  effected  by  machinery  and  covered 
drains,  and  these  to  be  dug  in  the  winter  sea- 
son. After  this  is  fully  effected,  in  the  opinion 
of  your  Health  Department — 

3rd,  The  removal  of  the  forest  growth,  excepting 
for  avenues  and  parks. 

4th,  The  completion  of  the  pavage  of  the  city  (re- 
moval of  the  round  stone)  by  square  blocks, 
united  by  cement,  and  the  avenues  may  be 
(temporarily)  by  thick  planks. 

5th,  The  purchase  and  extension  of  the  Water 
Works  to  every  portion  of  the  city,  with 
fountains  in  each  of  the  public  squares. 

6th,  An  extension  shed  the  entire  front  of  the 
business  part  of  the  city. 

7th,  To  plant  trees  in  all  the  public  squares  and 
principal  streets. 

8th,  To  fill  up  Gormley’s  Basin  and  make  a public 
square  of  it. 

9th,  To  make  covered  drains  of  Gormley’s  and  Mel- 
pomene’s Canals  and  all  the  other  drains  of 
the  city. 

10th,  That  the  slaughter  houses  be  removed  to  such 
distance  from  the  city,  and  all  vacheries  and 
livery  stables  having  over  six  animals  removed 
to  squares  having  fifty  population  and  ten 
dwellings.  The  same  of  soap  and  tallow 
chandleries,  or  other  manufacturers  or  pur- 
suits that  have  a tendency,  in  the  opinion  of 
your  Health  Department,  to  impair  the  purity 
of  the  city  atmosphere. 

11th,  The  adoption  of  a system  of  privies,  accord- 
ing with  the  recommendations  in  this  Report. 
12th,  To  discontinue  intennents  in  the  city  limits. 
13th,  To  prevent  any  but  the  most  superficial  dis- 
turbances of  the  soil  of  the  city  or  neighbor- 
hood, from  1st  May  to  15th  October. 
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14th,  To  establish  a Health  Department  on  the  plan 
detailed  in  the  next  section. 

15th,  To  establish  a quarantine  station,  not  nearer 
than  eight  miles  from  the  city,  as  a branch  of 
the  Health  Department. 

16th,  To  carry  out  fully  the  system  of  privies  as 
described  in  another  section  of  this  Report. 
And  finally;  to  order  at  an  early  day,  a complete 
Sanitary  Survey  of  the  city  before  the  warm 
weather  sets  in,  under  the  instructions  of  the 
Health  Department,  of  every  house,  lot  and 
back  yard  in  the  city,  to  be  most  thorough  and 
searching  for  every  cause  of  disease,  with 
plenary  authority  for  that  body  immediately 
to  abate  it.  To  ascertain  from  every  family 
the  number  that  have  not  been  vaccinated.”'^ 

These,  then  were  the  immediate  reasons 
why  the  State  Board  of  Health  was  estab- 
lished 100  years  ago:  (1)  The  long  history 
of  epidemic  outbreaks,  particularly  of  yel- 
low fever;  and  (2)  the  I'ecommendations 
of  the  Sanitary  Commission  of  New  Or- 
leans on  the  Epidemic  of  Yellow  Fever 
of  1853. 

One  of  the  earliest  activities  of  the  new 
Board  of  Health  was  to  collect  mortality 
statistics  for  the  City  of  New  Orleans. 
Those  first  published  were  for  the  period 
May  1855  to  April  1856  and  are  to  be 
found  in  the  second  annual  report  of  the 
board  to  the  Legislature.’  Of  the  total  of 
9,085  deaths,  5,934,  or  nearly  two-thirds, 
were  caused  by  communicable  diseases. 
Among  the  most  important  of  these  were; 
yellow  fever,  2,670;  cholera  855;  tubercu- 
losis 652 ; diarrhea  262 ; tetanus  of  the 
newborn  200 ; and  typhoid  fever  187. 

Of  the  9,085  deaths:  1,474  or  about 

one-sixth  were  in  the  first  year  of  life; 
2,897  or  nearly  one-third  were  under  10 
years  of  age;  and  4,864  or  over  one-half 
were  under  the  age  of  25  when  they  died. 

With  an  estimated  population  of  148,- 
400,  the  total  death  rate  for  the  city  was 
61.2  deaths  per  thousand  population.  This 
figure  was  2i  i times  the  1855  European 
average  of  23.8  per  thousand  population, 
and  apparently  the  highest  death  rate  of 
any  of  the  larger  cities  in  the  United 
States.  In  1855-1856,  the  citizens  of  New 
Orleans  died  from  communicable  disease 
alone  at  a rate  of  40  per  thousand  popu- 
lation or  a rate  greater  than  the  total 
death  rate  of  any  other  city  in  the  country. 


This  was  the  situation  in  New  Orleans 
one  hundred  years  ago.  What,  then,  has 
happened  in  the  century  that  has  just  been 
completed? 

One  hundred  years  is  not  a long  period 
as  far  as  the  known  history  of  mankind 
is  concerned.  However,  this  past  century 
is  remarkable  because  during  that  time  a 
greater  contribution  has  been  made  to- 
ward increasing  man’s  longevity  than  in 
all  of  the  previous  centuries  put  together. 
One  easy  way  of  supporting  this  state- 
ment is  to  consider  man’s  average  length 
of  life  today  with  those  at  various  earlier 
points  in  history.  Estimates  of  age  from 
skeletal  remains  indicate  that  in  the  early 
Iron  and  Bronze  Age,  some  4,000  years 
ago,  man’s  total  life  averaged  about  18 
years.  Studies  of  the  age  at  death  of 
several  thousand  Roman  citizens  of  the 
early  Christian  Era  have  determined  that 
the  average  length  of  life  then  was  about 
22  years.  The  Elliot  Life  Table  for  1855 
showed  that  life  expectancy  at  birth  in 
the  United  States  100  years  ago  was  about 
40  years.'"'  At  the  present  time  in  this 
country  it  is  approaching  70  years.  There- 
fore, in  the  last  100  years,  man  has  gained 
nearly  30  years  of  additional  life,  while 
in  the  previous  40  centuries,  the  total  in- 
crease was  about  22. 

The  remarkable  increase  in  longevity 
during  the  past  hundred  years  has  been  in 
a large  measure  due  to  progress  made  in 
the  control  of  communicable  diseases.  This 
has  been  brought  about  by  scientific  de- 
velopments in  the  practice  of  medicine  and 
in  the  field  of  public  health. 

Probably  the  most  numerous  advance- 
ments in  any  field  in  the  past  century 
are  to  be  found  in  the  science  of  bac- 
teriology. It  is  remarkable  that  so  much 
knowledge  is  available  today  in  a science 
which  hardly  existed  a hundred  years  ago. 

Louis  Pasteur,  the  great  French  chemist 
and  bacteriologist,  began  his  phenomenal 
career  in  1848.  His  experimental  work  on 
racemic  acid  won  for  him  the  ribbon  of 
the  Legion  of  Honour.  His  researches  on 
fermentation  led  to  his  recognition  as  the 
leading  chemist  of  his  day  and  produced 
practical  results  of  far-reaching  conse- 
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quence  in  such  industrial  processes  as 
beer,  wine,  and  vinegar  manufacture.  His 
efforts  in  investigation  of  the  diseases  of 
silkworms  not  only  saved  the  prosperity 
of  the  French  silk  industry  but  that  of 
all  silk-producing  countries.  He  demon- 
strated the  natural  history  of  anthrax  and 
developed  a successful  vaccine.  He  pre- 
vented chicken  cholera  by  cultivating  the 
organism  and  using  it  for  inoculation.  His 
most  interesting  studies  concerned  rabies 
and  the  development  of  an  attenuated 
virus  for  use  as  a preventive.' 

Pasteur  was  not  a physician,  and  the 
new  science  of  bacteriology  which  he  so 
successfully  fostered  was  not  thoroughly 
appreciated  by  the  medical  profession  un- 
til the  discovery  by  Robert  Koch  of  the 
tubercle  bacillus  in  1882.  This  discovery 
ushered  in  what  has  rightly  been  called 
the  golden  age  of  bacteriology.  The  bac- 
teria causing  anthrax,  gonorrhea,  leprosy, 
pneumonia,  and  typhoid  fever  had  already 
been  described.  Between  1882  and  1889 
the  causes  of  cerebrospinal  meningitis, 
chancroid,  cholera,  diphtheria,  erysipelas, 
glanders,  Malta  fever,  and  tetanus  were 
discovered,  and  in  the  next  decade,  those 
of  dysentery  and  plague.® 

The  science  of  bacteriology  has  fostered 
the  development  of  protective  antisera  and 
vaccines.  It  has  given  birth  to  a new 
science,  that  of  virology,  which  bids  fair 
to  equal  bacteriology’s  own  contributions 
to  the  control  of  communicable  disease. 
And  finally,  it  has  played  a vital  role  in 
the  development  of  the  chemotherapeutic 
and  antibiotic  agents  which  are  so  im- 
portant today  in  the  control  of  communi- 
cable disease. 

Another  field  which  was  practically  un- 
known a century  ago  was  that  of  public 
health.  The  “Great  Sanitary  Awakening” 
of  the  19th  century  started  in  1842  when 
Edwin  Chadwick,  secretary  of  the  British 
Poor  Law  Commission,  presented  to  Par- 
liament a summary  volume  entitled  Sani- 
tary Conditions  of  the  Labouring  Popu- 
lation of  Great  Britain.  Its  influence  was 
so  great  that  it  led  to  the  appointment  of 
the  General  Board  of  Health  in  1848.*^ 

There  is  no  doubt  as  to  the  role  of  that 


report  in  encouraging  the  formation  of 
sanitary  commissions  in  this  country  in- 
cluding the  Massachusetts  Sanitary  Com- 
mission of  1850,  under  the  leadership  of 
Lemuel  Shattuck,  the  New  Orleans  Sani- 
tary Commission  of  1853,  mentioned  above, 
and  a citizens’  association  survey  of  New 
York  City  in  1865.  These  commissions 
and  surveys  were  instrumental  in  the  initi- 
ation of  State  and  local  health  depart- 
ments and  in  the  founding  of  the  Ameri- 
can Public  Health  Association  in  1872. 
For  a long  time  thereafter  such  organiza- 
tions were  to  be  concerned  primarily  with 
the  control  of  communicable  diseases. 

The  partial  purification  of  water  prob- 
ably dates  back  to  the  earliest  times.  It 
is  not  improbable  that  boiling  water  to 
purify  it  may  have  been  an  ancient  pre- 
caution. Ages  ago,  everyone  must  have 
recognized  the  potent  force  of  heat,  and 
our  ancestors  possibly  had  their  suspicions 
that  dirty  water  caused  disease  and  hence 
used  heat  as  the  most  likely  method  of 
destroying  impurities.  As  time  went  on 
sand  came  to  be  recognized  as  an  effective 
filtering  material,  judged,  no  doubt,  at 
first,  by  the  clarified  condition  of  the  fil- 
tered product.  Sand  filtration,  as  a prac- 
ticable proposition  for  large  cities,  dates 
back  to  1829,  when  it  was  first  used  in 
London.  It  came  to  be  recognized  that  an 
adequately  filtered  water  supply  was  safe 
as  regards  disease.  Then  Koch  showed 
why  safety  was  secured  by  proving  that 
filtration  removed  98  per  cent  of  the  bac- 
teria.® Since  then  the  widespread  provis- 
ion of  safe  water  supplies  has  brought 
about  remarkable  declines  in  the  incidence 
of  the  water-borne  diseases  particularly 
cholera  and  typhoid  fever,  and  water  puri- 
fication methods  have  been  further  im- 
proved by  chemical  and  mechanical  means. 

Milk  and  food  sanitation,  industrial  hy- 
giene, better  housing,  insect  and  rodent 
control,  and  better  disposal  of  human 
wastes  all  have  played  important  parts  in 
helping  to  speed  the  decline  of  communi- 
cable disease. 

These  are  some  of  the  important  rea- 
sons why  mortality  and  morbidity  from 
the  communicable  diseases  have  been  re- 
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duced.  What  has  been  the  result? 

At  the  turn  of  the  century,  New  Or- 
leans with  a population  of  287,104,  had 
8,287  deaths,  or  a rate  of  28.9  per  thou- 
sand. New  Orleans  still  showed  a con- 
siderably higher  death  rate  than  the  coun- 
try as  a whole,  although  its  death  toll  had 
been  markedly  reduced  since  1855.  In 
1950,  with  a population  of  570,445,  New 
Orleans  had  a total  death  rate  of  10.8  per 
thousand.  In  1952,  the  latest  year  for 
which  we  have  complete  records,  the  total 
death  rate  for  the  State  of  Louisiana  was 
8.9  per  thousand.  For  that  year,  there 
were  only  15  States  which  had  lower  death 
rates  than  Louisiana,  while  32  States  had 
higher  death  rates. 

In  1900,  this  country  had  a population 
of  about  76,000,000  persons.  It  is  esti- 
mated that  there  were  1,300,000  deaths 
that  year  of  which  560,000,  or  over  40  per 
cent  wex’e  caused  by  communicable  dis- 
ease. These  figures  represent  a total  death 
rate  of  17.2  per  thousand,  and  a death 
rate  from  communicable  disease  of  7.4  per 
thousand.  In  the  middle  of  the  twentieth 
century,  with  a population  of  150,000,000 
there  were  nearly  a million  and  a half 
deaths  in  the  United  States  with  a total 
death  rate  of,  nearly  10  per  thousand.  Of 
these  about  150,000  were  from  communi- 
cable disease  or  a rate  of  about  1 per 
thousand. 

One  hundred  and  fifty  thousand  deaths 
from  communicable  disease  is  still  a for- 
midable total.  It  is  more  than  four  times 
as  great  as  the  total  of  all  highway  acci- 
dents. One  rarely  reads  a newspaper  with- 
out seeing  a story  calling  attention  to  the 
wasteful  deaths  from  automobile  accidents. 
On  the  other  hand  one  hardly  ever  reads 
a newspaper  article  pointing  out  the  need- 
less deaths  from  communciable  disease. 

Today,  communicable  disease  still  kills 
one  out  of  every  10  persons  who  die.  In 
the  older  age  groups,  this  ratio  is  smaller, 
being  about  1 in  every  12  deaths.  How- 
ever, in  those  under  30  years  of  age,  these 
diseases  account  for  1 out  of  every  4 
deaths.^''  These  are  preventable  deaths 
which  cost  this  country  dearly  in  life  and 
productivity. 


It  is  important  that  there  has  been  such 
a marked  decline  in  the  death  toll  from 
communicable  disease.  It  is  obvious  that 
this  phenomenon  has  led  to  an  increase  in 
longevity.  It  is  equally  apparent  that  one 
of  the  results  of  the  declining  mortality 
from  communicable  disease  has  been  to 
create  an  “older”  population  in  this  coun- 
try. This,  in  turn,  has  brought  about  an 
ever  increasing  recognition  of  the  impor- 
tance of  the  chronic  and  degenerative  dis- 
eases. 

It  is  almost  beyond  comprehension  to 
realize  that  there  are  5,300,000  Americans 
today  who  suffer  enough  from  one  or  an- 
other of  these  chronic  diseases  to  require 
long-term  care,  and  that  there  are  another 
20,000,000  people  who  have  minor  or  non- 
disabling chronic  diseases  or  impairments 
requiring  short-term  care.^^  Yet,  in  our 
compassion  for  these  sufferers,  let  us  not 
forget  that  the  communicable  diseases  still 
present  a formidable  problem. 

And  it  must  also  not  be  forgotten  that 
control  of  the  communicable  diseases 
means  control  of  certain  of  the  chronic 
diseases.  In  the  control  of  heart  disease, 
the  number  one  cause  of  death  today, 
thei’e  are  not  too  many  things  which  can 
be  done  specifically,  once  the  disease  has 
been  firmly  established.  However,  effec- 
tive conti*ol  of  streptococcal  infections  bids 
fair  to  reduce  the  number  of  cases  of 
rheumatic  heart  disease  by  preventing  the 
occurrence  and  recurrence  of  rheumatic 
fever. 

In  spite  of  the  efficacy  of  penicillin, 
syphilis  still  causes  the  death  of  several 
thousand  persons  annually.  Most  of  these 
are  due  to  the  late  forms  of  the  disease, 
which  could  be  prevented  by  effective 
treatment  of  the  early  stages. 

Tuberculosis  is  still  an  important  cause 
of  death  in  this  country,  with  preventable 
deaths  occurring  in  the  chronic  stages 
which  could  be  decreased  in  number  by 
effective  control  of  the  acute  infections 
and  prevention  of  their  spread  to  others. 

Many  of  the  great  epidemic  killers,  like 
cholera  and  yellow  fever,  which  have  been 
eradicated  from  this  country,  need  only 
the  eternal  vigilance  of  surveillance  in 
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order  to  permit  emergency  control  meas- 
ures in  case  they  should  be  re-imported. 
Other  important  diseases  like  diphtheria, 
whooping  cough,  and  syphilis  need  more 
effective  application  of  presently  known 
control  measures  in  order  to  make  them 
fit  candidates  for  total  eradication.  Still 
other  diseases,  and  these  constitute  the 
largest  class  of  all,  require  the  develop- 
ment of  control  measures  before  we  can 
do  much  about  them.  The  common  cold 
and  infectious  hepatitis  are  representa- 
tives of  this  category. 

The  communicable  diseases  most  cer- 
tainly have  not  been  conquered  in  this 
country.  Progress  has  been  made,  it  is 
true,  but  there  remains  a considerable  job 
still  to  be  done.  It  is  difficult  to  say  how 
much  time  and  effort  will  be  required  to 
accomplish  the  task,  but  it  is  safe  to  pre- 
dict that  it  probably  will  not  be  done  in 
our  lifetime.  Even  when  deaths  from  com- 
municable disease  decrease  to  an  insig- 
nificant number,  there  will  be  a need  to 
carry  on  a considerable  amount  of  effort 
to  prevent  the  occurrence  of  cases  of  com- 
municable disease,  and  there  will  always 
be  a demand  for  the  surveillance  of  the 
old  conquered  diseases,  as  well  as  a con- 
tinuing necessity  to  solve  new  disease 
problems  as  they  arise. 

SUMMARY 

The  year  1955  is  the  hundredth  anni- 
versary of  the  establishment  of  the  Lou- 
isiana State  Board  of  Health.  One  of  the 
impelling  reasons  for  initiating  this  Board 
was  the  occurrence  of  epidemics,  particu- 
larly those  of  yellow  fever.  In  the  century 
which  has  passed  since  then,  marked  re- 
duction has  been  made  in  the  death  toll 
from  communicable  diseases.  However, 
they  have  not  yet  been  conquered  because 
they  still  cause  mortality  and  morbidity 
of  considerable  importance. 
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O 

HISTORY  OF  LEPROSY  IN 
LOUISIANA  * 

WILLIAM  H.  MEYER,  M.  D.  f 
Atlanta,  Georgia 

Reliable  evidence  concerning  the  first 
appearance  of  leprosy  among  the  colonists 
of  the  Southern  States  is  lacking.  The 
scarcity  of  available  medical  data  contain- 
ing the  sources  and  dates  of  the  early 
cases  of  leprosy  in  Louisiana  prevents  the 
writer  from  presenting  the  historical  facts 
in  an  orderly  chronological  manner.  Sev- 
eral papers  have  been  written  on  this  sub- 
ject by  well  known  authors;  but  one  is 
struck  by  the  lack  of  sound  evidence  to 
support  some  of  the  statements,  which 
apparently  are  copied  without  verification 
from  earlier  writings,  or  which  result 
from  rumors  and  gossip  having  been  com- 
mitted to  print,  thus  making  them  appear 
as  truth.  Here  in  Louisiana  as  elsewhere 
throughout  the  world,  there  has  been  an 
ever  present  and  frequently  successful  at- 
tempt to  hide  individual  cases  from  de- 
tection and  recording. 

The  earliest  description  of  leprosy  in 
the  South  drawn  fi’om  observations  ap- 
pear to  be  that  given  by  Romans  ^ wherein 
he  states : 

“A  loathsome  disease  appears  among  the  ne- 
groes— The  leprosy,  so-called,  whether  the  same 
as  was  the  cause  of  proscription  to  the  unhappy 


* Presented  at  the  Seventy-fifth  Annual  Meet- 
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patients  under  the  Mosaic  laws,  I shall  not  pre- 
tend to  determine.  Certain  it  is,  that  it  is  a 
nauseous,  loathsome  and  infectious  disease,  with 
the  loss  of  beard,  and  hair  from  the  eyebrows, 
swelling  of  the  lobes  of  the  ears;  the  face  begins 
to  shine  and  brown  protuberances  appear  there- 
on ; the  lips  and  nose  swell'  to  monstrous  size,  the 
fingers  and  toes  will  in  the  end  drop  off  and  the 
body  becomes  at  last — a miserable  object  of  pity.’’ 
Romans  makes  reference  to  the  occur- 
rence of  leprosy  in  the  province  as  early 
as  1758.  Gayarre-  gives  this  account: 
“Leprosy  was  then  not  an  uncommon  affection 
in  Louisiana.  Those  who  were  attacked  with  this 
loathsome  infirmity  generally  congregated  about 
New  Orleans  where  they  obtained  more  abundant 
alms  than  in  any  other  part  of  the  colony.” 

Here  is  evidence  that  leprosy  was  pres- 
ent in  this  state,  especially  among  the 
negroes,  at  a very  early  date.  Historical 
records,  however,  are  not  sufficiently  defi- 
nite to  allow  one  to  decide  where  this 
leprosy  originated.  It  is  therefore  neces- 
sary to  review  briefly  the  history  of  lep- 
rosy from  early  times,  especially  as  it  has 
been  known  in  the  United  States. 

The  early  history  of  the  disease  in  Lou- 
isiana is  confused  by  the  fact  that  ele- 
phantiasis or  Grecian  leprosy,  or  syphilis 
and  various  other  skin  diseases  often  were 
mistaken  for  leprosy.  Historians  concede 
that  leprosy  was  known  to  the  ancient 
Egyptians,  Indians,  and  Chinese.  Leprosy 
has  existed  in  Africa  from  time  immemo- 
rial, especially  in  Egypt  and  Nubia.^  It 
is  also  found  on  most  of  the  African  sea- 
coasts  and  in  many  inland  districts,  es- 
pecially in  the  vicinity  of  the  great  rivers 
Niger  and  Congo.  It  spread  over  the 
whole  of  Europe  like  an  epidemic  during 
the  Middle  Ages,  especially  about  the 
period  of  the  Crusades.  From  the  12th  to 
the  17th  century  of  the  Christian  era  lep- 
rosy prevailed  most  extensively  over  much 
of  the  civilized  world.  A very  extensive 
system  of  hospitals  or  lazarettos  was  es- 
tablished all  over  Europe  and  it  was  only 
about  the  middle  of  the  18th  century  that 
the  disease  disappeared  from  the  North 
of  Scotland. ■'  Shortly  after  the  disease 

vanished  from  the  United  Kingdom  and 
began  practically  to  disappear  from  the 
other  countries  of  Western  Europe,  it  be- 
gan to  occur  or  increase  in  the  Scandi- 


navian Countries,  particularly  Norway, 
and  for  a century  constituted  one  of  the 
serious  medical  problem  of  Scandinavia.'’’ 
It  is  assumed  that  leprosy  did  not  exist 
in  the  New  World  (Western  Hemisphere) 
until  after  the  arrival  of  Columbus  and 
that  it  was  brought  by  individuals  who 
had  become  infected  in  the  older  European 
foci.  Later  cases  were  introduced  from 
highly  endemic  areas  in  Africa  through 
traffic  in  slaves.  The  African  slave  trade 
was  actually  begun  in  1442  by  the  Portu- 
gese, fifty  years  before  the  discovery  of 
America  by  Columbus.  African  slavery 
was  introduced  into  South  America  and 
existed  in  Mexico,  the  Antilles,  and  West 
Indies  long  before  LaSalle  established  the 
first  French  Colony  on  the  shores  of  the 
Gulf  of  Mexico  in  1684.  In  1687,  LaSalle 
was  murdered  and  his  settlement  de- 
stroyed by  the  Indians." 

In  1517,  Charles  I of  Spain  authorized 
the  introduction  of  African  slaves  from 
the  coast  of  Guinea  into  the  Island  of 
Santo  Domingo  at  Haiti.*  The  importation 
of  negroes  into  the  West  Indies  and 
America,  having  once  begun,  gradually  in- 
creased to  gigantic  proportions.  Sir  John 
Hawkins  was  the  first  Englishman  who 
engaged  in  the  slave  traffic,  and  such  was 
the  ardor  with  which  other  Englishmen 
followed  his  example  that  more  than  300,- 
000  slaves  w’ere  exported  to  the  New 
World  from  Africa  between  the  years  1680 
and  1700;  and  another  610,000  Africans 
were  imported  into  Jamaica  alone  between 
1700  and  1786.  The  importations  by  other 
nations,  particularly  the  French  and 
Portuguese,  were  also  very  large.  Leprosy 
was  brought  to  South  America  as  early  as 
1543,  and  soon  thereafter  a leprosarium 
was  established  in  Colombia.  Cartagena, 
Colombia,  became  the  center  of  the  slave 
markets  for  the  Spanish  Main,  and  here 
in  1573,  the  first  white  man  of  prominence 
was  diagnosed  as  having  leprosy. 

Leprosy  established  itself  on  the  Island 
of  Jamaica  prior  to  1687.  Sloane,  in  1687, 
stated  that  leprosy  was  introduced  into 
the  West  Indies  from  Africa  and  southern 
Europe  at  a very  early  date.  Towne  in 
his  Treatise  of  the  Diseases  Most  Frequent 
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in  the  West  Indies,  published  in  London 
in  1726,  speaks  of  leprosy  as  no  rare  thing 
to  be  met  with  among  the  negroes.  This 
is  further  verified  by  Grainger’'  who  in 
1802  wrote:  “Although  the  white  people 
in  the  West  Indies  are  not  exempted  from 
this  dreadful  calamity  (leprosy)  the  neg- 
roes are  most  subject  thereto.” 

The  first  settlement  in  the  province  of 
East  and  West  Florida  was  founded  in 
1699  at  what  is  now  Ocean  Springs,  Mis- 
sissippi, by  Iberville,  and  in  1711,  the 
present  city  of  Mobile  was  founded.  New 
Orleans  was  founded  by  Bienville  in  1718. 
Slave  traffic  to  these  settlements  was 
started  in  1719.  By  1732  the  colony  was 
crowded  with  over  two  thousand  slaves 
who  brought  with  them  all  types  of 
pathologic  conditions  including  leprosy. 
During  the  subsequent  years,  new  cases 
continued  to  be  imported  by  the  close  and 
intimate  relations  with  the  French  Col- 
onies of  Santo  Domingo,  Haiti,  Mai’tin- 
ique,  and  the  Spanish  West  Indies  where 
leprosy  had  been  indigenous  long  before 
its  appearance  in  Louisiana. 

To  the  south  of  Texas  leprosy  was 
known  to  exist  in  the  early  part  of  the 
16th  century.  In  Mexico,  less  than  fifty 
years  after  the  discovery  of  America, 
Cortez  opened  a hospital  for  sick  soldiers, 
many  of  whom  were  reported  as  being 
afflicted  with  leprosy. 

European  countries  sent  or  permitted 
individuals  with  leprosy  to  emigrate  with- 
out restriction  to  their  new  possessions. 
Spain  permitted  them  to  go  to  the  coun- 
tries south  of  us;  France  permitted  them 
to  go  to  Louisiana;  and  Norway  allowed 
them  to  emigrate  to  New  York  from 
whence  they  traveled  to  Illinois,  Iowa, 
Wisconsin,  Minnesota,  and  the  Dakotas. 

The  earliest  important  Norwegian  emi- 
gration to  America  occurred  during  the 
summer  of  1825,  when  52  men  set  sail  in 
a 40  ton  sloop  from  Norway.  They 
reached  New  York  in  October  1825  and 
settled  in  the  western  section  of  the  State. 

The  next  mass  emigration  from  Scan- 
dinavia took  place  in  1836,  and  upon 
reaching  the  United  States  these  emigrants 
proceeded  straight  to  the  Fox  River  region 


in  Illinois.  By  1838  Scandinavian  settlers 
were  moving  into  Wisconsin  and  during 
the  late  1840’s  into  Iowa.  By  1852,  settle- 
ments were  being  made  in  Minnesota 
which  was  destined  to  become  the  State 
most  heavily  populated  by  them.  The 
Norwegian  settlers  entered  the  Dakotas 
after  1860.  By  1864  leprosy  created  a 
great  deal  of  interest  among  the  physi- 
cians in  Minnesota  when  a total  of  12 
cases  were  found,  10  of  whom  were  infected 
when  they  entered  the  country. 

In  1869,  a visiting  Norwegian  scientist 
found  18  cases  in  Iowa,  Wisconsin,  and 
Minnesota.  Nine  of  these  individuals  ad- 
mitted having  the  disease  on  their  arrival 
in  America  and  five  others  came  from 
families  who  had  the  disease  in  Norway. 

In  1887,  Dr.  Gerhard  Hansen,  who  in 
1874  discovered  the  acid-fast  bacillus 
which  is  believed  to  be  the  cause  of  lep- 
rosy, wrote  to  the  State  Board  of  Health 
in  Minnesota  that  not  less  than  52  from 
among  3,000  known  cases  of  leprosy  in 
Norway  had  emigrated  to  America  in  the 
hopes  that  in  the  United  States  the  disease 
could  be  cured.  When,  in  1888,  Hansen 
visited  the  i-egion  of  the  upper  Mississippi 
Valley  he  found  that  no  less  than  100  in- 
dividuals with  leprosy  had  come  from 
Norway  to  live  in  the  5 States  of  this 
area.  He  failed  to  find  a single  case  of 
the  disease  acquired  within  these  States. 

In  1899,  Hansen  wrote : “From  1856 
to  1895  some  5,000  odd  cases  of  leprosy 
were  reported  in  Norway.  Of  these  5,000, 
approximately  3,400  cases  were  segregated 
in  leprosaria.  Only  287  were  known  to 
have  emigrated  and  of  these  only  170  to 
North  America.” 

A record  of  the  cases  of  leprosy  has 
been  kept  in  the  State  of  Minnesota  since 
1888.  In  1900,  Bracken  wrote:  “It  does 
not  seem  that  all  parts  of  the  country  are 
favored  as  are  Minnesota  and  the  adjoin- 
ing States  where  not  a single  American- 
born  leper  is  to  be  found  even  among  the 
descendants  from  a leprous  parent.”  This 
claim  was  soon  disproved  when  it  was 
found  that  a young  male  of  Norwegian 
ancestry  born  in  Minnesota  in  1870  died 
of  leprosy  in  1898.  Symptoms  of  the  dis- 
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ease  first  appeared  in  him  in  1885.  His 
brother,  born  in  Minnesota  in  1879,  de- 
veloped symptoms  of  leprosy  about  1889. 
Subsequently,  6 more  cases  of  leprosy  in 
American-born  residents  of  Minnesota 
were  uncovered  by  the  State  Health  Au- 
thorities. Of  these  6 cases,  3 appeared  in 
one  family. 

In  1906,  6 new  cases  were  reported.  By 
1912  only  18  cases  remained  in  Minnesota, 
and  of  these,  17  wei’e  in  leprous  families. 
At  this  time  Bracken  stated,  “We  have 
no  record  of  leprosy  occurring  outside  of 
the  family  of  a leper  in  Minnesota  and 
we  know'  of  many  cases  where  with  a 
leper  in  the  family,  no  other  cases  of  lep- 
rosy appear.” 

Between  1912  and  1921,  only  5 new 
cases  were  reported.  In  1921,  3 cases 
were  reported  in  Scandinavian  immi- 
grants, and  1923,  2 Finnish  immigrants 
were  reported  as  having  leprosy.  There 
have  been  no  new  cases  of  leprosy  among 
American  born  in  Minnesota  since  1922, 
excluding  10  out-of-state  residents  I’eport- 
ed  by  the  Mayo  Clinic.  Up  to  1948,  a 
total  of  108  cases  of  leprosy  had  been  of- 
ficially reported  in  Minnesota, of  whom 
8 were  American  born. 

On  our  Pacific  shore,  both  in  California 
and  Oregon,  there  were  many  cases  im- 
ported from  Mexico,  China,  and  the  Phil- 
ippines. Out  of  a total  of  524  patients 
diagnosed  in  California  between  1920  and 
June  1953,  51.5  per  cent  were  born  in 
IMexico,  13.3  per  cent  in  the  Philippines, 
and  7.5  per  cent  in  China.  Only  27  cases 
were  considered  as  California-contracted 
cases. 

It  is  thus  evident  that  a large  number 
of  cases  of  leprosy  have  been  imported 
into  America  during  the  past  235  years. 
Spain,  at  the  time  of  her  colonization  of 
the  southern  poi’tion  of  North  America, 
had  many  cases  of  leprosy  within  the 
home  kingdom,  some  of  whom  migrated 
to  Mexico  and  the  Gulf  States.  Her  island 
colonies  in  the  Spanish  Main  also  served 
as  distributing  foci  in  their  intimate  com- 
mercial relations  with  our  continent.  This 
implantation  still  survives  with  consider- 
able activity  in  the  West  Indies  and  the 


maritime  countries  south  of  us. 

Portugal,  too,  scattered  some  of  her 
cases  of  leprosy  from  her  colonies  over 
many  of  the  Islands  off  the  Atlantic,  and 
our  sailor  population  has  kept  up  constant 
intercourse  with  these  foci. 

From  Africa  w'e  drew  a large  number 
of  cases  of  leprosy  as  a result  of  our  im- 
portation of  negroes  from  heavily  infested 
areas,  but  with  the  cessation  of  the  slave 
trade  we  were  relieved  from  this  source 
of  danger. 

France  also  permitted  cases  of  leprosy 
to  emigrate  without  restriction  to  her  new 
possessions.  Frantz  in  his  book  on  Col- 
onization of  the  Mississippi  writes:  “Pris- 
oners were  set  free  in  Paris  in  September 
1719,  under  condition  that  they  would 
marry  the  lowest  type  of  woman  and  emi- 
grate. They  were  chained  and  dragged 
to  the  port  of  embarkation.”  There  is  also 
considerable  evidence  to  show  that  sick 
slaves  and  others  may  have  been  landed 
on  the  LaFourche  and  Terrebonne  Bayous 
and  Islands  adjacent  to  Louisiana  when 
they  were  refused  entrance  to  the  State  by 
health  officers.  This  was  much  easier 
than  to  return  them  to  their  place  of  em- 
barkation. 

It  is  also  interesting  to  note  that  when 
in  1719  the  notorious  John  Law^'  reorgan- 
ized his  “Western  Company”  to  make  it 
the  “Company  of  the  Indies”,  he  imported 
250  Germans  to  work  his  estates.  Lepi'osy 
had  not  been  entirely  eradicated  from 
Europe  at  that  time.  Thousands  of  other 
desperate  Europeans,  especially  the  war- 
worn peasantry  of  the  small  German 
states,  sought  to  escape  on  John  Law’s 
ships  from  the  eternal  conflicts,  the  eco- 
nomic abuses,  and  the  long  famines  of 
Europe.  They  died  by  the  thousands  in 
the  French  ports,  in  the  crowded  ships, 
on  the  sand  beaches  of  the  Gulf  Coast, 
and  in  the  swamps  and  along  the  banks 
of  the  Mississippi  River;  yet  many  sur- 
vived and  others  followed  them  in  such 
numbers  that  a German-language  news- 
paper and  a German  troupe  performing 
farces  and  short  plays  were  formed.  Lou- 
isiana was  the  first  State  in  the  union  to 
have  a genuine  Liederkranz,  a German 
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singing  club.  Just  what  part  these  Ger- 
mans played  in  the  importation  of  leprosy 
into  Louisiana  is  not  known. 

We  now  come  to  the  controversial  por- 
tion of  our  discussion,  as  to  whether  the 
Acadian  refugees  brought  leprosy  from 
Canada  to  Louisiana.  In  1880,  Jones,'*^ 
then  President  of  the  Board  of  Health  of 
Louisiana,  after  considerable  research  re- 
garding the  existence  of  leprosy  in  New 
Brunswick,  Canada,  stated  that  without 
a doubt,  at  least  a poi'tion  of  the  leprosy 
existing  in  the  State  could  be  traced  to 
the  early  French  settlers  in  Canada. 

In  the  Acadian  Story  by  Griffin  no 
mention  is  made  about  leprosy  existing 
among  these  people  prior  to  their  deporta- 
tion from  Grand  Pre  by  Governor  Law- 
rence in  1755.  The  population  of  Nova 
Scotia  was  then  well  over  10,000.  Of  these, 
6,000  were  deported  in  1755.  Some  3,000 
made  their  way  into  the  country  to  the 
north,  and  many  escaped  to  the  woods. 
There  were  probably  another  10,000  Aca- 
dians  living  in  neighboring  provinces.  It 
is  estimated  that  as  many  as  18,000  were 
uprooted  from  their  homes. 

The  Acadians  were  crowded  on  ships, 
with  many  of  the  families  being  separated, 
and  then  were  shipped  to  the  ports  of 
New  Haven,  Boston,  New  York,  Balti- 
more, Philadelphia,  Charleston,  and  Sa- 
vannah. Of  the  twenty-odd  ships  con- 
signed to  New  England  ports,  four  never 
reached  their  destination.  Of  those  des- 
tined for  Philadelphia,  one  perished  at  sea 
with  its  cargo  of  captives,  two  others  were 
driven  by  winds  to  Santo  Domingo.  As 
soon  as  the  group  assigned  to  Georgia  ar- 
rived, Governor  Reynolds  decreed  their 
banishment.  With  incredible  courage  and 
perseverance  some  reached  New  York  and 
Massachusetts,  but  on  order  of  pitiless 
Governor  Lawrence,  their  boats  were  con- 
fiscated and  they  themselves  again  were 
thrown  into  captivity.  Virginia  also  re- 
fused to  permit  the  landing  of  1500  Aca- 
dians whom  Lawrence  sent  to  the  shores 
of  that  province.  The  Captains  of  the 
ships  that  carried  these  people  were  or- 
dered to  take  them  to  England.  From 
there  many  of  them  went  to  France  where 


some  remained,  and  others  were  sent  to 
French  and  Spanish  colonies  in  the  West 
Indies.  The  earliest  official  record  of 
Acadian  arrivals  in  Louisiana  is  April  4, 
1764,  when  4 families  numbering  20  per- 
sons arrived  in  New  Orleans.  Between 
January  1 and  May  13  of  the  following 
year  650  Acadians  arrived  in  New  Or- 
leans from  Santo  Domingo.  There  re- 
mained in  1765,  however,  3500  families  of 
Acadians  scattered  in  French  ports,  and 
this  number  was  augmented  in  1766  by 
the  return  of  others  from  Guiana.  These 
families  were  finally  offered  asylum  in 
central  France,  and  finally  on  the  Estate 
of  M.  de  Peyrusse,  in  the  section  then 
known  as  Anjou.  It  was  these  Acadians 
who  were  enlisted  by  the  Spaniards  in 
1782  to  settle  in  Louisiana  to  join  the 
Acadians  who  had  already  found  their 
way  there.  The  Spaniards  also  found  other 
groups  elsewhere  in  France  and  by  1784 
many  Acadians  families  were  awaiting 
ships  in  the  port  of  Nantes,  to  be  brought 
to  Louisiana.  Many  families  arrived  here 
in  1785  from  their  European  refuges  be- 
cause their  predecessors  had  found  safety, 
religious  freedom,  and  happiness  in  Lou- 
isiana. By  1790  they  numbered  4,000  and 
by  1900  between  40,000  and  50,000. 

There  is  no  historical  evidence  to  sup- 
port the  often  repeated  assertion  that  the 
Acadians  brought  leprosy  from  Canada  to 
the  Colony  of  Louisiana.  Smith  in  his 
report  to  the  International  Dermatological 
Congress  stated  that  leprosy  first  devel- 
oped in  Cape  Breton,  Nova  Scotia,  among 
the  immediate  descendants  of  Scotch  emi- 
grants from  the  Hebrides,  who  arrived  in 
Canada  about  1810 ; and  according  to 
Page,-^  leprosy  was  first  discovered  in 
New  Brunswick  in  1815.  The  disease  es- 
tablished itself  to  such  an  extent  that  a 
hospital  was  built  in  1844  to  which  32 
cases  were  admitted.  In  1849,  a lepro- 
sarium was  established  at  Tracadie.  Be- 
tween 1844  and  1951,  a total  of  319  cases 
were  admitted  to  the  hospital  and  to  the 
leprosarium  in  New  Brunswick. 

Leprosy  in  Louisiana  unquestionably 
dates  to  a period  much  earlier  than  1764 
when  the  first  four  Acadian  families  ar- 
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rived.  There  is  no  doubt  that  leprosy  was 
introduced  into  Louisiana  by  slaves  im- 
ported from  Africa  and  by  the  early 
settlers  from  Spain,  France,  West  Indies, 
and  probably  Mexico.  Furthermore,  it 
should  be  noted  that  leprosy  was  so  preva- 
lent by  the  time  the  first  Spanish  Gover- 
nor of  Louisiana,  Antonio  de  Ulloa,  arrived 
in  1766  that  he  attempted  to  prevent  its 
spread  by  isolating  the  cases  and  holding 
them  at  Balize  near  the  mouth  of  the 
Mississippi  River. 

When  Miro  became  governor  in  1785 
one  of  his  first  measures  was  the  estab- 
lishment of  a hospital  for  leprosy  patients 
in  the  rear  of  New  Orleans  between  the 
river  and  Bayou  St.  John.  In  the  course 
of  a relatively  few  years  the  number  of 
patients  gradually  diminished,  either  as  a 
result  of  their  deaths  or  their  removal 
from  the  hospital,  and  the  disease  appar- 
ently almost  disappeared.  The  hospital 
was  abandoned  in  1807  and  the  neglected 
buildings  then  went  to  ruins. -- 

Subsequent  sporadic  cases  attracted  little 
public  health  intei’est  until  1872  when 
Jones  noted  the  increasing  importance 
of  leprosy  in  certain  parishes  of  Louisiana. 
In  Vermilion  Parish  a woman  whose 
father  came  from  Southern  France,  began 
to  show  symptoms  of  leprosy  about  1866. 
She  died  in  1870  leaving  four  sons;  three 
of  the  sons  developed  leprosy  during  1871 
and  1872  at  the  ages  of  18,  22,  and  30 
years  respectively.  There  were  also  two 
daughters,  one  of  whom  was  reported  to 
have  leprosy.  These  children  all  lived  in 
Abbeville  where  their  mother  had  resided. 
In  1875,  the  disease  appeared  in  a nephew 
living  eight  miles  from  Abbeville.  It  also 
affected  a young  woman  who  had  con- 
stantly nursed  the  mother  during  her  last 
illness.  She  developed  the  first  symptoms 
during  1873.  A young  man  who  frequent- 
ly slept  with  the  fourth  son  during  the 
year  1875  developed  leprosy  in  1877. 

In  1880,  the  State  Board  of  Health  car- 
ried out  several  epidemiological  surveys 
because  of  an  alarming  increase  in  leprosy 
cases,  especially  on  the  banks  of  the  lower 
LaFourche.  A sufficient  number  of  cases 
were  found  to  excite  earnest  attention  of 


the  authorities  charged  with  educational, 
sanitary,  and  legislative  affairs  of  the 
State.  Dr.  Jones  felt  that  it  was  the  duty 
of  the  State  to  provide  for  the  mainte- 
nance of  the  victims  of  leprosy  and  that 
the  practice  of  sending  leprosy  cases  to 
the  already  overcrowded  wards  of  Charity 
Hospital  should  be  discontinued. 

In  1888,  Blanc reported  that  he  had 
seen  42  cases  of  leprosy  in  five  years  of 
dermatological  practice  in  New  Orleans. 
Most  of  these  cases  were  in  natives  of 
Louisiana,  but  their  parents  were  mainly 
emigrants  from  Germany  and  Ireland.  In 
1892,  he  reported  that  he  had  seen  a total 
of  84  cases  in  his  practice  since  1883. 

In  1894,  the  Indian  Camp  Plantation  at 
Carville  was  obtained  as  a suitable  site 
for  a home.  In  August  1894,  the  State 
Legislature  passed  the  act  to  provide  for 
the  care  and  treatment  of  persons  af- 
flicted with  leprosy.  On  November  30, 
1894,  the  first  contingent  of  leprosy  pa- 
tients (8  of  them)  were  transported  via 
coal  barge  at  night  from  the  “Hagan 
Avenue  Pest  House”  to  their  new  home 
at  Carville.  For  a time  the  existence  of 
the  home  was  threatened  by  the  inhabit- 
ants of  Iberville  parish  but  a rational 
judgement  supplanted  an  early  misguided 
prejudice. 

About  a year  after  the  opening  of  the 
home,  the  Board  of  Leprosy  Control  real- 
ized that  the  patients  were  not  receiving 
sufficient  attention  and  requested  the 
Sisters  of  Charity  to  cai’e  for  them.  Four 
Sisters  volunteered  their  services  and  came 
to  Carville  to  stay  with  the  patients.  The 
Sisters  took  up  residence  in  the  Old  Co- 
lonial Home  of  the  abandoned  plantation, 
while  the  patients  were  housed  in  the  old 
slave  cabins. 

In  1900,  the  State  Legislature  appro- 
priated a sum  of  money  sufficient  to  pur- 
chase a site  and  build  a leprosarium 
nearer  New  Orleans  so  as  to  make  it 
more  convenient  for  administrative  pur- 
poses. Such  a site  was  selected  in  Jef- 
ferson Parish.  However  misguided  resi- 
dents of  the  area  who  strongly  opposed 
the  transfer  of  patients  to  this  home, 
burned  the  buildings.  The  site  was  sub- 
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sequently  abandoned.  The  Louisiana  lep- 
rosy home  at  Carville  continued  to  serve 
the  state  until  January  3,  1921.  At  that 
time  the  Federal  Government  piu’chased 
the  institution  and  assumed  its  custody. 
As  a unit  of  the  U.  S.  Public  Health  Serv- 
ice Hospital  system,  it  became  the  Na- 
tional Leprosarium.-^ 

It  is  noteworthy  to  relate  that,  in  1904, 
Dyer  reported  that  formerly  only  the  par- 
ishes of  Orleans,  LaFourche,  and  St.  Mar- 
tinsville were  known  centers  of  leprosy 
infection,  but  by  1897  there  were  20  par- 
ishes situated  mainly  in  the  southern  half 
of  the  State  which  had  developed  cases  of 
leprosy.  By  1935,  an  additional  12  parishes 
were  added. 

Since  the  establishment  of  the  National 
Leprosarium  at  Carville  in  1921,  patients 
have  been  admitted  from  39  of  the  48 
states  and  from  the  District  of  Columbia. 
A majority  of  the  patients  (80.2  per  cent) 
came  from  the  States  of  California,  Texas, 
Louisiana,  and  New  York,  and  of  these 
43.5  per  cent  were  of  foreign  birth.  A 
total  of  661  patients  from  Louisiana  alone 
were  treated  in  the  hospital  at  Carville 
from  November  30,  1894,  to  January  1, 
1955.  These,  together  with  33  cases  not 
treated  at  the  hospital,  make  691  known 
cases  of  leprosy  in  Louisiana  since  No- 
vember 30,  1894.2^ 

SUMMARY 

From  the  above  discussion  it  is  evident 
that  the  early  cases  of  leprosy  in  America 
came  principally  from  Africa  and  Europe, 
and  later  from  Asia.  The  majority  of  the 
imported  cases  in  the  Gulf  States  entered 
from  Africa,  the  West  Indies,  and  Mexico ; 
in  the  Upper  Mississippi  Valley  from  the 
Scandinavian  Countries ; in  the  West  Coast 
States,  from  Mexico,  Asia,  and  the  Islands 
of  the  Pacific;  and,  in  the  Atlantic  Coast 
States,  from  Europe,  Africa,  and  the  West 
Indies.  With  the  exception  of  Florida, 
Louisiana,  and  Texas,  the  three  Gulf 
States,  which  are  generally  described  as 
endemic  states,  the  majority  of  the  lep- 
rosy cases  in  America  have  occurred  in 
foreign-born  individuals.^*'’ 

There  is  no  civilized  country  which  does 
not  have  its  quota  of  imported  cases,  but 


with  rare  exceptions  the  disease  shows  no 
tendency  to  spread.  This  relative  immu- 
nity of  certain  parts  of  the  world  is  well 
exemplified  in  the  United  States  whei'e 
there  have  long  been  two  main  foci  of 
the  disease;  one  in  the  Upper  Mississippi 
Valley,  chiefly  in  Minnesota;  the  other  in 
the  Gulf  States  of  Louisiana,  Florida,  and 
Texas.  Hei’e  we  see  one  outstanding  dif- 
ference since  in  the  former,  the  disease 
shows  a tendency  to  extinguishment,  while 
in  the  latter,  new  cases  are  found  fre- 
quently in  the  native-born  individual. 

In  Europe  the  disease  has  practically 
disappeared  fi'om  Norway  but  it  remains 
prevalent  in  Africa  whei’e  it  is  widespread. 
In  Asia,  also  the  disease  is  very  prevalent. 
There  India  leads  with  more  than  an  esti- 
mated million  cases,  Japan  has  40,000 
cases,  and  China  has  untold  hundred  of 
thousands  of  untreated  cases.  In  South 
America  the  disease  is  still  very  prevalent, 
with  an  estimated  100,000  cases  in  Brazil, 

30.000  cases  in  Colombia,  and  probably 

12.000  cases  in  Argentina. 

The  reason  that  leprosy  has  not  spread 
through  the  Upper  Mississippi  Valley  is 
to  this  day  not  clear.  We  still  do  not  know 
the  exact  nature  of  the  complex  trans- 
mission of  leprosy,  a problem  that  can  be 
solved  only  by  much  more  intensive  re- 
search. 

Isolation  has  always  been  considered 
one  of  the  most  important  factors  in  the 
decline  of  leprosy  in  Europe  and  else- 
where, but  isolation  in  the  strictest  sense 
was  never  practiced  in  the  North  Central 
States.  Normal  family  relations  were 
maintained,  and  in  no  account  is  there  a 
record  of  one  marriage  partner  trans- 
mitting the  disease  to  the  other. 

Some  authors  have  suggested  a vector 
as  a transmitting  agent  and  therefore 
Minnesota’s  climate  with  its  severe  win- 
ters and  hot  summers  may  in  some  way 
be  unfavorable  to  such  a vector.  We  can 
not  be  assured,  however,  that  leprosy  does 
not  spread  in  the  colder  northern  climate. 
Leprosy  is  believed  to  be  a communicable 
disease  and,  therefore,  we  must  admit  that 
when  all  of  the  factors  necessary  for  its 
transmission  are  present  new  cases  will 
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develop  regardless  of  race,  color,  climate, 
or  country.  Hansen  and  Gronvold  be- 
lieved strongly  that  the  improved  hygiene 
of  the  Norwegian  settler  was  paramount 
in  the  defeat  of  leprosy  in  this  area. 

The  mysterious  spontaneous  disappear- 
ance of  leprosy  from  Western  Europe  dur- 
ing the  14th,  15th,  and  16th  Centuries  and 
from  the  North  Central  States  during  the 
decades  of  the  19th  Century  gives  us  hope 
that  progress  in  attaining  knowledge  of 
this  disease  will  alleviate  the  fate  of  many 
native  Louisianians.  Such  knowledge  will 
throw  a new  light  on  the  fascinating 
riddles  of  the  past  and  relieve  the  suffer- 
ings of  some  4,000,000  to  5,000,000  pa- 
tients of  South  America,  Asia,  Africa, 
West  Indies,  and  the  Islands  of  the  Pacific. 
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THE  INFLUENCE  OF  RESPIRATORY 
INFECTION  ON  CARDIAC 
DISEASE  * 

S.  L.  GILL,  M.  D.  t 

Shreveport 

It  has  been  clinically  recognized  that 
respiratory  infections  such  as  colds,  bron- 
chitis, and  influenza,  although  often 
minor  in  their  own  manifestations,  precipi- 
tate congestive  heart  failure  in  persons 
suffering  from  heart  disease.  The  com- 
paratively minor  course  of  the  respiratory 
infection  bears  little  relationship  to  the 
severity  of  the  precipitated  congestive 
failure.  A great  deal  of  the  mortality  fol- 
lowing respiratory  infections  is  among 
persons  with  heart  disease.  Conversely, 
it  might  be  said  that  much  of  congestive 
failure  is  directly  attributable  to  preced- 
ing acute  respiratory  infections. 

It  is  not  within  the  scope  of  this  paper 
to  discuss  heart  failure  of  primary  pul- 
monary origin  or  cor  pulmonale.  Excluded 
from  this  paper  are  chronic  type  emphy- 
sema, fibroid  lung,  pneumonoconiosis,  vas- 
cular disorders  of  the  lungs  and  kypho- 
scoliosis.^ In  this  group  it  is  immediately 
recognizable  that  acute  respiratory  infec- 
tion superimposed  on  the  pre-existing  pul- 
monary disease  precipitates  a very  high 
percentage  of  congestive  heart  failure. - 
An  attempt  will  be  made  to  correlate  the 
frequency  of  congestive  failure  in  persons 
with  primary  heart  disease  either  known 
or  unknown  previous  to  onset  of  conges- 
tive failure.  The  variability  of  symptoms 
associated  with  respiratory  infections 
complicates  the  selection  of  cases  for  a I'e- 
view  such  as  this.  To  be  included  in  the 
group  under  consideration  it  was  required 

* Presented  at  the  Seventy-fifth  Annual  i\Ieet- 
ing  of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  8,  1955. 
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that  there  be  a definite  history  of  three 
or  more  of  the  symptoms  usually  associ- 
ated with  acute  respiratory  infection. 
These  included  coryza,  sore  throat,  fever, 
chilliness,  headache,  and  gastrointestinal 
symptoms. 

The  following  tables  represent  a break- 
down of  75  cases  of  congestive  failure 
admitted  to  the  Willis  Knighton  Memorial 
Hospital  during  the  past  eighteen  months. 
For  the  purpose  of  this  study  only  pri- 
mary admissions  are  used. 

Table  1 represents  a breakdown  of  these 
cases  according  to  etiology,  sex,  and  age 
grouping. 

Ninety-seven  per  cent  of  these  cases 
were  either  hypertensive  or  arteriosclero- 
tic and  were  about  evenly  divided  between 
the  two.  The  number  of  deaths  in  each 
group  was  identical. 

Table  2 shows  cases  with  pre-admission 
histories  of  respiratory  infections.  These 
cases  are  also  broken  down  into  sex  and 
age  groupings. 

Table  3 represents  the  deaths  among 
these  patients.  The  fact  that  none  of  these 
cases  represented  re-admission  should  be 
kept  in  mind  when  evaluating  these  statis- 
tics. 


From  this  analysis  it  is  found  28  or 
37.3  per  cent  of  75  cases  of  congestive 
failure  were  immediately  preceded  by  re- 
spiratory infections.  Flint in  repoi'ting 
an  analysis  of  300  cases  reported  156  or 
52  per  cent  were  preceded  by  respiratory 
infections.  It  is  also  apparent  from  the 
deaths  in  this  group  that  those  patients 
who  developed  cardiac  failure  without  ap- 
parent precipitating  cause  had  a higher 
mortality  than  those  attributed  to  respir- 
atory infections.  The  widespread  early 
use  of  antibiotics  probably  plays  a big 
part  in  lowering  this  mortality. 

Two  approaches  to  the  problem  of  pre- 
vention of  this  group  of  cardiac  failure 
patients  becomes  evident.  First  is  the  pos- 
sible prevention  of  respiratoi'y  tract  in- 
fections ; however,  as  this  so  frequently 
has  an  onset  as  the  “common  cold”  such 
is  not  possible  insofar  as  any  specificity 
is  concerned.  The  second  approach  is  to 
try  to  gain  an  understanding  of  the 
mechanisms  by  which  such  infections  pro- 
duce an  added  burden  on  the  circulation. 

Changes  in  salt  and  water  metabolism, 
disturbed  osmotic  pressure  and  apparent 
increase  in  plasma  volume  which  may  oc- 
cur in  pneumococcal  pneumonia  have  been 
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DEATHS  ACCORDING  TO  AGE 
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considered  as  possibilities  in  less  severe 
respiratory  infections.  Studies  by  Kowal- 
ski, Rutstein  and  Reynolds  on  17  healthy 
medical  students  with  acute  upper  respir- 
atory infections  were  along  these  lines. 
Their  observations  failed  to  reveal  changes 
in  levels  of  erythrocji;es,  hematocrit, 
hemoglobin,  serum  electrolytes,  urine, 
Evans  blue  space,  thiocyanate  space  and 
body  weight.  They  concluded  that  their 
findings  showed  no  changes  which  might 
lead  to  an  explanation  of  the  occuri’ence 
of  congestive  failure.'^  The  question  as 
to  whether  changes  occurring  in  healthy 
young  adults  would  be  the  same  as  a per- 
son suffering  with  cardiac  pathology  im- 
mediately becomes  apparent. 

Whether  the  factor  precipitating  cardiac 
failui’e  is  one  simply  of  increased  work  on 
an  overburdened  heart  as  a result  of  gen- 
eral metabolic  changes  occurring  in  re- 
spiratory infections  such  as  elevation  of 
temperature,  increased  respiratory  effort 
or  rate,  effects  of  toxins  on  the  myo- 
cardium, or  whether  failure  results  from 
chemical  changes  within  the  circulation  or 
cardiorespiratory  system  remains  to  be 
proved.  Further  studies  in  the  line  of 
etiological  factors  are  certain  to  be  forth- 
coming. 

CASE  REPORTS 

The  following  3 cases  are  shown  to  illus- 
trate three  different  patterns.  The  first, 
an  onset  of  failure  in  a known  hyperten- 
sive with  no  previous  cardiac  distress. 
Second  a case  of  congestive  failure  in  a 
known  case  of  arteriosclerotic  heart  dis- 
ease. The  last  demonstrates  the  insidious 
onset  of  congestive  failure  during  the 
course  of  a respiratory  infection. 

Case  No.  1.  This  61  year  old  white  male  has 
been  followed  as  an  out  patient  since  1952,  at  which 
time  he  was  found  to  have  a blood  pressure  of 
230  110  during  a routine  physical  examination. 
At  that  time  electrocardiographic  and  x-ray  stud- 


ies were  within  normal  limits.  During  the  next 
three  years  his  blood  pressure  ranged  from  150/ 
90  to  170/90  and  he  was  symptom  free. 

February  4,  1955  he  was  seen  in  the  office  com- 
plaining of  a cold  manifested  by  sneezing,  cough, 
and  slight  elevation  of  temperature  for  two  days. 
Physical  examination  revealed  the  following  perti- 
nent findings:  Temperature  elevation  to  101°, 

blood  pressure  160/90,  respiration  18,  pulse  82. 
Heart  and  lung  examination  was  negative.  Elec- 
trocardiographic tracing  was  essentially  the  same 
as  previously  and  within  normal  limits.  He  was 
advised  to  enter  the  hospital  but  refused  and  was 
given  antibiotic  in  the  form  of  penicillin  and  tetra- 
cyline  and  told  to  stay  in  bed  and  report  by  phone 
daily. 

The  patient  did  not  report  until  three  days  later 
when  he  sought  admission  to  the  hospital  because 
of  weakness  and  pain  in  his  left  chest.  He  stated 
that  he  had  continued  at  his  work  in  spite  of  daily 
elevation  of  temperature  to  101°  since  his  last 
visit  to  the  office. 

Examination  revealed  an  acutely  ill  male  com- 
plaining of  left  chest  pain.  Temperature  98, 
respiration  22,  pulse  102,  blood  pressure  148/76. 
Heart  enlarged  to  left  with  irregular  rhythm,  no 
murmurs  were  noted  by  the  examiner.  Lungs — 
moist  rales  in  both  bases  with  increase  in  breath 
sounds  over  the  left  lower  chest  anteriorly.  Elec- 
trocardiograph tracing  revealed  absolute  arrhy- 
thmia with  absence  of  P waves:  Interpreted  as 
consistent  with  auricular  fibrillation.  X-ray  re- 
vealed some  increase  in  the  size  of  the  heart  since 
previous  examination  of  June  4,  1954,  (with  en- 
largement of  thoracic  aorta).  There  were  in- 
creased markings  in  both  lower  lung  fields  con- 
sistent with  passive  vascular  congestion  and  a 
fairly  well  defined  homogeneous  density  in  the 
mid-lung  field  at  the  level  of  the  third  anterior 
rib  which  was  consistent  with  an  area  of  pneu- 
monitis. 

On  the  night  of  admission  the  patient’s  temper- 
ature was  elevated  to  102°  and  his  condition  was 
considered  as  critical.  Therapy  consisting  of 
tetracyline,  digitalis,  and  supportive  nasal  oxygen 
was  followed  by  steady  improvement  and  he  was 
discharged  from  the  hospital  on  the  fifteenth  day. 

This  case  serves  to  illustrate  the  onset  of  failure 
during  a respiratory  infection  not  considered  by 
the  patient  severe  enough  to  necessitate  following 
medical  advice.  There  is  no  doubt  that  failure  to 
heed  advice  played  a part  in  the  ultimate  severity 
of  this  case. 

Case  No.  2 This  56  year  old  white  male  was 
refeiTed  for  study  January  1954  because  of  eleva- 
tion of  blood  pressure  found  on  routine  physical 
examination.  Prior  to  this  time  he  had  been  nor- 
matensive  insofar  as  he  knew. 

Examination  revealed  an  obese  white  male,  blood 
pressure  180/110.  General  physical  examination 
essentially  normal.  Electrocardiogram  revealed 
flattened  Ti,  and  T3,  with  deep  Q3  and  interpreted 
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as  suggestive  myocardial  ischemia  and  coronary 
sclerosis.  X-ray  of  chest  negative.  Blood  choles- 
terol 237  mgms.  per  cent. 

He  remained  symptom  free  and  blood  pressure 
remained  within  normal  limits  during  the  next 
twelve  months.  January  1,  1955,  he  entered  the 
hospital  with  a complaint  of  severe  substernal  pain 
radiating  through  to  back.  Serial  electrocardio- 
grams revealed  flattened  Ti,  Ts,  T3,  TV4,  Tvs,  and 
Tvg,  in  keeping  with  myocardial  ischemia  second- 
ary to  coronai’y  insufficiency.  He  remained  in 
the  hospital  three  weeks  after  which  time  he  was 
discharged  home.  Three  weeks  later  he  developed 
an  acute  respiratory  infection  with  an  onset  of 
chill  and  elevation  of  temperature  to  101°.  He 
improved  on  bed  rest,  tetracycline  and  symptom- 
atic therapy  for  three  days.  On  the  fourth  day 
he  suddenly  became  dyspneic  and  very  weak.  On 
admission  to  the  hospital  examination  revealed 
an  anxious,  acutely  ill  male.  Blood  pressure  130/ 
90,  temperature  101°,  and  respiration  24,  pulse 
100.  There  were  moist  rales  in  both  lung  bases 
that  cleared  slightly  after  coughing.  Heart  rate 
100  per  minute,  regular  with  no  murmurs,  heart 
enlarged  to  percussion  in  all  diameters.  Electro- 
cardiogram revealed  sinus  tachycardia  (low  QRS 
amplitude)  flattened  Tj  and  T2.  Evidence  of  myo- 
cardial ischemia.  Dyspnea  and  heart  size  decreased 
on  regime  of  bed  rest,  nasal  oxygen,  and  digitali- 
zation. 

The  patient  was  discharged  after  three  weeks 
hospitalization  and  has  been  symptom  free  since 
that  date.  This  case  clearly  illustrates  the  onset 
of  cardiac  failure  in  a patient  following  respira- 
tory infection  in  spite  of  early  and  adequate  treat- 
ment for  his  respiratory  infection. 

Case  No.  3 is  used  to  illustrate  the  on- 
set of  failure  eleven  days  after  respiratory 
infection.  This  case  demonstrates  how  the 
patient  with  no  previous  knowledge  of 
cardiac  pathology  might  easily  misinter- 
pret the  symptoms  of  congestive  failure 
as  a continuation  or  exacerbation  of  a re- 
cent respiratory  infection.  Such  cases 
may  result  in  disaster  to  the  patient  in 
waiting  too  late  to  seek  necessary  advice. 
This  also  presents  one  of  the  obvious  pit- 
falls  in  attempting  to  prescribe  for  pa- 
tients with  apparently  simple  respiratory 
infections  by  phone  without  the  benefit  of 
a complete  physical  examination. 

Case  No.  3.  This  was  a 64  year  old  male  seen 
first  in  the  office  with  a history  of  head  cold 
eleven  days  before,  associated  with  rather  severe 
sore  throat  and  elevation  of  temperature  not  above 
100°.  After  three  days  rest  at  home  he  retumed 
to  his  job  as  shipping  clerk.  His  cold  apparently 
continued  to  improve  until  three  days  before  when 


he  developed  a nonproductive  cough.  This  was 
followed  in  two  days  by  nocturnal  dyspnea  and 
for  this  reason  he  decided  to  seek  medical  advice. 
The  past  history  was  negative  for  cardiovascular 
disease  of  any  type.  Examination  revealed  blood 
pressure  180/110.  Heart  enlarged  to  percussion, 
gallop  rhythm  with  no  murmurs  noted.  Lungs 
revealed  rales  at  both  bases.  No  pedal  edema 
noted. 

Electrocardiogram  showed  inverted  Ti,  To,  T3, 
Tv4,  Tvs,  and  Tvg,  left  axis  deviation.  Tracing 
interpreted  as  evidence  of  myocardial  disease  in 
keeping  with  hypertensive  heart  disease.  X-ray 
of  chest  showed  cardiac  enlargement  with  conges- 
tive changes  bilaterally.  This  patient  responded 
well  to  digitalization,  bed  rest,  and  low  salt  intake. 

SUMMARY 

In  summary,  it  is  evident  that  in  a fair- 
ly large  percentage  of  cases  of  congestive 
failure  respiratory  infections  serve  as  the 
precipitating  cause.  It  is  therefore  evident 
that  all  respiratory  infections  in  patients 
with  known  cardiac  damage  should  be 
considered  as  potentially  dangerous  and 
treated  early  and  vigorously,  if  possible. 
Further,  in  all  cases  of  congestive  failure 
the  possibility  of  an  underlying  respira- 
toi'y  infection  must  be  suspected  and 
sought  for.  Because  of  the  fact  that  the 
evidences  of  respiratory  infection  may  be 
masked  by  the  symptoms  and  signs  of 
myocardial  failure,  one  must  not  accept 
the  obvious,  and  should  proceed  with  a 
careful  search  for  an  underlying  precipi- 
tating factor  of  infectious  type.  The  ap- 
propriate therapy  directed  at  the  under- 
lying respiratory  infection  if  present,  in- 
stituted early,  is  most  important  in  the 
treatment  of  congestive  failure.  Recog- 
nition of  respiratory  infections  as  a pre- 
cipitating cause  rather  than  a terminal 
event  in  congestive  failure  may  materially 
lower  the  mortality  in  failure  especially 
during  the  winter  season. 
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TREATMENT  OF  ALLERGIC 
EMERGENCIES* 

W.  H.  BROWNING,  M.  D. 

Shreveport 

Allergic  emergencies  are  relatively  rare 
considering  the  high  incidence  of  allergic 
diseases,  but  there  is  no  doubt  that  they 
are  increasing  as  a result  of  drug  re- 
actions ; especially  those  following  the  in- 
jection of  penicillin  and  other  injectable 
antibiotics.  Every  physician  should  be 
familiar  with  the  management  of  these 
cases  because  prompt  treatment  can  be 
the  determining  factor  between  life  or  a 
fatality.  Despite  the  addition  of  many 
new  drugs  to  the  available  armamentar- 
ium, the  mortality  rate  from  these  emer- 
gencies is  increasing  alarmingly.  A criti- 
cal evaluation  of  the  present  methods  of 
treatment  is  clearly  indicated. 

The  following  conditions  will  be  con- 
sidered : status  asthmaticus,  angio-edema 
and  ui’ticaria,  serum  sickness,  anaphylac- 
toid reactions  and  contact  dermatitis. 

!^T.\TrS  ASTIIM.VTICrS 

Status  asthmaticus  is  a severe  asthma 
which  persists  for  twenty-four  hours  or 
longer  and  is  not  relieved  by  epinephrine 
or  similar  drugs. ^ The  causes  of  an  attack 
of  this  type  are  numerous  and  do  not  come 
within  the  scope  of  this  paper.  Since 
epinephrine  does  not  afford  relief,  spasm 
of  bronchial  musculature  is  not  an  im- 
portant feature.  The  pathologic  changes 
to  be  considered  are  edema  of  bronchial 
mucous  membrane,  bronchial  or  bronchiol- 
ar  mucous  plugs  and  dehydration. 

Treatment : Someone  facetiously  re- 

marked, “Asthmatics  seldom  die  without 
the  aid  of  a physician.”  This  exaggerated 
statement  should  be  a warning  not  to  over- 
treat. 

Treatment  should  be  symptomatic  as 
well  as  specific.  During  the  state  of 
emergency,  elimination  of  known  or  sus- 
pected causes  of  the  attack  should  be  car- 
ried out.  Other  specific  measures  must  of 
necessity  be  postponed  until  the  acute 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
iiijr  of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 


symptoms  have  subsided ; consequently, 
they  will  not  be  discussed. 

Symptomatic  Treatment  should  be  di- 
rected along  the  following  lines: 

1.  Reassurance,  Rest  and  Sedation: 
Every  patient  in  status  asthmaticus  is  ap- 
prehensive and  fatigued,  which  is  often 
made  worse  by  the  excitement  of  family 
and  friends.  Reassurance,  calmness  and 
deliberate  action  on  the  part  of  the  physi- 
cian usually  have  a beneficial  effect.  This 
alone  may  suffice  to  break  the  vicious 
cycle  and  little  or  no  other  treatment  may 
be  needed.  In  many  instances,  additional 
measures  will  be  needed  and  it  is  best  to 
hospitalize  the  patient.  This  removes  the 
patient  from  environmental  factors,  which 
may  be  extremely  important,  and  at  the 
same  time  affords  the  physician  an  oppor- 
tunity to  carry  out  necessary  procedures 
without  excitement.  Little  things  are  im- 
portant. Even  the  proper  adjustment  of 
the  hospital  bed  may  contribute  much  to 
the  comfort  of  the  patient. 

Mild  Sedation  is  usually  beneficial.  Bar- 
biturates are  excellent  if  one  is  positive 
that  sensitivity  does  not  exist.  If  in  doubt, 
chloral  hydrate  is  the  drug  of  choice  since 
sensitivity  to  it  is  extremely  rare.  As- 
pirin is  very  beneficial.  It  not  only  allays 
pain  and  discomfort  but  relieves  edema. 
If  the  patient  is  sensitive  to  aspirin  and 
related  drugs,  amidopyrine  should  be  sub- 
stituted. Drugs  which  suppress  cough  and 
cause  drying  of  the  bronchial  mucous 
membrane  should  not  be  used.  This  in- 
cludes all  narcotics  as  well  as  demerol.  It 
is  well  known  that  these  drugs  have  con- 
tributed greatly  to  the  increased  mortality 
rate  from  asthma. 

2.  Fluids,  Water  - electrolyte  Balance, 
Nutrition  and  Diuresis:  Every  asthmatic 
soon  learns  that  the  intake  of  food  or 
water  causes  an  increase  in  dyspnea ; con- 
sequently, if  the  attack  has  been  long  the 
paradox  of  general  dehydration  with 
bronchial  edema  exists.  Most  of  the  symp- 
toms are  caused  by  bronchial  edema  and 
mucus  plugs.  Dehydration  causes  mucus 
plugs  to  become  more  tenacious.  It  is  evi- 
dent that  both  conditions  must  be  treated. 
At  the  same  time  nourishment  should  be 
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furnished.  It  is  estimated  that  a patient 
in  severe  asthma  will  lose  2500  cc.  of 
fluid  per  twenty-four  hours  in  the  form 
of  sweat,  water  vapor,  and  urineh  To  re- 
place this  loss,  1000  cc.  of  fluid  should  be 
given  intravenously  every  eight  hours  un- 
til the  patient  is  able  to  take  fluid  orally. 
At  the  same  time  edema  must  be  com- 
bated. Edema  is  not  a problem  of  water. 
It  is  a problem  of  salt  and,  more  specifi- 
cally, sodium.-  During  the  acute  attack  a 
patient  in  status  loses  large  quantities  of 
salt  through  sweating.  He  takes  very  little 
or  no  salt  by  mouth.  Most  writers  recom- 
mend 5 per  cent  dextrose  in  distilled  water 
for  the  treatment  of  status  asthmati- 
cus.’  '*-^  I believe  that  this  is  a mistake. 
In  my  opinion,  10  per  cent  dextrose  should 
be  used  to  restore  acid-base  equilibrium, 
to  restore  glycogen  in  liver  and  to  stimu- 
late diuresis.  Unless  the  patient  is  taking 
cortisone  or  ACTH,  it  should  be  given  in 
physiological  saline.  This  replaces  salt  pre- 
viously lost  and  prevents  salt  dilution 
from  the  additional  fluid  being  given. 
Aminophylline,  0.25  (3-54  grains),  should 
be  added  to  the  infusion.  I seldom  use  0.5 
gram  (7V->  grains)  as  it  frequently  causes 
great  discomfort.  The  action  of  amino- 
phylline is  debatable.  Apparently  it  is  a 
diuretic  and  is  very  efficient  in  relieving 
bronchial  edema.  In  addition  to  these 
diuretics,  I usually  give  acetazoleamide 
(diamox),  250  mg.,  daily.  Before  this 
drug  was  available,  I did  not  hesitate  to 
give  mercurial  diuretics.  As  soon  as  the 
patient  is  able,  foods  and  liquids  are  given 
orally.  The  foods  should  be  soft  and  those 
that  are  known  to  be  tolerated  well  by 
the  patient.  Liquids  should  not  be  iced. 

3.  Oxygenation  of  Blood — Removal  of 
Mucvs  Plugs:  Oxygen  should  be  used  if 
the  patient  is  cyanotic.  It  is  best  given 
by  nasal  catheter  rather  than  by  oxygen 
tent.  The  oxygen  tent  often  gives  the  pa- 
tient the  sensation  of  being  shut  in.  When 
oxygen  is  given  it  should  be  humidified 
and  at  room  temperature.  The  concentra- 
tion should  be  about  30  per  cent  and 
should  not  exceed  40  per  cent.  As  you 
know,  oxygen  in  strong  concentration  may 
cause  the  patient  to  go  into  a coma  due 


to  carbon  dioxide  retention  in  tissues.^’ 
Respiration  may  be  depressed  for  the  same 
reason.  Oxygen  in  strong  concentration 
may  also  cause  the  removal  of  nitrogen 
from  the  paranasal  sinuses  and  middle 
ears  producing  a vacuum  type  of  pain.  It 
may  cause  tracheal  and  bronchial  irrita- 
tion. 

Oxygenation  of  blood  is  best  accom- 
plished by  relieving  edema,  which  has 
been  discussed,  and  by  removal  of  mucus 
plugs.  Supplying  adequate  fluids  facili- 
tates the  removal  of  mucus  plugs.  This 
can  be  enhanced  by  the  use  of  iodides. 
The  iodide  ion  is  excreted  by  the  bronchial 
mucosa  which  is  accompanied  by  a weep- 
ing or  bronchorrhea.  This  causes  the 
plugs  to  be  less  tenacious,  allowing  them 
to  be  coughed  up.  I prefer  to  give  po- 
tassium iodide  in  doses  of  20  drops  to  a 
teaspoonful  of  saturated  solution  in  water 
three  times  daily,  but  syrup  of  hydriodic 
acid  or  sodium  iodide  may  be  used. 

4.  Other  Measures:  By  definition,  sta- 
tus asthmaticus  is  not  relieved  by  epine- 
phrine and  similar  drugs.  This  is  not  be- 
cause the  patient  is  “epinephrine-fast” 
but  it  is  due  to  the  fact  that  bronchiolar 
spasm  is  not  an  important  feature  of  the 
case.  Later  in  the  course  of  treatment 
epinephrine  may  be  veiy  useful.  I believe 
the  maximum  dose  should  not  exceed  0.2 
cc.  of  1:1000  dilution.  It  may  be  repeated 
often,  but  when  the  patient  has  blanching 
about  the  mouth,  a coarse  tremor  of  hands, 
or  both,  full  therapeutic  effects  are  being 
obtained  and  additional  epinephrine  will 
only  add  to  the  discomfort  of  the  patient. 

Isopropylarteronal  (isuprel,  isonorin, 
aludrine)  by  aerosol  is  said  to  be  effective 
in  some  cases  even  though  epinephrine 
does  not  afford  relief.  My  experience  with 
this  drug  has  been  limited  and  the  results 
not  encouraging.  Certainly,  infection 
should  be  treated  as  soon  as  it  is  recog- 
nized but  antibiotics  should  not  be  given 
unless  there  is  a definite  indication. 

ACTH  and  cortisone  are  seldom  needed 
in  the  treatment  of  status  asthmaticus. 
Both  are  dangerous  drugs  and  should  not 
be  used  promiscuously.  In  rare  instances 
they  may  be  indicated.  ACTH  is  the  drug 
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of  choice.  It  acts  more  quickly  than  cor- 
tisone. However,  it  should  be  remembered 
that  ACTH  may  produce  anaphylactic 
shock  or  urticaria  and  angio-edema.  It 
has  other  undesirable  effects  and  should 
be  discontinued  as  soon  as  possible.  Cor- 
tisone, even  in  small  doses,  may  produce 
adrenal  atrophy.  These  symptoms  usually 
subside  in  about  three  weeks  but  at  times 
they  may  become  alarming  and  may  per- 
sist for  a much  longer  period  of  time. 
Adrenal  cortical  atrophy  causes  one  to 
stand  stress  poorly  which  is  bad  for  an 
asthmatic. 

5.  Common  Procedures  Which  Should 
Be  Avoided:  Antihistamines  are  contra- 

indicated because  of  the  drying  effect  on 
the  bronchial  mucous  membrane  which 
causes  mucus  plugs  to  become  more  tena- 
cious. 

Ether  and  oil  by  rectum  is  advocated 
by  many,  however,  the  patient  has  diffi- 
culty in  retaining  it.  The  amount  which 
will  be  absorbed  is  uncertain  and  there  is 
always  danger  of  producing  a severe  burn. 
After  extensive  trial  in  my  own  practice 
several  years  ago,  I was  impressed  by  the 
fact  that  it  frequently  did  more  harm 
than  good. 

Aminophylline,  orally  or  by  rectum, 
should  not  be  used  in  the  treatment  of 
status.  The  rate  of  absorption  and  the 
amount  of  absorption  are  too  indefinite. 
However,  aminophylline  by  rectum  may 
be  very  useful  in  preventing  nocturnal  at- 
tacks of  asthma. 

Bronchoscopic  removal  of  mucus  plugs 
is  seldom  necessary  if  the  procedures  out- 
lined above  are  followed.  If  removal  of 
mucus  plugs  is  done  in  this  manner  the 
results  ai’e  usually  disappointing. 

Fever  production  with  piromen,  typhoid 
bacilli  and  other  forms  of  foreign  protein 
is  of  little  or  no  value  and  there  is  danger 
of  producing  a severe  reaction  in  an  acute- 
ly ill  subject. 

The  intravenous  administration  of  pro- 
caine, alcohol,  and  epinephrine  is  too  dan- 
gerous to  warrant  discussion. 

Thorazine  is  being  given  extensively  to 
allay  nervousness  in  patients  with  status 
asthmaticus  and  other  forms  of  allergy. 


In  view  of  the  fact  that  it  may  produce 
shock,  jaundice,  fever,  grippe-like  symp- 
toms, and  dermatitis,  its  use  for  cases  of 
this  type  seems  to  be  premature  and  is  to 
be  deplored. 

Oxygen  and  helium  increase  cost  to  the 
patient  and  are  not  superior  to  oxygen 
alone. 

ANGIO-EDEMA  AND  UKTICAUIA 

Angio-edema  and  urticaria  are  con- 
sidered together  since  the  pathogenesis  is 
the  same.  Angio-edema  occurs  in  deep 
tissues;  whereas,  urticaria  occurs  in  the 
outer  layers  of  the  cutis.  The  two  condi- 
tions may  occur  together  or  they  may 
occur  separately.  The  causes  of  these  con- 
ditions are  varied.  They  are  true  allergic 
phenomena.  Nervousness  and  emotional 
stress  may  be  contributing  factors  but  not 
the  cause.  The  most  common  causes  are : 
foods,  drugs,  infections,  intestinal  para- 
sites, trichinosis,  malaria,  and  occasionally 
inhalants,  contactants,  and  physical  agents. 
It  is  not  within  the  scope  of  this  paper  to 
go  into  detail  concerning  the  determina- 
tion of  etiological  factor  nor,  is  it  within 
the  scope  of  this  paper,  to  discuss  mild 
cases.  We  are  concerned  with  the  relief 
of  severe  attacks  which  may  be  of  short 
duration  or  of  long  duration. 

The  first  problem  is  to  relieve  edema, 
itching,  burning,  and  pain.  Epinephrine 
(1:1000)  is  the  drug  of  choice.  It  should 
be  given  subcutaneously  in  small  doses, 
usually  not  more  than  0.2  cc.  It  may  be 
repeated  often.  Blanching  about  the  mouth 
or  a coarse  tremor  indicates  full  therapeu- 
tic effect  and  the  drug  should  not  be  re- 
peated until  these  symptoms  subside. 
Ephedrine  and  ephedrine-like  drugs  may 
be  beneficial  and  may  prolong  the  effects 
of  epinephrine.  If  the  case  is  of  short 
duration  the  antihistamines  may  be  bene- 
ficial since  they  frequently  relieve  sub- 
jective symptoms  and  may  relieve  edema. 
If  the  case  has  persisted  for  several  hours 
or  more  it  is  my  experience  that  anti- 
histamines are  almost  valueless. 

As  soon  as  epinephrine  has  been  given, 
1000  cc.  of  10  per  cent  dextrose  in  physio- 
logical saline  is  given  slowly,  intravenous- 
ly. Aminophylline,  0.25  gram  (3%  grains). 
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should  be  added  because  of  its  effect  on 
edema.  This  is  repeated  every  eight  hours. 
Cold  starch  or  aveeno  packs  are  applied 
to  the  body.  As  soon  as  the  infusion  is 
completed,  a cool  starch  or  aveeno  bath 
may  be  more  beneficial  than  packs.  If 
tolerated,  aspirin  is  given  at  frequent  in- 
tervals. Amidopyrine  should  be  substi- 
tuted if  the  patient  cannot  tolerate  as- 
pirin. Barbiturates  should  be  given  if 
tolerated ; if  not,  chloral  hydrate  should 
be  given.  Within  a relatively  short  time 
a saline  laxative  is  administered.  Aceta- 
zoleamide  (diamox),  250  mg.,  should  be 
given. 

Food  and  drugs  to  which  the  patient  is 
known  to  be  sensitive  should  be  avoided. 
A soft  diet  is  given  and  the  patient  is  en- 
couraged to  eat  sweets. 

ACTH  and  cortisone  have  been  used  ex- 
tensively during  the  past  few  years. 
ACTH  is  the  drug  of  choice,  although  oc- 
casionally it  increases  symptoms.  As  pre- 
viously mentioned,  both  drugs  are  poten- 
tially dangerous  and  should  be  used  only 
after  due  consideration. 

Procaine  administered  intravenously  is 
quite  effective  in  relieving  urticaria  and 
angio-edema  but  it  is  dangerous.  It  may 
cause  a sudden  vasomotor  collapse  and 
death. 

The  sodium  salt  of  dehydrocholic  acid 
(decholin  sodium)  has  been  recommended 
for  the  treatment  of  urticaria,  angio- 
edema  and  serum  sickness.  It  is  given 
orally  and  intravenously.  I have  given  the 
oral  preparation  to  patients  with  mild 
urticaria  and  have  not  observed  beneficial 
effects.  I have  not  given  the  drug  intra- 
venously to  urticarial  patients  because  in 
using  it  for  circulation  time  I found  it 
not  unusual  to  get  a severe  constitutional 
reaction. 

SEUfM  SICKNESS 

The  treatment  of  serum  sickness  is  the 
same  as  that  outlined  for  urticaria  and 
angio-edema.  It  is  mentioned  separately 
because  of  its  frequent  occurrence  follow- 
ing penicillin  injections.  It  may  appear 
after  the  first  dose  of  a drug.  It  is 
thought  that  antibodies,  formed  soon  after 


the  drug  is  injected,  unite  with  some  of 
the  drug  remaining  in  the  tissues.''  A pre- 
vious sensitizing  dose  is  not  needed;  con- 
sequently, skin  testing  is  of  no  value  in 
predicting  which  person  will  develop 
serum  sickness. 

A N A 1>  1 1 Y L A C T O I D 1 1 E A C T I o N S 

Severe  systemic  reactions  to  drugs  or 
allergenic  extracts  occur  within  a few 
minutes  after  administration.  For  this 
reason  the  cause  is  usually  known.  Such 
a reaction  may  occur  following  the  injec- 
tion of  most  any  drug  and  it  sometimes 
occurs  following  the  oral  administration 
of  a drug.  Penicillin  and  allergenic  ex- 
tracts account  for  the  majority  of  severe 
reactions.'’  The  reactions  can  be  prevented. 
A skin  test  can  be  done  with  penicillin, 
using  10  units  of  penicillin  per  cc.'^  because 
antibodies  are  in  the  blood  from  a pre- 
vious sensitizing  dose.  Care  in  the  dosage 
and  administration  of  allergenic  extracts 
will  prevent  reactions  from  this  source. 

Treatment  should  be  carried  out  im- 
mediately but  without  excitement.  If  the 
drug  was  injected  into  an  extremity,  ap- 
ply a tourniquet  above  site  of  injection. 
Inject  0.2  cc.  of  epinephrine  (1:1000)  in 
opposite  arm.  Inject  0.2  cc.  at  site  of  in- 
jection of  drug  to  cause  vasoconstriction 
and  delayed  absorption  of  drug.  Repeat 
the  injection  of  epinephrine  every  twenty 
minutes  if  necessary  for  relief.  An  anti- 
histamine should  be  given  intravenously. 
Benadryl  in  doses  of  60  to  100  mg.  is  very 
effective  or  decapryn  in  doses  of  20  to  60 
mg.  This  should  be  followed  in  a short 
time  by  aminophylline,  intravenously,  0.25 
gram,  given  slowly.  Patients  who  go  into 
shock  and  become  cyanotic  should  be  given 
oxygen.  They  should  have  intravenous 
fluids  such  as  dextrose,  blood  or  plasma. 

CONTACT  DERMATITIS 

Contact  dermatitis  is  not  often  an  emer- 
gency but  when  it  does  become  acute  it 
can  be  very  troublesome  and  the  patient 
can  be  very  uncomfortable.  Treatment 
consists  of  cool  baths,  intravenous  dextrose 
in  physiological  saline,  antihistamines,  as- 
pirin, barbiturates  and  sometimes  ACTH 
or  cortisone. 
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SUMMAUY 

A conservative  plan  of  treatment  for 
status  asthmaticus,  angio-edema  and  ur- 
ticaria, serum  sickness,  anaphylactoid  re- 
actions and  contact  dermatitis  has  been 
outlined.  It  has  been  suggested  that  10 
per  cent  dextrose  in  physiological  saline 
be  used  in  the  treatment  of  these  condi- 
tions rather  than  5 per  cent  dextrose  in 
distilled  water  which  is  in  common  usage. 
The  reasons  for  this  change  are  discussed. 

Objectionable  methods  of  treatment  in 
common  usage  are  mentioned. 
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RIDLEY  LENS  IMPLANT; 

. CASE  REPORT* 

C.  B.  FLINN,  M.  D. 

Monroe 

In  March  1952,  Harold  Ridley’s  report 
of  27  cases  in  which  he  re-placed  the 
cataractous  lens  with  an  acrylic  plastic 
lens,  stirred  the  imagination  of  all  oph- 
thalmologists who  had  ever  performed  a 
simple  cataract  extraction.  Here  was  the 
answer  to  the  enlarged  image  that  so  reg- 
ularly disappointed  the  aphakic  patient 
despite  perfect  vision  as  a consequence  of 
a flawless  technique.  The  operator  may 
have  attempted  to  explain  this  phenome- 
non prior  to  surgery  but  the  obvious  dis- 
appointment and  period  of  adjustment 
was  usually  necessary,  nonetheless.  This 
new  operation  offered  a possible  way  to 
achieve  binocular  vision  through  a lack  of 
aniseikonia.  The  heavy  lenses  and  the  de- 

*  Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 


creased  field  of  useful  vision  would  be 
unknown. 

With  this  in  mind  the  following  case 
was  carefully  selected  and  the  permission 
to  do  a somewhat  experimental  procedure 
was  obtained : 

CASE  REPORT 

E.  Z.  M.  colored  female  age  75  years,  was  first 
seen  April  30,  1953,  and  gave  a history  of  grad- 
ual decrease  of  vision  for  the  previous  two  years. 
There  had  been  no  pain,  no  redness  of  the  eyes 
and  no  history  of  injury  or  chronic  systemic  dis- 
ease. She  denied  any  symptoms  such  as  chronic 
cough,  allergy,  or  bleeding  tendency.  Her  family 
physician  reported  her  . blood  pressure  to  be 
110/70,  and  heart  and  lungs  were  normal.  No 
abnormal  findings  were  reported  from  the  exami- 
nation of  blood  which  included  serology,  and 
urine. 

Vision  at  this  date  was,  right  eye:  light  per- 
ception only  with  good  light  projection  and  red- 
green  vision;  left  eye  20/100  and  Jaeger  14  at 
6 inches.  Corrective  lenses  added  little  except  to 
give  better  near  vision.  Slit-lamp  examination 
showed  the  right  lens  to  have  a completely  ma- 
ture cataract  and  the  left  lens  to  be  immature. 
The  intra-ocular  tension  was  16  mm.  mercury  in 
both  eyes  by  the  Schiotz  tonometer. 

By  October  13,  1953,  the  vision  in  the  left  eye 
had  dropped  to  20/200.  Operation  on  the  right 
eye  was  advised  and  scheduled  for  October  22, 
1953.  Conjunctival  cultures  were  negative  but 
the  patient  was  given  an  antibiotic  ointment  to  be 
used  in  the  right  eye  three  times  a day  for  one 
week  prior  to  surgery. 

A standard  extra-capsular  linear  extraction  was 
done,  except  for  a careful  removal  of  as  much  of 
the  anterior  portion  of  the  capsule  as  possible, 
followed  by  irrigation.  Peripheral  iridectomy  and 
pre-placed  black  silk  continuous  corneal-scleral 
sutures  were  used.  The  aciylic  lens,  sterilized  in 
zepheran  solution  and  rinsed  in  saline,  was  intro- 
duced by  forceps  and  teased  into  position  with 
an  iris  repositor.  Eserin  and  aureomycin  oint- 
ments were  used  in  the  dressing. 

There  was  no  complaint  of  excessive  pain  so 
atropine  was  not  used  until  November  4,  1953, 
when  the  sutures  were  removed.  At  this  time 
evidence  of  an  iritis  plus  pigment  and  cellular 
deposits  on  the  acrylic  lens  was  noted.  The  cor- 
nea was  clear  and  only  mild  flare  was  present. 
Cortisone  suspension  was  added  to  this  medica- 
tion in  the  form  of  drops. 

On  December  16,  1953,  the  pupil  was  so  nearly 
occluded  that  it  was  necessary  to  introduce  a 
Zeigler  knife  and  actually  “scrape”  the  plastic 
surface  and  separate  a few  posterior  synechiae. 
Cortisone  and  atropine  were  continued  and  the 
pupillary  area  remained  relatively  deal’. 

January  6,  1954:  Best  vision  obtained  with  a 
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minus  4.00  diopter  cylinder  axis  115,  was  20/50. 

May  5,  1954:  The  eye  was  quiet  though  pig- 

ment deposits  remained  on  the  lens  and  a few 
keratitic  percipitates  appeared  on  the  corneal  epi- 
thelium. With  a plus  1.00  sphere  combined  with 
a minus  3.50  cylinder  axis  110,  vision  was  20/30 
plus. 

DISCUSSION 

Obviously,  this  is  not  the  safest  pro- 
cedure in  cataract  surgery.  The  patient 
was  senile  and  would  have  had  some  re- 
action with  this  type  of  extra-capsular 
removal,  but  this  was  certainly  a com- 
bination of  lens  material  and  foreign  body 
reaction.  The  unusual  amount  and  axis 
of  the  astigmatism  may  have  been  due,  in 
part,  to  a tilting  of  the  plastic  lens,  al- 
though it  appeared  perfectly  placed  by 
microscopic  examination.  The  patient  is 
happy  with  the  present  acuity  and  has 
never  complained  of  distortion  or  magnifi- 
cation of  objects. 

Ridley,  reporting  60  cases  before  the 
Academy,  in  Chicago,  October  1952,  stated 
that  50  per  cent  of  his  patients  had  20  30 
or  better  vision.  This  does  compare  favor- 
ably with  other  and  much  larger  series  of 
the  old  extra-capsular  operations.  Five  of 
Ridley’s  cases  have  had  a difference  in 
refraction  of  4 diopters  or  more,  proving 
that  aniseikonia  was  not  always  elimi- 
nated. 

Subluxation  of  the  plastic  lens  was  not 
listed  as  a complication,  although  it  may 
conceivably  be  one.  One  writer,  through 
fear  of  this,  has  devised  a stainless  steel 
wire  attachment  to  be  left  imbedded  in 
the  cornealscleral  wound. 

It  may  well  be  that  in  the  future  a 
more  innocuous  plastic  material  may  be 
developed  and  a more  accurate  method  of 
placement  of  the  lens  may  be  found,  but 
until  that  time  the  Ridley  operation  should 
be  reserved  for  the  selected  case  who  must 
undertake  a great  risk  to  gain  a very 
small  advantage.  This  advantage  is  fur- 
ther reduced  by  the  lower  average  visual 
acuity  obtained. 
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DISCUSSION 

Dr.  George  M.  Haik  (New  Orleans)  : The  use 
of  the  Ridley  aci’ylic  implant  in  cataract  surgery 
became  known  to  both  profsesion  and  public  in 
America  by  way  of  articles  in  the  lay  press. 
Scientific  observations  in  British  medical  jour- 
nals became  available  shortly  afterward,  but  the 
introduction  was  unfortunate.  It  is  the  excep- 
tional ophthmologist  who,  since  then,  has  not  been 
importuned  by  patients  with  cataracts  who  have 
heard  of  the  operation  by  way  of  these  popular 
articles  or  who,  later,  saw  it  on  television  and 
who  want  it  performed  on  themselves. 

To  date  I have  acceded  to  none  of  these  re- 
quests, and  it  is  with  a good  deal  of  hesitancy 
that  I rise  to  speak  about  an  operation  which  I 
have  not  performed  and  which,  unless  I suffer  a 
complete  reversal  of  convictions,  I am  unlikely  to 
perform. 

Mr.  Ridley’s  recent  report,  which  concerns  some 
140  cases,  might  seem  to  convince  the  most  skep- 
tical of  the  value  and  safety  of  this  procedure, 
but  I remain  unconvinced.  When  Dr.  Vail,  in 
1952,  discussed  Mr.  Ridley’s  remarks  before  the 
American  Academy  of  Ophthalmology,  he  said 
that  he  was  agreeable  to  being  called  a reaction- 
ary because  he  opposed  the  operation.  He  paid 
tribute,  as  we  all  must,  to  the  ingenuity,  courage 
and  skill  of  the  author,  and  to  his  scientific  in- 
tegrity. He  felt,  however,  that  in  spite  of  Mr. 
Ridley’s  remarkably  successful  run  of  cases — 
now  double  the  number  he  reported  then — this 
was  still  an  operation  “of  considerable  reckless- 
ness.’’ In  his  opinion  the  hazards  still  far  ex- 
ceeded the  little  to  be  gained  in  the  way  of 
ocular  comfort  for  the  patient  and  the  question- 
able advantage  of  obtaining  binocular  vision  at 
such  a risk. 

I am  afraid  I am  in  complete  agreement  with 
Dr.  Vail.  As  he  says,  there  are  enough  compli- 
cations in  the  classical  operation  to  keep  us  awake 
at  night.  Futhermore,  to  quote  Goar,  a cataract 
operation  is  a major  procedure  to  both  patient 
and  surgeon,  and  one  to  be  undertaken  only  after 
cai-eful  and  prayerful  consideration. 

The  Ridley  implantation  operation,  as  Mr.  Rid- 
ley specifies,  must  not  be  performed  by  the  intra- 
capsular  technique.  In  7 of  the  10  cases  in  which 
he  used  this  technique,  the  implant,  although  it 
was  inserted  without  difficulty,  underwent  spon- 
taneous and  usually  gradual  dislocation  into  the 
base  of  the  vitreous  chamber.  In  3 of  8 cases 
in  which  the  posterior  capsule  was  removed  acci- 
dentally in  the  course  of  planned  extracapsular 
extraction  the  same  accident  happened,  but  more 
promptly. 

These  results  convinced  Mr.  Ridley  that  intra- 
capsular  extraction  and  implantation  of  his  acryl- 
ic lens  were  not  compatible.  He  now  limits  the 
use  of  the  lens  to  the  extracapsular  technique. 
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His  expeiTGiicc  in  140  odd  cssos  lias  boon  that 
when  the  posterior  lens  capsule  has  not  been 
damaged  at  operation,  the  lens,  in  the  absence  of 
trauma,  will  remain  in  place. 

What  interests  me  most  in  IMr.  Ridley’s  reports 
is  the  complications  he  lists.  In  his  1952  address 
before  the  American  Academy  of  Ophthalmology' 
he  stated  that  90  per  cent  of  his  cases  had  pro- 
gressed smoothly.  In  his  1954  report,  while  he 
does  not  state  specific  figures,  he  seems  to  be 
continuing  what  I can  only  tenn  the  same  run 
of  luck.  He  has  had  no  instance  of  sympathetic 
ophthalmia  in  his  series;  most  of  us  could  not 
hope  to  be  so  fortunate.  He  has,  apparently  suf- 
fered only  three  really  serious  postoperative 
complications,  as  follows : 

1.  Iritis.  This  he  considers  the  result  of  sur- 
gical trauma  and,  perhaps,  leaving  a little  cor- 
tex adherent  to  capsular  tags.  I am  interested 
that  Dr.  Flinn’s  patient  suffered  this  complica- 
tion, and  that  he  regards  it  as  due  to  a combina- 
tion of  foreign  body  reaction  and  the  presence  of 
lens  material.  Ridley’s  expei'ience  convinced  him 
that  fair  vision  might  be  expected  within  a 
month,  and  good  visual  acuity  within  three 
months,  in  the  majority  of  cases  in  which  this 
complication  appeared. 

2.  Occlusion  of  the  pupil.  This  is  a result  of 
a dense  inflammatory'  membrane,  which  is  par- 
ticularly prone  to  develop  if  the  pupil  has  been 
allowed  to  constrict.  It  is  managed  by  secondary 
surgery'  when  ii'itis  has  ceased  to  be  active.  The 
results  of  division  of  the  membrane  and  the  use 
of  mydricaine  and  cortisone  were  dramatic  in 
Ridley’s  cases,  vision  of  6/12  usually  being  at- 
tained within  a week,  with  further  improvement 
to  be  expected  later. 

3.  Glaucoma.  The  slight  temporary  rise  of 
tension  encountered  in  a few  cases  readily  re- 
sponded to  miotics,  and  a drainage  operation  was 
necessary  in  only  1 case,  in  which  the  original 
cataract  surgery  had  been  extremely  defective. 
Secondary  glaucoma  encountered  in  4 other  cases 
responded  to  peripheral  iridotomy. 

This  is  a highly  favorable  picture.  Dr.  Flinn’s 
patient  emerged  well  from  her  complicating  iritis. 
But  proof  is  still  lacking  that  acrylic  implants 
are  harmless.  This  proof  can  come  only  with 
the  passage  of  time  and  with  histologic  study'  of 
eyes  in  which  the  procedure  has  been  carried  out. 
Few  such  reports  now  exist,  and  these  have  at- 
tracted little  attention.  In  1953,  Dr.  Theobald 
was  able  to  examine  such  a specimen.  It  showed 
an  inflammatory  reaction  in  the  iris  and  con- 


nective-tissue membrane,  in  answer,  as  she  ex- 
pressed it,  to  the  “insult”  of  the  irritating  acryl- 
ic lens  which  had  been  implanted  several  weeks 
earlier.  This  and  similar  reports  should  be  rec- 
ollected when  the  temptation  arises  to  use  the 
Ridley  technique. 

I think  all  of  us  will  agi-ee  with  Mr.  Ridley 
that  correction  of  an  aphakic  eye  by  the  ordinary 
spectacle  lens  has  grave  disadvantages.  The 
image  is  unnaturally  magnified.  Acuity  is  good 
only  through  the  optic  center  of  the  lens.  Oblique 
views  cause  distortion  and  apparent  displacement 
of  objects.  The  usual  visual  field  is  limited. 
Finally,  accommodation  is  minimal.  With  the 
implantation  technique  accommodation  is  not  im- 
proved, but  otherwise,  according  to  Mr.  Ridley, 
the  acrylic  lens  restores  natural  sight  through- 
out the  full  visual  field,  sight  which  is  often  as 
good  as  that  of  the  normal  presbyopic  eye  in 
which  accommodation  has  been  lost.  In  his 
experience  many'  patients  prefer  binocular  vision, 
with  acuity  of  6/12  or  thereabouts,  to  better  uni- 
ocular vision  in  one  or  the  other  of  an  incom- 
patible pair  of  ey'es.  Dr.  Flinn  has  mentioned 
that  his  patient  is  happy'  with  the  acuity 
achieved  for  her. 

Mr.  Ridley’s  present  feeling  is  that  the  im- 
plantation technique  he  has  devised  is,  to  use 
his  own  term,  “unrivaled”  for  uniocular  cataract 
and  may  well  prove  to  be  the  ultimate  treatment 
for  it,  chiefly  because  binocular  vision  is  re- 
stored. Its  advantages  in  senile  cataract  are  more 
debatable  because  the  ordinary  classical  operation 
supplies  the  two  things  patients  most  need, 
namely',  the  ability  to  go  about  alone  and  the 
ability  to  read.  In  his  latest  report  he  says  that 
only  time  w'ill  tell  whether  in  cases  of  bilateral 
cataract  the  optical,  cosmetic,  and  psychologic 
advantages  will  outweigh  the  disadvantages  of 
extra  complications-  and  slower  recovery  of  sight 
as  compared  with  the  classical  technique.  He 
thinks  that  the  evidence  to  date  already'  points 
to  this  conclusion.  He  warns,  however,  that  when 
this  operation  is  used,  both  surgeon  and  patient 
are  nlaving  for  higher  stakes,  and  that  faults 
ai’e  more  heavily  penalized  than  they'  are  when 
plain  extraction  is  done. 

All  of  this  is  no  doubt  true.  I congratulate 
Dr.  Flinn  on  the  end  results  he  has  secured. 
None  the  less,  I shall  continue,  for  the  present, 
at  least,  to  hold  to  Dr.  Vail’s  policy:  Even  if 

patients  are  willing  to  take  the  chance  that  this 
operation  may  hold  for  them,  I am  unwilling  to 
submit  them  to  it,  for  they  can  have  no  true 
conception  of  its  real  hazards. 
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YELLOW  FEVER  AGAIN  THREATENS 
THE  SOUTHERN  HALF  OF  THE 
UNITED  STATES 

“Wherefore,  let  him  that  thinketh  he 
standeth  take  heed  lest  he  fall.”  (I  Corin- 
thians 10:12).  This  quotation  from  Scrip- 
ture applies  accurately  to  the  attitude 
towards  yellow  fever  in  the  southern  half 
of  the  United  States.  The  threat  that  now 
exists  is  one  concerning  which  we  should 
all  take  heed  lest  we  fall  into  a series  of 
epidemics  and  disasters  which  yellow  fever 


has  produced  in  this  geographical  area 
through  many  centuries. 

The  spectacular  work  of  the  Yellow 
Fever  Commission  in  the  latter  part  of 
the  last  century  produced  a clear  cut 
picture  of  the  transmission  of  the  disease 
in  this  area.  The  practical  application  of 
these  findings  was  demonstrated  by  Gor- 
gas,  in  preparing  for  construction  of  the 
Panama  Canal.  Following  this,  the  six 
day  incubation  period  of  the  disease  pro- 
vided time  for  inspection  and  quarantine 
to  exclude  the  entrance  of  persons  carry- 
ing yellow  fever  into  the  United  States 
and  thus  prevent  the  reappearance  of  ur- 
ban epidemics.  This  was  possible  even 
though  the  disease  - carrying  domestic 
mosquito,  Aedes  aegypti,  was  prevalent 
throughout  the  area  formerly  subject  to 
epidemics.  This  situation  of  comparative 
security  was  not  disturbed,  even  though 
the  airplane  shortened  travel  time,  and 
many  travellers  passed  beyond  quarantine 
before  the  expiration  of  the  six  day  incu- 
bation period.  The  reason  for  this  was 
that  there  was  no  yellow  fever  to  bring 
in  except  from  the  west  coast  of  Africa, 
and  possibly,  from  some  areas  in  Brazil. 
An  urban  epidemic  of  yellow  fever  ap- 
peai’ed  in  Rio  de  Janiero  in  1928-1929. 
Following  this,  energetic  measures  on  the 
part  of  the  Brazilian  government  eradi- 
cated the  Aedes  aegypti  mosquito  from 
that  country.  In  the  meantime,  the  whole 
yellow  fever  situation  has  been  altered  by 
a series  of  developments,  not  previously 
anticipated,  and  now  the  situation  is  one 
of  much  concern. 

It  appears  that  jungle  or  sylvan  yellow 
fever  has  existed  in  portions  of  Central 
America,  possibly  Colombia,  for  countless 
ages,  and  that  in  1948  a wave  appeared 
to  originate  in  eastern  Panama,  and  has 
been  moving  westward  and  northward 
through  Central  America  since  that  time. 
Recognition  of  this  type  of  yellow  fever 
has  depended  upon  a variety  of  researches 
and  has  been  made  possible  by  the  identi- 
fication of  the  typical  lesion  of  yellow 
fever  in  the  liver,  such  that  it  may  be 
recognized  in  monkeys  dying  in  the  areas 
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concerned.  The  vector  in  this  sylvan  yel- 
low fever  is  not  the  Aedes  aegypti,  which 
is  a domestic  mosquito  living  in  and 
around  towns  and  human  habitations,  but 
a variety  of  forest  mosquito  spoken  of  in 
the  area  as  the  “blue  mosquito,”  breeding 
in  trees  below  the  2000  foot  contour,  and 
apparently  providing  the  means  for  the 
production  of  epizootic  activity  and  epi- 
demic outbreaks.  The  theory  is  advanced 
that  the  disease  has  been  active  in  this 
fashion  in  the  jungle  areas  of  Central 
America  through  the  ages.  Epidemics  are 
described  in  the  Malayan  Empire  before 
the  days  of  Cortez.  Invasion  of  the  coun- 
try by  Europeans  brought  the  Aedes  ae- 
gijpti  providing  the  means  for  extensive 
urban  epidemics.  Following  this,  presum- 
ably, the  urban  and  the  forest  areas  rein- 
fected each  other  to  produce  urban-sylvan 
and  sylvan-urban  transference  of  the 
virus.  This  condition  prevailed  until  the 
modern  era  of  sanitation  and  epidemic 
control. 

Sylvan  yellow  fever  appears  to  have 
been  subject  to  periods  of  quiescence  and 
activity  concerning  which  there  is  not 
complete  understanding  at  the  present 
time.  The  present  wave  has  been  ad- 
vancing at  the  rate  of  approximately  160 
miles  per  year.^  Its  advance  into  Costa 
Rica,  Nicaragua,  and  Honduras,  was  pre- 
dicted and  has  already  been  proven  ac- 
curate. Progression  into  Guatemala  is  an- 
ticipated for  the  current  year.  In  four 
years  more  the  wave  is  expected  to  reach 
the  area  just  north  of  Vera  Cruz.  Pana- 
ma, Nicaragua,  Costa  Rica  have  been  de- 
clared free  of  Aedes  aegypti,  but  from 
there  north  the  picture  changes.  Small 
infested  areas  are  found  in  El  Salvador 
and  Honduras,  and  a much  larger  one  in 
Guatemala.  The  aegypti  infested  area  con- 
tinues southerly  along  all  of  the  Atlantic 
and  Pacific  coastal  regions  of  Mexico, 
jutting  into  the  United  States  where  as 
yet  there  is  no  campaign  to  eradicate  the 
Aedes  aegypti  mosquito. 

Obviously,  if  sylvan  disease  advances  to 
points  along  the  Gulf  of  Mexico,  where 
A 'eges  aegypti  is  prevalent,  epidemics  be- 


come possible.  The  traveller  contracting 
the  disease  in  the  forest  area  may  trans- 
mit it  to  any  Aedes  aegypti  infested  zone. 
A line  drawn  from  Yuma,  Arizona,  to  the 
northeastern  corner  of  New  Mexico,  then 
across  the  country  to  the  Atlantic  at  the 
boundary  between  North  Carolina  and 
Virginia,  marks  the  northern  limit  of  the 
presence  of  the  urban  yellow  fever  mos- 
quito in  the  United  States.  That  embraces 
the  whole  southern  third  of  the  country 
which  has  been  declared  by  the  U.  S. 
Public  Health  Service  as  a “receptive 
area”  (i.e.,  open  to  the  introduction  and 
transmission  of  yellow  fever.) 

Specimens  of  the  “blue  mosquito”  that 
transmits  the  sylvan  yellow  fever  have 
been  found  within  300  miles  of  the  north- 
ern Mexican  border  in  the  Mexican  state 
of  Tamanliepas,  which  borders  on  Texas. 
Obviously  the  disease  may  be  feared  along 
the  eastern  coast  of  Mexico  and  the  threat 
of  its  spread  into  the  receptive  area  is  one 
of  grave  concern.  Two  recovery  cases  in 
human  patients  are  recognized  in  the 
vicinity  of  La  Ceiba,  Honduras,  in  August 
1954.  There  were  213  cases  of  yellow 
fever  in  the  San  Juan  de  Dios,  Hospital, 
San  Jose,  Costa  Rica,  in  1951-1952,  with 
56  deaths. 

It  is  stated  that  control  of  this  situation 
will  require  greater  energy  and  greater 
research  than  is  now  being  displayed.  It 
is  impossible  to  eradicate  the  sylvan  form 
of  disease.  Accordingly,  protection  of  the 
population  in  this  area  will  be  possible 
only  through  vaccination.  Protection  of 
travellers  by  vaccination  is  feasible.  Pre- 
vention of  the  urbanization  of  the  disease 
in  the  United  States  could  be  accomplished 
with  certainty  only  through  eradication  of 
the  Aedes  aegypti.  Energetic  measures 
accomplished  this  in  Brazil  whose  area  is 
greater  than  ours.  Prevention  of  infesta- 
tion of  our  vast  mosquito  population  can 
only  be  accomplished  by  its  destruction, 
and  this  should  be  done  before  1958. 

Elton  states  that  during  the  period  of 
viremia  man  is  infectious  to  mosquitoes 
and  that  in  man  the  virus  is  usually  neu- 
tralized before  the  fourth  day  of  the  dis- 
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ease.  Death  or  recovery  depends  upon  the 
severity  and  rapidity  of  the  involution  of 
the  liver  lesion  and  the  development  of  a 
hemoglobinuric  nephrosis.  Infection  is  fol- 
lowed by  hepatitis,  which  is  histologically 
typical;  this,  in  turn,  by  a prothrombin 
deficiency  and  hemorrhagic  diathesis. 
Hemoglobinuric  nephrosis  is  followed  by 
oliguria,  anuria,  and  uremia.  Mild  infec- 
tions may  exist  and  some  infections  may 
be  inapparent.  The  mortality  in  the  white 
population  of  Costa  Rica  in  classical  cases 
was  27.6  per  cent.  Death  occurred  from 


the  fourth  to  the  twenty-seventh  day,  with 
the  majority  on  the  sixth  to  the  eighth. 

From  these  various  considerations  it 
would  appear  that  the  threat  of  yellow 
fever  returning  to  the  Southern  States 
exists,  and  that  among  the  measures  by 
which  this  may  be  prevented,  a most  im- 
portant one  is  eradication  of  the  Aedes 
aegypti  in  this  area. 


’ Elton,  Norman  W. : Anticipated  progress  of 
yellow  fever  in  Guatemala  and  Mexico,  1955- 
1959,  Am.  J.  Pub.  Health  45:923,  (July)  1955. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


NATIONAL  LEGISLATION 

Again  with  Congress  closed  and  many  mem- 
bers in  their  home  districts,  I want  to  suggest 
that  you  get  in  touch  with  them.  Let  them 
know  how  the  profession  feels  about  certain 
legislation — and  why  . . . Defense  Department 
(see  S.  2720)  has  presented  Congress  with  a re- 
vised bill  for  the  medical  care  of  military  depen- 
dents, a subject  that  is  likely  to  get  serious  con- 
sideration next  session.  American  Hospital  Asso- 
ciation also  has  offered  its  dependent  care  plan, 
with  emphasis  on  Blue  Cross. 

CONGRESS  CLOSES  FIRST  SESSION  WITH 
MANY  HEALTH  BILLS  PENDING 

The  84th  Congress  wound  up  its  first  session 
August  2 after  a last-day  compromise  on  a 
grants  bill  to  aid  states  in  paying  for  Salk 
vaccine  programs  through  next  February  15. 
Three  days  previously  Senate  and  House  finally 
agreed  on  .$30  million  for  financing  of  inocula- 
tions, just  half  what  the  Senate  originally  had 
voted. 

Adjournment  found  two  medically  important 
bills  at  the  half-way  mark  in  Congress:  the  Hill- 
Bridges  $90  million  grants  bill  for  construction 
of  research  facilities  (passed  the  Senate  and 
pending  in  House  Interstate  Committee)  and  the 
Democratic-sponsored  national  compulsory  disa- 
bility insurance  plan  (passed  the  House  and 
pending  in  Senate  Finance  Committee)  . . . Still 
before  committees  but  with  hearings  completed 
are:  Jenkins-Keogh  tax  deferment  bills  and  fed- 
eral aid  to  medical  education. 

Other  bills  facing  Congress  on  its  return  in 
January:  aid  to  nursing  education,  dependent 


medical  care,  contributory  health  insurance  for 
federal  workers,  mortgage  guarantees  for  health 
facility  construction,  reinsurance  of  voluntary 
health  plans,  military  medical  scholarships  and 
practical  nurse  training.  Health  bills.  President 
Eisenhower  reminded  a press  conference,  should 
be  handled  as  soon  as  Congress  comes  back. 

NEW  SENATE  LEGISLATION 

S.  2588  (Humphrey,  D-Minn.,  July  20).  Deduc- 
tion for  Income  Tax.  Would  amend  1954  Inter- 
nal Revenue  Code  to  permit  a married  man  the 
same  income  tax  deduction  as  a woman  for  cer- 
tain expenses  incurred  for  the  care  of  his  chil- 
dren while  his  wife  is  physically  or  mentally  in- 
capable of  caring  for  them.  As  with  women 
under  present  law,  care  would  have  to  he  to 
enable  the  taxpayer  to  he  gainfully  employed. 

S.  2720  (Russell,  D-Ga.,  & Saltonstall,  R-Mass., 
by  Request,  July  30).  Dependent  Medical  Care. 
Introduced  at  Pentagon’s  request  as  a broader 
substitute  for  S.934  and  H.R.  2685.  The  Assis- 
tant Secretary  of  Defense  in  the  transmitting 
letter  of  July  30,  said  further  technical  improve- 
ments “in  all  probability  may  be  proposed  such 
for  example,  as  the  coverage  of  widows  and  the 
dependents  of  deceased  military  personnel  and 
the  extent  to  which  military  personnel  may  be 
authorized  on  their  own  option  to  move  in  and 
out  of  insured  status.” 

This  legislation  would  incorporate  basic  rec- 
ommendations of  the  1953  Moulton  Committee. 
It  would  authorize  medical  care  for  dependents 
of  members  of  Armed  Services  (as  implemented 
by  regulations  of  Secretary  of  Defense  and  ap- 
proved by  President)  : (a)  in  military  medical 
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facilities  subject  to  availability  of  space,  facilities 
and  capabilities  of  medical  staff;  (b)  through  an 
insurance  plan;  (c)  using  civilian  medical  sources 
for  dependents  not  participating  in  insurance 
plans,  provided  no  military  medical  facilities  are 
available  to  such  dependents.  Definition  of  De- 
pendent: “Dependent”  is  restricted  to  wife,  un- 
married children  under  21  and  over  21  if  men- 
tally or  physically  incapacitated  and  in  fact  de- 
pendent on  member  for  over  half  support,  and 
parents  and  parents-in-law  if  in  fact  dependent 
for  over  half  their  support.  A husband  must  be 
dependent  upon  wife  for  over  half  his  support 
to  qualify  as  a dependent.  Secretary  of  Defense 
would  establish  charges  for  subsistence  and  “ne- 
cessary” charges  for  outpatient  care  in  military 
facilities.  Insurance  plan  charges  would  be  ap- 
portioned between  Federal  Government  and  mem- 
bers of  Armed  Forces,  with  member’s  contribu- 
tion not  exceeding  30%  of  monthly  cost  nor  a 
maximum  of  $3.00.  Secretary  would  establish 
schedule  of  maximum  fees  and  costs  for  civilian 
licensed  physicians  and  facilities  and  dependent 
would  be  required  to  pay  30%  of  the  first  $100 
plus  15%  of  the  remainder  of  the  cost  of  in- 
patient care  and  30%  of  cost  of  outpatient  care. 
For  protracted  illness,  dependent  could  be  trans- 
ferred to  military  medical  facility  or  Secretary  of 
Defense  could  “take  such  other  appropriate  ac- 
tion” to  alleviate  the  hardship. 

Excluded  would  be  hospitalization  for  domicili- 
ary care,  chronic  diseases  and  chronic  mental  and 
nervous  disorders.  Also  excluded  would  be  pro- 
visions for  prosthetic  devices,  hearing  aids,  ortho- 
pedic footwear  and  spectacles,  ambulance  service 
and  home  calls  except  in  emergency  and  special 
cases  as  determined  by  physician.  In  remote 
areas  government  could  furnish  at  cost  if  pros- 
thetic devices  were  available.  Mental  treatment 
would  be  restricted  to  emergency  care,  except  in 
remote  areas.  No  dental  treatment  through  civil- 
ian dentists  at  Government  expense  would  be 
permitted,  except  as  a “necessary  adjunct  to 
medical  or  surgical  treatment.” 

Dependent  medical  care  would  be  limited  to 
“diagnosis;  treatment  of  acute  medical  and  sur- 
gical conditions;  treatment  of  contagious  dis- 
eases; immunization;  and  maternity  and  infant 
care.” 

Secretary  of  Defense  would  be  authorized  to 
promulgate  regulations  to  fix  charges  “to  imple- 
ment this  legislation  fairly,  and  to  prevent  ex- 
cessive demands  for  medical  care.”  It  would  be 
a “basis  in  law  for  the  needs  . . . during  peace- 
time and  in  times  of  national  emergency.”  The 
estimated  annual  cost,  using  2,204,500  depen- 
dents as  of  December  31,  1954  as  a basis,  would 
be  $76,000,000. 

NEW  HOUSE  LEGISLATION 

H.R.  7602  (Keogh,  D-N.  Y.,  July  26).  Income 
Tax  Deduction  for  Charitable  Contributions.  The 


bill  has  three  provisions:  (a)  money  donated  to 
voluntary  health  insurance  plans  would  be  de- 
ductible before  payment  of  income,  gift  or  estate 
taxes;  (b)  Benefits  received  from  voluntary 
health  plans  would  be  deductible  for  income  tax 
purposes;  and  (c)  the  cost  of  coverage  under 
voluntary  health  plans  would  not  be  deductible 
for  income  tax  purposes. 

H.R.  7608  (Priest,  D-Tenn.,  July  26).  Mortgage 
Insurance  for  Nursing  homes.  Would  authorize 
Federal  mortgage  loan  insurance  for  construction 
of  nursing  homes.  Provisions  are  substantially 
those  of  Title  II  of  Administration’s  Omnibus 
Health  Bill  (S.  886  & H.R.  3458)  except  that 
insurance  would  be  restricted  solely  to  mort- 
gages on  nursing  homes,  both  nonprofit  and 
proprietary.  Interstate  and  Foreign  Commerce. 

H.R.  7621  (Rains,  D-Ala.,  July  26).  Food  for 
Hill-Burton  Hospitals.  Would  provide  state  health 
agencies  food  subsidies  for  Hill-Burton  hospital 
patients. 

H.R.  7792  (Vinson,  D-Ga.,  Aug.l).  Dependent 
Medical  Care.  Identical  with  S.  2720  (see  above). 

ACTION 

Treaty  of  Friendship  . . . with  Germany.  On 

July  27,  by  a vote  of  83  to  0 the  Senate  ratified 
the  Treaty  with  Germany  favorably  reported  to 
the  Senate  by  its  Committee  on  Foreign  Rela- 
tions on  July  19.  The  Senate  was  advised  the 
treaty  omits  previous  objectionable  features  re- 
garding the  practice  of  certain  professions  (med- 
icine included)  “which  might  have  required 
changes  in  some  State  laws.”  Senator  Green  ex- 
plained the  Committee  was  assured  that  the 
pending  treaty  does  not  impair  “the  Constitu- 
tional rights  of  American  citizens  or  alter  estab- 
lished Federal-State  relations  or  enlarge  Federal 
powers  at  the  expense  of  the  States.”  Nationals 
of  both  parties  to  the  treaty  shall  have  the  same 
treatment  under  sickness,  old  age,  disability  or 
unemployment  social  security  laws  where  means 
tests  are  not  involved. 

S.  RES.  134  (Green)  Atomic  Fallout.  The 
Senate  on  July  18  adopted  the  resolution  direct- 
ing the  chief  U.  S.  delegate  to  U.  N.  to  collate 
radiological  information  from  various  States. 

H.J.  Res.  256  (Priest)  Mental  Health  Study. 
This  measure  became  Public  Law  182  when  the 
President  signed  the  bill  July  28.  Federal  grants 
would  enable  recipients  to  coordinate  efforts  in 
nation-wide  study  of  mental  illness. 

H.R.  483  (Short)  Commissioning  Osteopaths  in 
the  Military.  Senate  Armed  Services  Committee 
on  July  28,  turned  over  to  a subcommittee  of 
Smith  (Me.),  Symington  (Mo.),  and  Jackson 
(Wash.),  this  measure  “for  further  study”,  thus 
eliminating  the  possibility  of  further  action  this 
session. 

H.R.  2559  (Bolton)  Commissioning  Male  Nur- 
ses in  the  Military.  Senate  on  July  30  sent  to 
the  White  House  the  House-passed  authority  for 
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commissioning  military  male  nurses.  Approved  by 
Senate  Armed  Services  Committee  July  28. 

H.R.  7225  (Cooper)  Social  Security  Amend- 
ments. On  July  25  Senator  Cotton  offered  the 
administration’s  plan  to  increase  grants  for  the 
medical  care  of  the  needy  aged,  blind,  disabled 
and  dependent  children.  If  they  matched  the 
money  dollar  for  dollar,  states  could  get  a maxi- 
mum U.  S.  contribution  of  $3  per  month  for  each 
child  and  $6  for  each  adult.  This  same  legisla- 
tion is  found  in  Congressman  Reed’s  H.R.  3293 
and  in  Senator  Cotton’s  S.1198. 

FIRST  NEW  H-B  PROJECT  APPROVED 

The  first  project  to  be  constructed  under  the 
new  Hill-Burton  program  has  been  approved  for 
Pinal  County,  Florence,  Ariz.  It  is  a 53-bed 
nursing  home  addition  to  the  Pinal  County  Gen- 
eral Hospital,  to  be  used  for  nursing  and  medical 
care  of  the  aged.  It  will  be  physically  separated 
from  the  hospital,  but  will  use  the  latter’s  fa- 
cilities and  personnel.  At  present,  patients  who 
could  be  cared  for  in  a home  of  this  type  are 
occupying  12%  of  the  beds  in  the  general  hos- 
pital. 

The  new  Hill-Burton  program  authorizes  aid 
on  a matching  basis  for  the  building  of  chronic 
disease  hospitals,  nursing  homes,  diagnostic  and 
treatment  centers  and  rehabilitation  facilities. 

Because  of  the  new  HB  program,  the  name 


of  the  federal  headquarters  office  has  been 
changed  from  the  Division  of  Hospital  Facilities 
to  the  Division  of  Hospital  and  Medical  Facilities. 


ATTENTION  ALL  MEMBERS 

We  are  in  receipt  of  a letter  from  the  Electri- 
cal Association  of  New  Orleans,  Inc.,  requesting 
that  we  alert  our  members  in  calling  to  their  at- 
tention “the  discarded  refrigerator  hazard’’  and 
asking  their  cooperation  in  a “safety  campaign’’ 
which  is  being  put  on  in  Louisiana  by  the  Na- 
tional Safety  Council,  the  Electrical  Association 
that  we  alert  our  members  in  calling  to  their  at- 
of  New  Orleans,  Inc.,  and  the  National  Electri- 
cal Manufacturers  Association,  to  save  unfortu- 
nate children  from  the  fatal  accidents  involving 
those  who  might  crawl  into  discarded  refrigera- 
tors or  ice-boxes. 

In  August  of  last  year,  five  in  one  family — 
three  in  another — perished  in  this  manner. 

For  your  information  we  have  in  Louisiana, 
Act  No.  75  dated  June  23,  1954,  which  provides 
for  disposition  of  Discarded  Refrigerators  and 
Other  Containeis  and  also  specifies  penalties  for 
violations.  Our  chief  aim,  as  medical  men,  is  to 
save  lives.  Why  not  support  this  important  safe- 
ty drive?  A million  refrigerators  and  freezers 
are  being  discarded  annually.  “The  child  you 
save  may  be  your  own.’’ 


O 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

ATTENTION!  OPHTHALMOLOGISTS 

The  following  resolution  was  passed  at  the 
Annual  Business  Meeting  of  the  Pennsylvania 
Academy  of  Ophthalmology  and  Otolaryngology, 
May  21,  1955,  Atlantic  City,  New  Jersey. 

WHEREAS,  the  optometrical  organizations  in 
the  United  States  of  America  have  openly  an- 
nounced their  determination  to  invade  the  field 


of  Ophthalmology,  and  to  restrict  the  Ophthal- 
mologist in  his  practice;  and 

WHEREAS,  this  has  actually  been  accomp- 
lished in  some  states;  therefore,  be  it 

RESOLVED;  that  the  Pennsylvania  Academy 
of  Ophthalmology  and  Otolaryngology  express 
its  awareness  of  this  problem  and  recommend 
that  it  be  brought  to  the  attention  of  the  various 
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county  and  state  medical  organizations  and  to 
the  appropriate  committees  of  the  Eye  Section 
of  the  American  Medical  Association. 


LAFAYETTE  PARISH  MEDICAL  SOCIETY 
TO  SPONSOR  SECOND  FOUNDERS 
DAY  SEMINAR 

“The  Lafayette  Parish  Medical  Society,  and 
The  Third  District  Medical  Society  will  jointly 
sponsor  the  Second  Founders  Day  Seminar  at 
the  Evangeline  Hotel  in  Lafayette,  Louisiana  on 
Saturday,  Oct.  1,  from  10:00  a.m.  until  6:00  p.m. 
A broad  list  of  speakers  representing  faculty 
members  of  the  L.S.U.  School  of  Medicine  will 
discuss  this  year,  subjects  of  interest  to  general 
practitioners  and  specialist  alike.  An  invitation 
is  extended  to  members  of  the  medical  profes- 
sion to  attend  this  meeting.  There  will  be  no 
fee. 

The  program  will  include  the  following  speak- 
ers and  their  subjects: 

Dr.  Philip  Tiller 

Hermones  in  General  Practice; 

Dr.  Morris  Shushan 

Liver  Disease  in  Ambulatory  Patients; 

Dr.  Richard  Fowler 

Congenital  Heart  Disease; 

Dr.  Daniel  Hayes 

Problems  in  the  Control  of  Diabetes; 

Dr.  W.  R.  Akenhead 

Gastrointestinal  Bleeding; 

Dr.  Charles  Miangolarra 

Treatment  of  Hyperthyroidism ; 

Dr.  Milton  McCall 

Management  of  Toxemia  of  Pregnancy; 

Dr.  John  Adriani 

Nerve  Block  in  the  Control  of  Pregnancy; 

Dr,  George  Mellinger 

Recent  Advances  in  the  Treatment  of 
Prostatic  Disease; 

Dr.  Irving  Redler 

Recent  Advances  in  the  Treatment  of 
Fractures; 

A clinico-pathological  conference  will  also  be 
held. 

Detailed  information  may  be  obtained  by  writ- 
ing Arthur  A.  Stamler,  M.  D.,  Secretary-Treas- 
urer, Third  District  Medical  Society,  510  St. 
Landry  St.,  Lafayette,  La.” 


THE  POLIOMYELITIS  VACCINATION 
PROGRAM  IN  LOUISIANA 

The  following  program  has  been  approved  by 
the  Louisiana  State  Department  of  Health,  and 
the  Louisiana  State  Medical  Society. 

The  National  Foundation  for  Infantile  Paraly- 
sis Program  for  the  vaccination  of  all  first  and 
second  grade  children  in  Louisiana  is  nearly  com- 
plete. The  program  started  April  18,  1955.  Pro- 
vision of  vaccine  for  first  inoculations  stopped 
July  7th.  All  second  inoculations  are  now  com- 
plete in  so  far  as  we  were  able  to  do  before 


closure  of  the  schools.  Of  the  164,910  children 
eligible  for  vaccination  132,949  (80.6%)  re- 

ceived the  first  inoculation  and  73,312  (59.8%) 
of  those  receiving  the  first  inoculation  received 
the  second.  To  give  each  child  who  received  the 
first  inoculation  a chance  to  receive  the  second, 
consideration  is  being  given  to  extending  the 
time  for  obtaining  the  second  inoculation  under 
this  program  to  September  30,  1955.  All  vaccine 
necessary  to  complete  this  program  will  be  made 
available  by  N.F.I.P. 

Vaccine  for  commercial  use  is  now  becoming 
available.  As  the  N.F.I.P.  program  terminates 
more  and  more  polio  vaccine  will  become  avail- 
able to  physicians  and  public  agencies.  To  avoid 
rigid  government  controls  a voluntary  system  of 
control  to  assure  equitable  distribution  of  vac- 
cine through  normal  marketing  channels  is  being 
worked  out.  To  function  properly  close  coopera- 
tion and  teamwork  by  the  Public  Health  Service, 
manufacturers  of  polio  vaccine,  retail  drug  out- 
lets, physicians,  the  State  and  local  Medical  So- 
cieties, and  the  State  Department  of  Health  is 
essential. 

A National  Advisory  Committee  on  Poliomyeli- 
tis Vaccine  has  been  established.  A State  Advis- 
ory Committee  composed  of  four  representatives 
of  the  State  Medical  Society  and  four  physician 
representatives  of  the  State  Department  of 
Health  has  been  formed  and  is  functioning.  The 
representatives  of  the  State  Society  are  Drs.  Philip 
H.  Jones,  W.  E.  Barker,  Max  Miller  and  C.  Grenes 
Cole;  of  the  State  Department  of  Health,  George 
H.  Hauser,  Ben  Freedman,  Andrew  Hedmeg  and 
J.  D.  Martin. 

The  State  Department  of  Health  is  charged  with 
the  responsibility  of  assuring  an  equitable  distri- 
bution of  vaccine  to  all  the  parishes  of  the  State. 

The  State  Medical  Society  and  the  State  Polio 
Vaccine  Advisory  Committee  recommend  the  ac- 
tivation of  Parish  Society  Gamma  Globulin  Com- 
mittees so  that  their  experience  with  the  intra- 
parish distribution  of  Gamma  Globulin  can  now 
be  used  to  advantage  in  the  intra-parish  distribu- 
tion of  polio  vaccine. 

The  National  Advisory  Committee  on  Poliomye- 
litis Vaccine  will  from  time  to  time  designate  a 
specific  priority  group  to  receive  the  vaccine. 
Only  persons  in  this  designated  group  are  to  be 
vaccinated.  For  the  present  the  5-9  year  age 
group  and  pregnant  mothers  are  the  only  groups 
to  receive  vaccine.  As  further  priority  groups 
are  established  this  Journal  will  carry  the  infor- 
mation. 

The  objective  of  this  Voluntary  Distribution 
Plan  is  to  assure  that  vaccine  is  distributed  to  all 
areas  of  the  State  in  such  a manner  that  it  is 
available  to  all  persons  in  the  priority  group  desig- 
nated. Unless  this  is  accomplished,  legitimate 
criticism  of  our  State  and  the  National  plan  for 
the  voluntary  distribution  and  use  of  the  vaccine 
may  be  expected. 
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The  voluntary  plan  is  based  on  the  assurance 
that  physicians  will  conform  to  the  general  prin- 
ciples and  policies  established  by  the  National 
Advisory  Committee  on  Poliomyelitis  Vaccine  and 
the  State  Advisory  group. 

The  manufacturers  will  keep  the  State  Depart- 
ment of  Health  posted  on  all  vaccine  shipped  into 
Louisiana.  Vaccine  distributed  by  retail  drug- 
gists or  invoiced  to  physicians  through  retail 
druggists  will  be  made  known  to  the  State  De- 
partment of  Health  by  weekly  reports  from  the 
druggists.  This  vaccine  usage  will  be  charged 
against  the  total  amount  of  vaccine  allocated  to 
a particular  parish.  When  the  parish’s  alloca- 
tion is  used  no  further  vaccine  will  be  available 
to  that  parish.  Should  questions  arise  concern- 
ing the  distribution  and  usage  of  vaccine,  they 
may  be  referred  to  the  State  Poliomyelitis  Vac- 
cine Advisory  Committee  care  of  the  State  Medi- 
cal Society  or  the  State  Department  of  Health. 

Louisiana  has  293,688  children  in  the  age 
group  5-9  years.  Each  Parish  Health  Unit  and 
each  local  poliomyelitis  vaccine  committee  will  be 
apprised  of  the  number  of  eligible  children  for  the 
parish  of  their  jurisdiction. 

Physicians  are  urged  to  keep  complete  infor- 
mation on  each  person  immunized.  This  data  is 
essential  to  an  evaluation  of  the  program  pro- 
gress, the  efficacy  of  the  vaccine,  and  for  epi- 
demiological purposes  should  the  efficacy  or  the 
safety  of  the  vaccine  be  questioned.  Each  im- 
munized persons  record  should  show  the  person’s 
name,  age,  sex,  color,  address  of  residence,  name 
of  manufacturer  and  lot  number  of  vaccine,  sites 
and  dates  of  inoculations  and  any  reactions. 

Physicians  should  immediately  report  by  tele- 
phone to  the  Parish  Health  Unit  or  the  State  De- 
partment of  Health  any  unusual  occurrence  of 
disease  which  might  be  related  to  the  vaccination 
program. 

Vaccination  consists  of  three  inoculations  of 
vaccine,  each  given  intramuscularly  in  1.0  ml 
(1.0  cc)  amounts.  The  second  dose  should  be 
given  2-6  weeks  after  the  first  dose,  and  the  third 
dose  about  seven  months  after  the  first,  prefer- 
ably just  before  the  polio  season  starts.  To  avoid 
administration  during  the  polio  season,  the  State 
Poliomyelitis  Advisory  Committee  suggests  that 
previously  non-vaccinated  persons  receive  the  first 
inoculation  in  October  and  that  subsequent  inocu- 
lations follow  the  suggested  schedule  except  that 
where  possible  the  third  or  booster  inoculation  be 
given  before  June  1st. 

In  areas  of  high  prevalence  of  poliomyelitis 
primary  inoculations  should  be  avoided  because 
of  the  existence  of  individuals  who  may  be  in  the 
incubation  stage  of  poliomyelitis.  The  second  dose 
of  vaccine  should  be  administered  however  if  the 
first  has  already  been  given  as  this  will  enhance 
the  protection  afforded  by  the  first. 

It  is  possible  that  children  who  received  the 
first  injection  of  vaccine  under  the  N.F.I.P.  pro- 


gram but  who  have  not  received  the  second  may 
ask  physicians  to  give  them  the  second  injection. 
In  these  instances  the  physician  may  obtain  in- 
formation concerning  the  prior  poliomyelitis  vac- 
cine experience  of  the  child  from  the  local  health 
unit. 

At  this  time  the  Public  Health  Service  has  been 
advised  by  the  State  Board  of  Health  to  instruct 
the  manufacturers  that  all  poliomyelitis  vaccine 
allocated  to  Louisiana  is  to  be  shipped  through 
normal  commercial  channels  for  use  by  physicians; 
subject  to  change  as  the  program  develops. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  AWARDS  FELLOWSHIP 
CERTIFICATES 

The  annual  Convocation  of  the  American  College 
of  Chest  Physicians  was  held  in  Atlantic  City, 
New  Jersey,  on  June  4,  during  the  21st  Annual 
Meeting  of  the  society.  Certificates  of  Fellow- 
ship were  awarded  to  251  members  from  42 
states,  the  District  of  Columbia,  5 provinces  of 
Canada,  and  Brazil,  India,  Korea,  and  the  Philip- 
pines. 

The  following  physicians  from  Louisiana  re- 
ceived their  Fellowship  Certificates:  Howard  A. 
Buechner,  New  Orleans;  Dwight  S.  Danburg, 
Greenwell  Springs;  Harry  B.  Greenberg,  New 
Orleans. 


ANNOUNCEMENT  OF  THE  VAN  METER 
PRIZE  AWARD 

The  American  Goiter  Association  again  offers 
the  Van  Meter  Prize  Award  of  $300.00  and  two 
honorable  mentions  for  the  best  essays  submitted 
concerning  original  work  on  problems  related  to 
the  thyroid  gland.  The  award  will  be  made  at 
the  annual  meeting  of  the  Association  which  will 
be  held  at  the  Drake  Hotel,  Chicago,  Illinois, 
May  3,  4 and  5,  1956,  providing  essays  of  suffi- 
cient merit  are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations,  should  not  exceed 
3,000  words  in  length  and  must  be  presented  in 
English.  Duplicate  typewritten  copies,  double 
spaced  should  be  sent  to  the  Secretary,  Dr.  John 
C.  McClintock,  149%  Washington  Avenue,  Al- 
bany, New  York,  not  later  than  January  1,  1956. 
The  committee  who  will  review  the  manuscripts 
is  composed  of  men  well  qualified  to  judge  the 
merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of 
the  annual  meeting  for  the  presentation  of  the 
winning  essay  by  the  author  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in 
the  annual  proceedings  of  the  Association. 


NEW  A.M.A.  DRUG  EVALUATION 
PROGRAM  OUTLINED 

A new  program  to  give  physicians  timely  in- 
formation on  the  usefulness  and  safety  of  new 
drugs  was  announced  today  by  the  Council  on 
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Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association. 

The  council’s  announcement,  in  the  July  30 
Journal  of  the  American  Medical  Association,  is 
the  first  in  a series  by  A.M.A.  councils  on  pro- 
grams inaugurated  to  replace  various  “seal-ac- 
ceptance” activities  discontinued  in  February. 

The  council  will  examine  available  published 
and  unpublished  evidence  relating  to  the  actions, 
uses,  dosages,  hazards,  and  other  properties  of 
drugs.  It  will  not  conduct  clinical  and  laboratory 
tests.  Reports  of  these  evaluations  will  be  pub- 
lished for  the  information  of  the  medical  pro- 
fession. 


ROUTINE  PROCTOSCOPY 

Routine  examination  of  the  colon  and  rectum 
as  a part  of  every  complete  physical  examination 
of  every  adult  patient  in  order  to  find  tumors 
before  symptoms  develop  and  malignant  degen- 
eration occurs  is  recommended  by  Dr.  Neil  W. 
Swinton  in  the  Lahey  Clinic  number  of  Surgical 
Clinics  of  North  America,  (35:833  (June)  1955). 

Technical  improvements  in  enema  preparations, 
which  are  now  available  in  disposable  polyethy- 
lene containers,  have  facilitated  the  preparation 
of  patients  for  sigmoidoscopy,  writes  Dr.  Swin- 
ton. 

“These  have  made  it  possible  for  us  to  give 
cleansing  enemas  satisfactorily  with  a minimum 
of  time  and  equipment,”  he  says.  “We  have 
used  these  disposable  units  for  several  thousand 
patients  and  we  have  found  them  as  effective, 
or  more  so,  than  soapsuds  enemas.”  The  prepar- 
ation of  patients  who  give  themselves  an  enema 
at  home  is  described  as  unsatisfactory. 

Polyps  are  found  in  approximately  5 percent 
of  patients,  regardless  of  symptomatology,  who 
are  examined  by  sigmoidoscope  at  Lahey  Clinic, 
the  author  states. 


SCIENTISTS  REPORT  UNIQUE  EPIDEMIC 

A unique  epidemic  was  reported  in  the  June 
25  Journal  of  the  American  Medical  Association. 

Four  Duke  University  scientists  described  an 
epidemic  of  North  American  blastomycosis,  a 
fungus  disease  limited  to  the  United  States  and 
Canada.  It  occurred  in  1953-54  in  a four-mile 
area  centering  around  the  town  of  Griffon  in 
Pitt  County,  N.  C. 

The  disease,  rarely  diagnosed  two  decades  ago 
except  in  a few  medical  centers,  may  occur  in 
the  Midwest,  Ohio  River  Valley,  and  the  south- 
eastern United  States,  which  are  areas  where 
some  cases  have  occurred.  The  report  was  made 
in  order  to  alert  physicians  and  public  health 
workers  in  those  areas. 

No  cause  for  the  epidemic  has  been  found,  but 
the  scientists  hope  a study  of  the  Grifton  area 
and  population  may  provide  a clue  to  the  method 
of  disease  spread. 

Eleven  cases  of  North  American  blastomycosis 


were  admitted  to  Duke  University  Hospital  with- 
in a few  months.  All  patients  lived  either  in 
Grifton  or  within  a four-mile  radius  of  the  town. 

The  occurrence  of  11  cases  within  a few 
months  in  a small  area  can  be  considered  as 
“epidemic”  since  it  was  a sudden  increase  in 
contrast  with  the  record  of  14  cases  scattered 
over  the  past  16  years  through  the  much  larger 
area  of  Pitt  County  and  seven  adjacent  counties, 
the  scientists  said. 


THE  IMPORTANCE  OF  THE 
SMALL  HOSPITAL 

The  hospital  with  100  beds  or  less  is  the  back- 
bone of  our  nation’s  hospital  care,  according  to 
an  article  by  Ray  E.  Brown,  superintendent  of 
the  University  of  Chicago  Clinics  and  president- 
elect of  the  American  Hospital  Association.  He 
is  the  author  of  an  article,  “Importance  of  Small 
Hospitals  to  the  Nation,”  published  in  the  July 
issue  of  HOSPITALS,  the  Journal  of  the  Amer- 
ican Hospital  Association. 

In  stressing  the  importance  of  small  hospitals 
to  the  nation,  he  pointed  out  that  of  the  5,212 
general  and  short  term  hospitals  listed  in  1954, 
3,533  are  small  hospitals.  These  hospitals,  he 
said,  admit  5.5  million  patients  a year  and  re- 
cord 836,500  births  annually. 


PHYSICIAN  DOUBTS  EXISTENCE 
OF  “ULCER  PERSONALITY” 

Doubt  as  to  “the  nature  or  even  the  existence 
of  a specific  ulcer  personality”  was  expressed 
today  by  a Cleveland  physician. 

It  has  become  common  in  the  last  few  years 
for  doctors  and  the  public  to  refer  to  certain 
persons  as  being  of  the  “ulcer  type.”  Articles 
and  even  a book  have  been  written  on  the  sub- 
ject. 

Yet  investigators  cannot  agree  on  what  goes 
to  make  up  the  “peptic  ulcer  personality,”  Dr. 
Harold  P.  Roth  said  in  the  July  Archives  of  In- 
ternal Medicine,  published  by  the  American  Med- 
ical Association. 

He  found  that  a number  of  different  person- 
alities were  described  as  typical  in  various  stud- 
ies on  the  topic.  “There  was  no  whole  person- 
ality or  feature  of  personality  that  was  agreed 
upon  by  as  many  as  a third  of  the  investigators,” 
he  said. 

Personality  traits  most  frequently  mentioned 
were  drive,  conscientiousness,  and  anxiety.  “Al- 
though other  traits  were  described,  the  state- 
ments about  most  of  them  were  contradictory,” 
he  said. 


SELF-HELP  DEVICES  FOR  ARTHRITIS 

The  past  few  years  have  focused  attention  on 
the  importance  of  self-help  devices  for  the  ar- 
thritic in  enabling  him  to  meet  the  demands  of 
daily  living.  As  a result,  the  National  Office  of 
the  Arthritis  and  Rhematism  Foundation  has  ap- 
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propriated  a grant  to  implement  a central  office 
for  the  collection,  evaluation,  development,  and 
dissemination  of  information  concerning  self-help 
devices  for  the  arthritic.  The  office,  located  in 
the  Institute  of  Physical  Medicine  and  Rehabili- 
tation of  New  York  University-Bellevue  Medical 
Center  will  be  under  the  direction  of  Dr.  Ed- 
ward W.  Lowman,  clinical  director  of  the  In- 
stitute and  of  clinical  physical  medicine  and 
rehabilitation.  Miss  Muriel  Zimmerman,  O.T.R., 
will  be  consultant. 

The  primary  purpose  of  the  Arthritis  Self- 
Help  Device  Office  is  to  provide,  without  cost, 
information  on  the  latest  self-help  devices  de- 
veloped as  well  as  offering  free  consultation  to 
arthritic  patients  by  mail,  telephone,  or  through 
personal  interview. 

In  addition,  patients  or  physicians  who  have 
developed  self-help  devices  are  urged  to  submit 
them  for  testing  and  evaluation  so  that  they 
may  be  made  known  to  other  patients. 

The  Arthritis  Self-Help  Device  Office  may  be 
reached  on  Mondays  and  Wednesdays  between 
9:00  a.m.  and  5:00  p.m.  Telephone  MUrray  Hill 
6-1842,  ext.  85.  Address  mail  to  the  Institute 
of  Physical  Medicine  and  Rehabilitation,  400 
East  34th  Street,  New  York  16,  New  York. 


A.M.A.  COMMITTEE  RECOMMENDS 
ASPIRIN  BOX  WARNING 

All  packages  containing  aspirin  or  other  sali- 
cylate compounds  should  bear  a clear  warning, 
“keep  out  of  the  reach  of  children,”  according 
to  the  Committee  on  Toxicology  of  the  Amer- 
ican Medical  Association. 

Pointing  out  that  oil  of  wintergreen  and  as- 
pirin are  forms  of  salicylates  most  often  in- 
volved in  childhood  poisonings,  a report  adopted 
by  the  committee  also  recommended: 

That  the  label  should  state  “Consult  your 
physician  on  dosage  for  children  under  three 
years  of  age.” 

That  individual  pills  be  wrapped  in  metal  or 
plastic  foil  that  cannot  be  easily  removed  by 
children,  or  that  the  container  have  a top  which 
closes  automatically. 


FACTS  ABOUT  CANCER  DETECTION 

1.  Each  year  more  than  33,000  Americans  die 
from  cancer  in  “ten  neglected  inches  of  the 
body  (large  bowel,  including  colon  and  rectum). 
In  1952  the  death  toll  was  33,184  people. 

2.  Cancer  specialists  agree  that  early  detec- 
tion is  the  key  to  control.  For  detection  of  75 
per  cent  of  cancers  of  this  type,  they  recom- 
mend examination  by  an  instrument  called  the 
sigmoidoscope.  Three  out  of  four  of  all  malig- 
nant and  potentially  malignant  lesions  fall  with- 
in its  10-inch  range. 

3.  Thus,  of  the  33,814  people  who  died  in 


1952,  25,360  had  cancer  which  could  have  been 
detected  by  the  sigmoidoscope.  If  they  had  been 
examined  soon  enough — in  the  pre-cancerous  or 
early  cancer  stage — a large  percentage  could 
have  been  saved. 

4.  A major  obstacle  to  carrying  out  this  life- 
saving cancer-detection  procedure  is  the  incon- 
venience in  readying  patients.  Few  clinics  have 
facilities  for  elaborate  and  time-consuming  pre- 
parations. When  patients  are  given  instructions 
for  preparations  at  home,  more  than  half  do  not 
carry  out  the  instructions  properly.  A satisfac- 
tory examination  depends  largely  on  effective 
colonic  cleansing  of  the  patient. 

5.  A new  method  has  been  developed  by  which 
patients  can  be  prepared  in  a few  minutes  at 
the  clinic  or  in  the  doctor’s  office.  A dispos- 
able enema  unit  (Fleet  Enema  Disposable  Unit) 
does  away  with  cumbersome,  long  - drawn  - out 
procedures.  It  avoids  tbe  danger  of  a spasm 
which  may  prevent  the  passage  of  the  sigmoido- 
scope, as  it  contains  sodium  phosphate  which 
relaxes  spasms  in  sigmoidoscopy. 


ADEQUATE  SANITATION  CAN 
CONTROL  FLY  PROBLEM 

Although  fly  swatters  and  DDT  may  be  inef- 
fective in  controlling  flies,  “there  isn’t  the  slight- 
est need  to  permit  this  public  health  menace  to 
continue  in  American  cities  and  towns,”  accord- 
ing to  the  health  educator  of  the  Los  Angeles 
County  Health  Department. 

Writing  in  the  July  Today’s  Health,  pub- 
lished by  the  American  Medical  Association, 
Edward  R.  Reinig,  M.P.H.,  called  for  communi- 
ties and  individuals  to  clean  up  fly  breeding 
grounds,  thus  eliminating  “one  of  the  greatest 
disease  carriers  in  history.” 

Flies  have  been  considered  pests  since  the 
days  of  Moses.  They  have  spread  typhoid,  dysen- 
tery, cholera,  and  other  serious  maladies. 

Methods  of  combating  them  have  included  fly 
swatters,  flypaper,  screening,  and,  finally,  dur- 
ing World  War  II  the  insecticide  DDT.  But  in 
1947  came  the  news  that  flies  had  “met  the 
challenge”  by  developing  a resistance  to  DDT 
and  other  insecticides. 


ARMY  IMPROVES  INSERTS  FOR 
HEARING  AIDS 

Army  researchers  have  developed  a soft  plas- 
tic ear  insert  which  should  be  a big  improve- 
ment in  hearing  aids,  radio  receiver  headsets, 
and  as  a protection  against  excessive  noise. 

Major  James  P.  Albrite,  director  of  the  audi- 
ology and  speech  correction  center  at  Walter 
Reed  Army  Medical  Center,  Washington,  D.  C., 
described  the  new  earpiece  in  the  February 
Archives  of  Otolaryngology,  published  by  the 
American  Medical  Association. 
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He  said  that  while  the  ear  insert  is  not  com- 
mercially available  yet,  it  “undoubtedly  would 
find  w’ide  acceptance  by  the  thousands  of  hear- 
ing aid  users.”  He  said  it  even  might  be  used  as 
protection  against  infection  and  pressure  which 
trouble  persons  in  underw'ater  activities. 

The  soft  plasticized  material  is  poured  into  a 


cast  made  from  a mold  of  the  ear  and  its  inner 
canal;  then  it  is  stamped  with  a sound  channel 
and  recess  for  a receiver.  The  whole  process 
takes  about  two-and-one-half  hours  and  causes 
no  discomfort  to  the  patient.  About  1,300  in- 
serts have  been  issued  at  the  center  and  patients 
reported  they  are  comfortable  to  wear. 


0 
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Manic-Depressive  Disease;  by  John  D.  Campbell, 
M.  D.,  Philadelphia,  J.  B.  Lippincott  Company, 
1953,  Pp.  403,  Price  $6.75. 

This  volume  is  an  attempt  to  discuss  the  diag- 
nosis and  treatment  of  a condition  whose  early 
manifestations  frequently  are  overlooked  by  non- 
psjchiatric  physicians.  From  a diagnostic  view- 
point it  is  excellent  in  enabling  one  to  recognize 
the  disease  early  in  its  course.  From  a therapeu- 
tic outlook  it  does  suffer  from  the  author’s  ob- 
viously biased  physiological  viewijoint.  Dr.  Camp- 
bell views  manic-depressive  disease  as  a physio- 
logical disturbance  in  the  autonomic  nervous  sys- 
tem. He  maintains  that  a physiological  disturb- 
ance is  causative  and  the  environmental  factors 
only  precipitate  the  illness.  He  apparently  gives 
little  credit  to  the  effects  of  the  emotions  upon 
the  autonomic  neiwous  system. 

Psychoanalytical  tenets  are  overlooked,  and 
emphasis  is  placed  on  the  physical  therapy  of  the 
illness.  He  does  recognize  the  relative  ineffec- 
tuality of  physical  therapy  preventing  exacerba- 
tions but,  cites  as  effective  therapy'  such  tech- 
niques as  explanation  of  significant  symptoms, 
environmental  manipulation,  the  combatting  of 
conscientiousness,  psychotherapy'  of  an  obvious 
nature,  advice  to  the  family'  and  friends,  rest  and 
relaxation,  occupational  therapy,  bibliotherapy, 
and  drugs. 

Gene  L.  Usdin,  M.  D. 


Fluoroscopy  in  Diagnostic  Roentgenology ; by'  Otto 

Deutschberger,  M.  D.,  Philadelphia,  Pa.,  W.  B. 

Saunders  Company',  1955,  Pp.  771,  Price  $22.00. 

IMost  of  the  rather  extensive  literature  on  diag- 
nostic roentgenology'  is  based  upon  the  radio- 
graphic  method.  Very  little  information  pertain- 
ing to  fluoroscopy'  is  available  and  that  w'hich  is 
at  hand  is  incomplete.  In  spite  of  the  fact  that 
fluoroscopy'  requires  training  and  experience 
there  is  an  increase  in  the  number  of  physicians, 
who  are  not  radiologists,  who  are  adding  fluoro- 
scopic equipment  to  their  offices.  Many  errors 
occur  in  their  attempts  to  obtain  information  by' 
means  of  this  method.  Proper  guidance  is  essen- 
tial and  should  be  of  inestimable  value  to  these 
nonradiologists. 

This  volume  is  an  accurate  and  complete  pre- 
sentation of  the  subject  of  fluoroscopy.  The  indi- 


cations and  limitations  of  this  method  are  consi- 
dered. The  correlation  of  this  method  with  radio- 
graphic  procedures  in  differential  diagnosis  is 
discussed  fully. 

The  book  is  divided  into  two  parts.  Part  One 
includes  chapters  on  the  development  of  fluoro- 
scopy, fluoroscopic  equipment,  the  conventional 
fluoroscopic  image,  the  electronically  amplified 
fluoroscopic  image,  physical  and  clinical  evalua- 
tion of  the  fluoroscopic  image,  the  hazards  of 
fluoroscopy  and  foreign  bodies  and  their  locali- 
zation. The  chapter  on  the  hazards  of  fluoroscopy 
should  be  read  by  all  individuals  who  have  con- 
tact with  this  method  of  examination. 

Part  Two  deals  with  fluoroscopy  of  specific 
organs  a'id  anatomic  tracts.  This  is  subdivided 
into  chapters  covering  the  head,  neck,  chest,  abdo- 
men and  extremities.  The  appendix  includes  sug- 
gested forms  for  recording  the  data  of  various 
fluoroscopic  examination. 

The  bibliography  consists  of  many  carefully 
selected  references  at  the  end  of  each  chapter. 
The  illustrations  are  unretouched  positive  prints. 
This  was  done  intentionally  to  show  images  as 
they'  actually  appear  on  the  fluorescent  screen. 

This  volume  has  been  written  as  a reference 
book  as  well  as  a text  book.  Considerable  detail 
is  included  and  the  text  is  clear  and  concise.  It 
should  prove  a valuable  addition  to  the  library 
of  eveiy  physician  who  uses  fluoroscopy  in  any 
fonn  and  a necessity'  to  the  roentgenologist. 

J.  N.  Ane,  M.  D. 


PUBLICATIONS  RECEIVED 

W.  B.  Saunders  Company,  Phila. : Clinical  Bio- 
chemistry, by  Abraham  Cantarow',  M.D.,  and  Max 
Trumper,  Ph.D.  (5th  edit.). 

Charles  C Thomas,  Publisher,  Springfield,  111. : 
The  Pathogenesis  of  Poliomyelitis,  by  Harold  K. 
Faber,  M.D.;  Selection  of  Anesthesia:  The  Phys- 
iological and  Pharmacological  Basis,  by  John 
Adriani,  M.D.;  Radiographic  Atlas  of  Skeletal 
Development  of  the  Knee:  A Standard  of  Refer- 
ence, by  S.  Idell  Pyle,  Ph.D.,  and  Normand  L. 
Hoerr,  Ph.D.;  Atlas  of  Roentgen  Anatomy'  of  the 
Skull,  by  Lewis  E.  Etter,  B.S.,  M.D.;  Surgical 
Phy'siology'  of  the  Adrenal  Cortex,  by  James  D. 
Hardy,  M.D. 
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METAMUCIL®  IN  BOWEL  MANAGEMENT 


“Smoothage-Bulk” 

Restores  Normal  Peristalsis 


The  gentle  distention  of  the  bowel  wall 
provided  by  MetamuciP  is  physiologically 
corrective  in  constipation  management. 


N^ormal  peristaltic  movements  of  the  bowel 
depend  on  the  consistency  and  quantity  of 
the  material  within  the  lumen.  In  constipa- 
tion, hypohydration  accounts  for  the  hard 
consistency  and  inadequate  quantity  of  the 
fecal  mass.  With  Metamucil,  stool  quality 
becomes  soft  and  plastic,  while  stool  quantity 
is  increased  to  produce  gentle  distention,  the 
natural  stimulus  to  peristalsis. 

Metamucil  is  the  highly  refined  mucilloid 
of  the  Plantago  ovata  (50%),  a seed  of  the 


psyllium  group,  combined  with  dextrose 
(50%)  as  a dispersing  agent. 

The  usual  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice  one  to  three 
times  daily.  An  additional  glass  of  liquid  may 
be  taken  if  indicated. 

Metamucil  is  supplied  in  containers  of  1, 
V2  and  14  pound. 

G.  D.  Searle  & Co.,  Research  in  the  Serv- 
ice of  Medicine. 


TYPES  OF  MOVEMENT  WITHIN  THE  BOWEL 


Food  Breakdown  Pyloric  Dilation  Duodenal  Churning  Spiral  Propulsion  Rapid:  Slow  Peristalsis 


Kneading  Action  Pendulous  Movement  Villi  Mixing  Ileocecal  Dilation 
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‘ANTEPAR’* 


for  "This  Wormy  World" 

PINWORMS 

ROUNDWORMS 

J 

=^SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


in  its  completeness 


Digitalis 

Rom) 

0.1  Gram 

(IWIL  «r«ni«) 

CAUTIOH:  F«lenU 
law  proUUts  dlspeiu- 
inu  fittacHp. 

tjon. 

•tries.  tesE  t ct..  m 

*««M.  Itasx..  I S.1 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable* 

Cliniccd  samples  sent  to 
physicians  upon  request. 


BURROUGHS  WELLCOME  & CO.  (U..S.A.)  INC. 
Tuckahoe,  New  York 


Davdes,  Rose  &.  Co.,  Ltd. 
Boston,  18,  Mass. 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 

"" 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women's  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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THE  EARLE  JOHNSON  j 

SANATORIUM  I 

j 

“In  the  Mountains  of  Meridian"  ! 

I 

ROLAND  E.  TOMS,  M.  D.  j 

Psychiatri$f-in-Chief  j 

i 

Diplomat*  in  Psychiatry  of  the  American  Board  { 

of  Psychiatry  and  Neurology.  | 

Specialised  treatments  in  mental  disorders  and  al-  | 
coholic  and  drug  addictions,  including:  ] 

Electro-convulsive  therapy  I 

Mid-brain  stimulation  | 

Deep  insulin  therapy  I 

Psychetherapy  | 

Geriatrics  • 

Write  P.  O.  Box  106  ! 

I 

or  j 

Telephone  3-3369  j 

MERIDIAN,  MISSISSIPPI  j 


Results  With 


ANTE PAR 


f* 


against 


PINWORMS 


In  clinical  trials,  over  80?o  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R,  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  19.53. 
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“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

^SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

‘ Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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HYDROCHLORIDE 
Tefrocycline  HCI  Lederle 


capsules 


When  you  have  prescribed  Achromycin 
you  have  confirmed  its  advantages — 
again  and  again.  It  is  well  tolerated  by 
patients  of  every  age.  Compared  with 
certain  other  antibiotics,  it  has  a broader 
spectrum,  diffuses  more  rapidly,  is  more 
soluble,  and  is  more  stable  in  solution. 
It  provides  prompt  control  of  many 


infections  including  those  caused  by 
Gram-positive  and  Gram-negative  bac- 
teria, rickettsia,  and  certain  viruses  and 
protozoa.  Furthermore,  it  is  a quality 
product;  every  gram  is  made  under  rigid 
control  in  Lederle’s  own  laboratory. 

Achromycin,  a major  therapeutic  agent 
now ...  growing  in  stature  each  day! 


HE  LABORATORIES  DIVISION  AMERICAN  G^anamid coMPAJvr  PEARL  RIVER,  NEW  YORK 


u.  s.  ^AT.  orr. 
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Our  Direct  Teletype  Service 
Brings  Anything  You  Need 


NOW! 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


instrument 
Makers 
To  The 
Profession 

Since  1895 


IN  DALLAS 

Medical  Arts  Building 

Telephone  PRospect  4881 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


& Go'. 

IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 


llpjohn 


Ulcer  protection 
that 

lasts  all  night: 


Famine* 

BROMIDE 


Tablets 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 


Supplied: 

Bottles  of  100  and  500  tablets 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage : 

1 to  2 teaspoon fuls  three  or  four  times  daily. 


Supplied: 

Bottles  of  4 fluidounces 


’^TRAOEHARK,  REG. 


S.  PAT.  OFF.— THE  UPJOHN 


OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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MODIFIED  MILK 
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made  from  grade  A milk 

'The  first  in  infant  feeding’* 


This  statement  is  your  assurance  of  the  use  of  high  quality, 
clean  milk.  Make  a habit  of  looking  for  it  on  the  label  of 
the  milk  products  which  you  prescribe  for  infant  feeding. 


FEEDING  DIRECTIONS 

)aker' 

Boiled 

Water 

First  5 days  of  life 

1 part 

2 parts 

Second  5 days 

1 part 

1 1/2  parts 

After  10th  day 

1 part 

1 part 

*U.  S.  Public  Heolth  Service  Milk  Code 


THE  BAKER  LABORATORIES,  INC. 

/HU^ ‘Pun/uotS  ^xe/u6i<^eCY  ^ t/w  A^e^c^CcuiC  'pA/>^^Ml01V 


MAIN  OFFICE:  CLEVELAND  3,  OHIO 


PLANT:  EAST  TROY,  WISCONSIN 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Direction*  for  making  the  Knox  Gelatine  drink  in  every  package 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study*  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  1950. 


I Chas.  B.  Knox  Gelatine  Company,  Inc.  J 

I Professional  Service  Dept.  SJ-9  j 

! Johnstown,  N.  Y.  { 

J ■ 

• Please  send  me  a reprint  of  the  article  by  Rosenberg  | 

I and  Oster  with  illustrated  color  brochure.  j 

> YOUB  NAME  AND  ADDRESS  | 
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Tfel  ow  un/tA! 


For  your  patient  who  works  and  eats 
out,  a diet  that  calls  for  lamb  chops  when 
lamb  chops  aren’t  on  the  menu  is  an  invi- 
tation to  “slip  off.”  But  a diet  outline  that 
allows  for  substitution  leaves  no  excuse. 
And  learning  to  fill  in  the  details  of  the 
outline  gives  your  patient  incentive  to  stick 
to  his  diet. 

Here's  what  he  should  learn  — 

That  a chocolate  bar  doesn’t  equal  a hamburger — 
except  in  calories.  An  alternative  must  be  equivalent 
nutritionally  as  well  as  calorically. 

That  fresh  fruits  and  vegetables  such  as  celery 
and  radishes  make  satisfying  between-meal  nibbles 
without  adding  too  many  calories. 

That  spices  and  herbs,  lemon  and  vinegar,  dill 
pickles  and  India  relish  add  zest  and  variety  with 
few  or  no  calories. 

Here’s  what  he  should  do  — 

Keep  a daily  record  of  his  calorie  count — between- 
meal  snacks  included! 

At  cocktail  parties,  reach  for  a radish  rose  or  carrot 
stick  instead  of  a high-calorie  canape.  And  choose 
the  drink  that  lasts  a long  time. 

Keep  his  diet  out  of  the  conversation.  Sympathy 
from  friends  begets  sympathy  for  himself.  And 
self-pity  is  death  to  a diet. 

The  patient  who  works  out  the  details  of  his 
diet  within  your  outline  earns  a bonus  beyond 
losing  weight.  He  learns  the  good  diet  habits  that 
lead  to  a well-balanced  maintenance  diet  later. 
And  the  pounds  he  takes  off,  stay  off. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


104  Calories  8 oz.  glass 


i 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 

♦Average  of  American  beers 
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1950  Cortone* 

1952  Hydrocortone*^ 

1954  'Alflorone' 

1955Deltra^ 

9|(scored) 


(PREDNISOLONE,  MERCK) 


the  ddta,  analogue  of  hydrocortisone 


SHARP 


^^^^j/Sheumatoid  arthritis 

Bronchial  asthma 
nflammatory  skin  conditions 


DOHME 


Philadelphia  1,  Pa. 

Division  of  Mteck  & Co.. 


of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


Giananiid 


COMPAJVr 


Pearl  River,  New  York 


POSTGRADUATE  COURSES-!  955-1 956 

RADIOLOGIC  CONSIDERATIONS  OF  PULMONARY, 
UROLOGICAL  AND  BONE  DISEASES 
November  17  and  18,  1955 

This  program  has  been  planned  for  physicians  in  gen- 
eral practice  and  will  be  limited  to  discussions  of  roent- 
gen interpretation  in  the  diagnosis  of  diseases  of 
bones,  lungs  and  the  urinary  tract. 

OCULAR  PATHOLOGY 
December  5-9,  1955 

An  intensive  5-day  lecture  and  demonstration  course  in 
Ocular  Pathology.  Four  hours  a day  will  be  devoted 
to  the  study  of  microscopic  sections.  Bring  your  own 
microscope  and  substage  lamp.  Course  limited  to  12 
registrants. 

FLUID  AND  ELECTROLYTE  BALANCE 
January  16-21,  1956 

This  course  will  consist  of  a review  of  the  fundamental 
principles  of  water  and  electrolyte  metabolism,  as  ap- 
plied to  diagnosis  and  management  of  practical  every- 
day medical  problems.  Frequent  conferences  and  dis- 
cussions at  the  bedside  of  patients  will  be  held.  This 
course  is  designed  to  cover  not  only  the  problems  of 
metabolism  but  also  clinical  applications  of  these  prin- 
ciples. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


• • • long  re€ognized  for  oufsfanding 

results  and  esonomy 
in  infant  feeding 


► 

► 

► 

► 

► 


Unusually  well  tolerated  and  easy  to  digest 
because  of  zero  curd  tension. 

Assures  optimal  growth  and  development, 
since  it  contains  one-third  more  protein 
than  does  breast  milk. 

Reinforced  with  iron  and  fortified  with 
vitamins  A and  D. 

May  be  prescribed  with  confidence  even  for 
prematures. 

So  convenient,  easy,  and  safe  to  prepare. 

Simply  stir  into  previously  boiled  water. 

• 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  and  found  consistent  with  current 
medical  opinion  by  the  Council  on  Foods  and  Nutrition 
of  the  .American  Medical  Association. 


A natural  all-milk  formula,  Lactogen  is 
modified  wdth  milk  fat  and  milk  sugar  to 
approximate  the  fat  and  carbohydrate  com- 
position of  breast  milk.  It  is  pasteurized, 
homogenized  and  spray  dried.  In  addition  to 
supplying  one-third  more  protein  than  does 
breast  milk.  Lactogen  is  naturally  higher  than 
breast  milk  in  vitamin  Be  and  is  fortified  with 
vitamins  A and  D and  iron.  Yet  Lactogen 
provides  all  these  vital  nutritional  needs  at 
remarkably  low  cost. 


THE  NESTLE  COMPANY,  INC.*  Professional  Products  Division  • White  Plains,  New  York 


1950 

1952 

1954 

Cortone® 

Hydrocortone® 

'Alflorone' 

1955 

Deltra® 


the  delta,  analogue  of  hydrocortisone 


(Prednisolone,  Merck) 


:abl^s 


SHARP 

^DOHME 


RHEUMATOID  ARTHRITIS 
BRONCHIAL  ASTHMA 
NFLAMMATORY  SKIN  CONDITIONS 


offers  increased  clinical 
^eff^tiveness  . . . lowers  the  incidence  of 
Mntoward  hormonal  effects, 

supplied  as  2.5  mg.  and 
l||-  5 mg.  scored  tablets 


1,  Pa. 

F OF  Mebcx  & Co.,  Inc. 


in  bottles  of  30  and  100. 


Hydeltra  is  the  trade-mark  of  Merck  & Ot>.,  Inc.  for 
its  brand  of  prednisolone,  supplied  through  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc. 


. i 
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Abdominal  tenderness 

— usually  confined  to  the  lower  quad- 
rants and  at  times  found  only  over  the 
cecum  — is  the  most  frequently  appearing 
physical  manifestation  of  amebiasis.^ 


KOHN^  gives  a simple,  quick  method  for  identifying  Endamoeba 
histolytica  in  the  feces.  A small  amount  of  feces  is  first  dis- 
persed in  saline  solution.  If  the  feces  are  formed  and  amebic  cysts 
are  likely  to  be  present,  solution  1 is  used  ( 1 cc.  liquefied  phenol, 
0.6  cc.  glacial  acetic  acid  and  50  cc.  distilled  water).  When  feces 
are  fluid  and  vegetative  forms  are  suspected,  solution  2 is  substi- 
tuted (0.9  cc.  liquefied  phenol  and  50  cc.  distilled  water).  Two  or 
three  drops  of  the  proper  reagent  are  placed  on  the  slide  and  a loop- 
ful of  the  feces-saline  dispersion  is  added ; a cover-glass  is  applied. 
The  solutions  afford  a rapid  means  of  differentiation  by  changing 
the  refractive  index  of  the  cells.  When  the  reagent  for  identifying 
cysts  is  used,  chromatoid  bodies  in  the  cells  stand  out  clearly  as 
rods,  bars  or  short  spindle-shaped  bodies.  Solution  2 outlines  details 
of  the  nuclear  structure,  vacuoles  and  ingested  material  in  the 
trophozoites. 

# For  nondysenteric  colonic  ame6iosis  — MILIBIS® 

1 tablet  3 times  a day  for  from  7 to  10  days  is  most  commonly  used 
and  “has  an  efficiency  of  nearly  80  per  cent.”^ 

• For  hepatic  amebiasis — ARALEN®  phosphate 

2 tablets  daily  for  from  2 to  3 weeks— “because  of  the  toxicity  of 
emetine  and  because  of  the  efficiency  of  chloroquine  [Aralen],  chloro- 
quine  has  taken  the  place  of  emetine  as  the  drug  of  choice.”^ 

SUPPLIED:  Milibis  — tablets  of  0.5  Gm. 

Aralen  phosphate  — tablets  of  0.25  Gm. 


NC.  NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 

Milibis  and  Aralen,  trademarks  reg.  U.S.  Pat.  Off., 
brand  of  glycobiarsol  and  chloroquine,  respectively. 

1.  Martin,  G.  A.,  Garfinkel,  B.  T.,  Brooke,  M.  M.,  Weinstein,  P.  P.,  and 
Frye,  W.  W.:  J.A.M.A.,  151:1055,  Mar.  28,  1953. 

2.  Kohn,  J.:  Jour.  Trap.  Med.,  53:212,  Nov.,  1950. 

3.  Information  Please:  GP,  4:91,  Sept.,  1951. 
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continuing 
confirmation 
of  a 

“versatile  and 
life-saving” 
agenf 
in  pediatric 
practice 


for  therapy  and  prophylaxis  of 
infection  — in  premature  and 
newborn  babies  — in  infants  and 
older  children 

as  . a valuable  adjunct  to 
competent  management  of  the 
infections  of  childhood.”* 
Available  in  a wide  variety  of 
special  dosage  forms: 

Oral  (Pediatric  Drops;  Oral  Suspension) 

Intravenous 

Intramuscular 

Aerosol 

Soluble  Tablets  (for  administration 

through  an  indwelling  tube  in 
premature  infants) 

Ointment  (topical) 

Ophthalmic  Ointment  and  Solution 


•Farley,  W.  J.:  Oxytelracycline  in  Pediatrics, 
laternat.  Rec.  Med.  i68 :140  (March)  1955. 


'^•C/7  PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Sinre  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office”  extended  payment  plan. 
Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPA]\Y  op  lou  s.ana 


1425  Tulane  Ave.,  New  Orleans  12,  La. 


ST.  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON.  D.  C. 


1950Cortone® 

1 1952  Hydrocortone® 

1954  ^Alflorone’ 

1955  'Hydeltra' 

DELTM 


(Pred 


nisone. 


Merck) 


tablets 

2.5  mg.  - 5 mg.  (scored) 


Philadelphia  1,'Pa. 
Division  of  Merck  & Co.,  Inc. 


the  deltOi  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 
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know 

your 

diuretic 


In  e/ut/9<e^  7<e6€a^f<c/h 
LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 


diuresis  without  depletion  of  alkaline  reserve— avoiding 
dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (18.3  M6.  OF  3-CHLOROMERCURI 

.2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 

• action  not  dependent  on  production  of  acidosis 

• no  “rest"  periods ...  no  refractoriness 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN 

BRAND  OF  MERALLURIDE  INJECTION  SODIUM 
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Home  Medication . . . 

The  direction  circular  included  in  all  packages  of  Bayer  Aspirin 
has  recently  been  published  in  full  pages  in  leading  national  maga- 
zines reaching  well  over  seventy-five  million.  Quoted  below  is  a 
prominent  paragraph  from  these  directions. 


IMPORTANT  NOTICE!  

The  dosages  of  Bayer  Aspirin  recommended  in  these  direc- 
tions are  appropriate  for  the  aches  and  pains  that  may  be 
treated  by  home  medication.  If  these  dosages  do  not  bring 
relief  and  the  pain  persists,  it  is  an  indication  that  this  par- 
ticular pain  is  of  a nature  that  requires  the  attention  of  a 
physician.  Under  these  conditions,  don’t  experiment  with 
any  other  home  medications.  Consult  your  physician.  He  is 
the  only  one  qualified  to  diagnose  the  cause  of  the  persistent 
pain  and  prescribe  the  remedy  best  suited  to  your  individual 
needs.  This  is  particularly  true  of  continuing  severe  pains  of 
Arthritis,  Rheumatism,  Sciatica,  Bursitis  and  Neuritis. 


THE  BAYER  COMPANY  DIVISION 
OF  STERLING  DRUG  INC. 

1450  BROADWAY.  NEW  YORK  18.  N.  Y. 
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DOUBLE-GEL  ACTION 

IN  TREATMENT  OF  PEPTIC-ULCER  PATIENTS 

Protective  demulcent  gel  Anticorrosive  antacid  gel 


AMPHO  JEL* 

Aluminum  Hydroxide  Gel 


® 

Philadelphia  2,  Pa. 
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DOCTOR/  here*s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


ONLY  VICEROY  GIVES  YOU 


20,000  FilteiTiaps 


IN  EVERY  FILTER  TIP 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 

rf 


Viceroy 

'filter  ^ip 
CIGARETTES 
KING-SIZE 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


Viceroy 


WORLD'S  MOST  POPULAR  FILTER  TIP  CIGARETTE 
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for  routine 
protection 
of  children 
from 


Accepted  by  The  Council  on  Pharmacy  and  Chemistry 

of  The  American  Medical  Association 

''highly  concentrated 
■'99%  of  non-specific  protein  removed 
''maximal  antigenicity 


Supplied:  Single  and  in  five  immunization  packages 

of  Diphtheria  and  Tetanus  Toxoids 
(alum  precipitated)  and  Pertussis  Vaccine  combined. 

Also  available:  DTP  (Plain):  without  alum 

when  more  rapid  immunization  is  needed.  The  National  Drug  Company,  Philadelphia  44,  Pa. 
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consideration  in 
Hypertension 


► 

► 

► 

► 

► 

► 

► 


Raudixin  produces  a gradual,  sustained 
hypotensive  effect  which  is  usually  sufficient 
in  mild  to  moderate  cases. 

Raudixin  has  a mild  bradycrotic  effect,  helping  to 
ease  the  work  load  of  the  heart. 

The  tranquilizing  effect  of  Raudixin  is  often  of 
great  benefit  to  the  hypertensive  patient. 

Tolerance  to  Raudixin  has  not  been  reported. 

In  severe  cases,  Raudixin  may  be  combined  with 
more  powerful  drugs.  It  often  enhances  the 
effect  of  such  drugs,  permitting  lower  dosages. 

Raudixin  supplies  the  total  activity  of  the  whole 
rauwolfia  root. 

Raudixin  is  accurately  standardized  by  a series 
of  rigorous  assay  methods. 


dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  as  necessary. 
supply:  50  and  100  mg.  tablets,  bottles  of  100  and  1000. 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 

BUTAZOLIDIM^ 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."* 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazoli di n 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.’ 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1:168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 


• « « • 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
ta  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
5II5S  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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THERAPEUTIC  BILE 

for  patients  with  liver  and  gallbladder  disorders 


confirmed 
in  the  laboratory 

In  the  isolated  perfused 
liver  (rat),  /zy<^rocholer- 
esis  with  Decholin  So- 
dium increases  bile  flow 
200  to  300  per  cent— 
with  no  increase  in  total 
solids^ 


(A)  7/>’Jrocholeresis: 
Bile  capillaries  (rabbit 
liver)  are  filled  with  di- 
lute bile  15  minutes  after 
i.v.  injection  of  sodium 
dehydrocholate. 

(B)  Untreated  control. 


Photomicro^aphs  Demon-/ 
strate  Hydroicholcresis:  In- 
creased Secretion  o£  Highly 
Dilute  BUc^  ^ 


■ ^ 

“Since  bile  of  this  nature  and  in  this  large  output  can 

flush  out  even  the  smaller  and  more  tortuous  biliary 
radicles,  hydrocholeresis  [with  Decholin  and  Decholin 
Sodium]  aids  in  removal  of  inspissated  material  and 
combats  infection. 

confirmed 

in  practice 

Decholin®— Decholin  Sodiu 

i ‘'trtie  hydrocholeresis 
1 —dfmtfk'd  increase 

Decholin  Tablets  (dehydrocholic  acid,  Ames)  2%  gr. 
(0.25  Gm.).  Decholin  Sodium  (sodium  dehydrocholate,  Ames) 

both  in  volume  and 

20%  aqueous  solution;  ampuls  of  3 cc.,  5 cc.  and  10  cc. 

^ fluidity  of  the  bile”^ 

(1)  Clara,  M.:  Med.  Monatsschr.  7:356,  1953.  (2)  Brauer,  R.  W.,  and 
Pessotti,  R.  L.:  Science  775:142,  1952.  (3)  Schwimmer,  D.;  Boyd, 
L.  3.,  and  Rubin,  S.  H.:  Bull.  New  York  M.  Coll.  76:102,  1953. 

>'•  • 

03255 
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Meat... 

and  Biologic  Facts  of  Protein  Metabolism 

The  classical  work  of  Cannon  and  his  associates*  in  the  field  of  protein 
metabolism  has  contributed  significantly  to  our  knowledge  of  the  biologic 
utilization  of  protein.  It  has  established  that  the  dietary  absence  of  a 
single  amino  acid  quickly  changes  the  direction  of  metabolic  activity 
from  anabolism  to  catabolism.  Apparently  all  the  nonessential  amino 
acids  play  some  part  in  sparing  the  essential  amino  acids,  and  all  may 
be  regarded  as  indispensable  for  optimal  nutrition.  It  has  been  sug- 
gested "that  for  maximal  tissue-utilization  of  amino  acids  at  least  twenty 
per  cent  of  the  total  dietary  nitrogen  should  come  from  other  sources 
than  essential  amino  acids.” 

In  undernourished  subjects  the  maintenance  requirement  for  each 
essential  amino  acid  is  much  greater — two  to  almost  five  times  greater — 
than  in  healthy  subjects. 

Although  an  optimal  caloric  intake  facilitates  optimal  utilization  of 
amino  acids,  a reducing  regimen  need  not  curtail  full  utilization  of  these 
nutrients.  It  has  been  shown  that  a useful  degree  of  amino  acid  utiliza- 
tion can  be  attained  with  caloric  intake  considerably  below  the  optimal. 

Minerals  appear  to  be  important  in  the  process  of  amino  acid 
metabohsm.  Evidence  indicates  that  either  phosphate  or  potassium 
deficiency  might  adversely  influence  amino  acid  utilization.  Absence 
of  either  ion  from  experimental  depletion  rations  leads  to  depression  of 
appetite  and  slowing  of  the  processes  of  protein  repletion. 

B complex  vitamins  also  affect  the  metabolism  of  proteins  and 
amino  acids.  For  example,  rats  fed  a high  protein  diet  require  a high 
intake  of  B complex  vitamins  in  order  to  maintain  normal  growth 
rates.  Omission  from  the  ration  of  any  one  of  these  vitamins  (ribo- 
flavin, thiamine,  pyridoxine,  or  pantothenate)  is  accompanied,  in  varying 
degrees,  by  lower  food  consumption  and  slower  weight  gain. 

Meat  of  all  cuts  and  kinds  is  high  in  its  content  of  protein,  and 
provides  well  proportioned  amounts  of  essential  and  nonessential  amino 
acids.  Meat  also  supplies  valuable  amounts  of  essential  minerals,  espe- 
cially iron,  phosphorus,  potassium  and  magnesium,  as  well  as  important 
quantities  of  all  components  of  the  vitamin  B complex,  thus  assuring 
maximal  utilization  of  the  amino  acid  components. 


*Cannon,  P.  R.;  Frazier,  L.  E.,  and  Hughes,  R.  H.:  Factors  Influencing  Amino 
\cid  Utilization  in  Tissue  Protein  Synthesis,  in  Symposium  on  Protein  Metabolism, 
Tew  York,  The  National  Vitamin  Foundation,  Inc.,  1954,  pp.  55-90. 

The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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MEDICAL  X-RAY  SUPPLY  CO.  I 

1340  Poland  Avenue  i 

AU  2611  ! 

New  Orleans,  Louisiana 
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Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 
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journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
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produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 


ADVERTISEMENT  DEPARTMENT 


45 


PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


GREEN  CLINIC 


709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 


DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 
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DR.  NATHAN  H.  POLMER 

Phycical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Ret.:  JA  3180 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maiton  Blanche  Building 
CAnal  7697  By  Appointmont 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaite  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maiton  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maiton  Clancho  Building 
MA.  5317  By  Appointmont 

.KENNETH  A.  RITTER,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  ■ 0796 

DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6*9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

The  Cancer  Commission  oF  the  Louisiana  State  Medical  Society 


CANCER  REGISTRIES* 

Cancer  registries  provide  case  histories  which  form 
the  invaluable  statistical  core  of  the  American  Cancer 
Society’s  research  and  control  programs.  Beginning  Janu- 
ary 1,  1956,  hospitals  having  facilities  such  as  cancer  clinics 
or  diagnostic  clinics  which  are  approved  by  the  American 
College  of  Surgeons  must  keep  cancer  registry  records  on 
all  cancer  patients  diagnosed  and/or  treated  in  the  hospi- 
tal— whether  or  not  the  patient  comes  under  the  direct 
surveillance  of  the  cancer  facility.  The  American  College 
of  Surgeons  also  will  add  hospital  cancer  registries  to  its 
classification  of  facilities  for  which  approval  may  be  re- 
quested. 

* From  CANCER  NEWS,  Vol.  IX,  No.  3 
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for  strong,  sturdy,  solid  growth 


Lactum 


LIQUID  OR 


POWDERED 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.^ 

(1)  Jeans,  P.  C.,  in  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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Strep  sore  throat 

responds  readily  to 


ILOTYCIN 


(Erythromycin,  Lilly) 


Temperature  normal,  throat  culture  negative,  usually 
within  twenty-four  hours.  Notably  safe  and  well  tolerated. 


dosage:  1 to  1.5  Gm.  daily  in  divided  doses. 
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During  the  1954-55  school  year,  local  health  de- 
partments, local  school  boards  and  local  practicing  phy- 
sicians and  dentists  of  several  parishes  worked  together 
to  strengthen  their  health  program  for  school  age  chil- 
dren. Thi’ough  cooperative  planning,  program  objec- 
tives and  methods  were  established.  These  programs 
were,  in  general,  based  on: 

1.  Pre-school  examinations,  treatment  and  correc- 
tion of  remedial  defects  by  local  practicing 
physicians  and  dentists. 

2.  Functional  health  instruction  programs  by 
schools  to  develop  among  children  an  appreci- 
ation for  good  health  and  a desire  to  seek  and 
secure  services  when  needed. 

Planned  cooperation  of  local  health  personnel  with 
local  school  personnel,  physicians  and  dentists  will  fur- 
ther these  aims  in  the  1955-56  school  year. 
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itself  against  gastric  destaruction.  This  unique  qxifdit^.fe  the^ 
result  of  a molecular  structure  that  gives  Oral  BiciiiJiN  high 
durability  in  gastric  acid,i  effectively  guarding  the  penicillin 
for  its  antibacterial  role.  Administer  without  regard  to  meals. 

1.  American  Medical  Association:  New  and  NonoflScial  Remedies.  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  1954,  p.  147. 
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oral^ 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicilli^ G) ' 


TABLETS 


Philadelphia  2,  Pa. 

Penicillin  with  a Surety  Factor 


/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
is  effective  0 Available  in  5 mg. 
tablets  in  bottles  of  30  and  100  b 
Usual  dosage  is  Vt  to  1 tablet  three  or 
four  times  daily 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


Upjohn 


Presciiption  Headquaitezs  Since  1905 


Browne -M-cHardy  Clinic 

NEW  ORLEANS 

Announces  the  addition  of  a 
CYTOLOGY  DEPARTMENT 

under  the  supervision  of 
MISS  ANNE  C.  STRICKLAND,  B.S. 
Duke  University 

3636  St.  Charles  Avenue  TY.  2376 


MEDICAL  BOOKS 
Of  All  Publisher* 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 
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THIS  MW4 


.maiicines 


It  takes  a lot  of  telling 


Seeing  the  doctor  promptly  when  disturbing  physical  symp- 
toms appear  is  not  a thing  most  people  will  do  readily,  as 
you  well  know.  The  fact  is,  they  take  some  “telling.” 

And  being  reminded,  once  or  twice  even,  of  the  impor- 
tance of  prompt  and  proper  medical  care  is  not  enough. 
People  have  to  be  told  time  and  again.  The  message  has 
to  be  kept  alive  until  they  recognize  its  truth  — and 
act  accordingly. 

For  more  than  27  years,  Parke-Davis  has  promoted  the 
“See  your  doctor”  idea.  On  these  pages  are  a few  of  the 
233  advertisements  that  have  appeared  thus  far.  These 
messages  are  being  published  in  LIFE,  SATURDAY 
EVENING  POST,  TIME,  and  TODAY’S  HEALTH. 
And  you  can  be  reasonably  sure  that  the  millions  who 
read  these  magazines — and  are  seeing  these  advertisements 
— include  many  of  your  patients. 

Any  suggestions  that  you  yourself  may  have  for  making 
this  series  more  useful  to  the  public  — and  to  the  medical 
profession  — are  always  welcome. 


DETROIT  32,  MICHIGAN 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapautic 
Facilitios 

* Internal  Medicine  and 
Gastreanterelegy 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X>ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 
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tablets 
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Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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Indications: 
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Inflammatory  skin  conditions 
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Functional  design  in  a trim,  sleek  cabinet  with 
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keep  returning? 


1 
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1 

Selsun  acts  quickly  to  relieve  seborrheic  der- 
matitis of  the  scalp.  Itching  and  burning 
symptoms  disappear  with  just  two  or  three 
applications  — scaling  is  controlled  with  just 
six  or  eight  applications.  And  Selsun  is  ef- 
fective in  81  to  87  per  cent  of  all  seborrheic 
dermatitis  cases,  92  to  95  per  cent  of  dandruff 
cases.  Easy  to  use,  Selsun  is  applied  and  rinsed 
out  while  washing  the  hair.  Takes  little  time, 
no  messy  ointments  or  involved  procedures. 
Prescribe  the  4-fluidounce  bottle  for  all  your 
seborrheic  dermatitis  patients. 

Complete  directions  are  on  label. 


®-Selsun  Sulfide  Suspension/ Selenium  Sulfide,  Abbott 


Upjohn 


KALAMAZOO 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  ou  highway  78.  20  acres  of  beautifully  landscaped 
grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTII  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
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WHY  SWITCH  FROM  MILLIGRAMS  TO 
MILLIEQUIVALENTS? 

The  comment  is  often  heard  that  medicine  is  getting  too  complex.  Physicians  point 
to  electrolyte  balance  and  milliequivalents  as  typical  examples  of  the  growing  com- 
plexity of  medical  science.  The  question  is  asked  “Is  this  change  necessary?”  The 
answer  is  “Yes”,  if  as  physicians,  we  are  to  fulfill  our  moral  obligation  to  practice 
medicine  to  the  best  of  our  ability  for  the  greatest  possible  benefit  to  the  patient. 
Resisting  change  is  a normal  human  reaction  today  as  it  was  when  many  resisted 
the  change  from  the  horse  and  buggy  to  the  automobile.  To  get  to  the  point!  The 
human  body  is  in  constant  physiologic  electrical  equality,  i.e.,  electrolyte  balance. 
This  means  that  the  sum  of  the  cations  (positively  charged  ions)  is  equal  to  the 
sum  of  the  anions  (negatively  charged  ions)  as  shown  below.  Therefore,  milli- 
equivalents are  selected  as  the  unit  of  measure  particularly  suited  to  the  study  of 
fluid  balance  because  they  imply  a chemical  relationship  between  various  ions. 
Milligrams  do  not  express  the  physiologic  power  rating  or  “horsepower”  of  the 
chemical  constituents  of  the  body  fluid  but  only  express  their  “dead  weight”.  This 
would  be  the  same  as  rating  engines  on  the  basis  of  their  weight  rather  than  on 
their  capacity  for  producing  power. 

On  the  basis  of  the  milligram  % system,  then 


Cations 

Sodium  

Potassium 

Calcium 

Magnesium 


Average  Normal 

326.0  mg% 

20.0  mg% 

10.0  mg% 

3.6  mg% 


Anions 

Bicarbonate 

Chloride  

Phosphate  

Sulphate  

Organic  Ac.d 
Protein  


Average  Normal 

60.5  vol% 
365.2  mg% 
3.4  mg% 
1.6  mg% 
21.0  mg% 
-.6500.0  mg% 


359.6  mg%  DOES  NOT  EQUAL 6951.7  mg% 

The  above  is  not  correct,  since  the  cations  must  equal  the  anions  for  electrical 
equality.  But,  on  the  basis  of  the  milliequivalent  per  liter  system,  then 


NORMAL  VALUES 

SERUM  ELECTROLYTES 


Cations  (base) 


Na  - 138  mEq/L  (137-147) 

K 5 mEq/L  ( 4. 1-5.6  ) 

Ca  5 mEq/L  ( 4. 5-5. 5 ) 

, Mg  2 niEq/L  ( 1.4-2. 4 ) 


Anions  (acids) 

HCO;(  26  (25-29  mEq/L) 

Cl  103  (100-107  mEq/L) 

HP04  2 

SO4  1 

Organic  Acid....  2 
Protein  16 


Total  Cations  150  niEq/L  EQUAL 


Total  Anions  150  mEq/L 


If  there  is  a decrease  or  increase  in  total  cations  (total  base),  there  must  be  a 
corresponding  decrease  or  increase  in  the  total  anions  (total  acid)  and  vice  versa, 
for  example:  if  total  base  is  140,  total  acid  is  140;  if  total  acid  is  160,  total  base 
is  160. 


Conversion  of  milligrams  to  milliequivalents: 

milligram/ 100  ml  X valence  of  element  X 10 
Atomic  weight  of  element 
Example:  10  mg  calcium  X 2 X 10  200 

40  40 


milliequivalent /Liter 
5 mEq/L 


It  is  easier  to  memorize  the  normals  in  mEq/L  as  listed  than  resort  to  conversion 
formula. 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO- 
OPERATION TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN 
THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE 
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now  available 
for  clinical  use. 
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ERING  (METAC 


DRTANDRALQN 


Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 


Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  1 00.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 


first  of  the  new  Schering  corticosteroids 


meticorten 

PREDNISONE,  SCHERING  (ME1 ACORTANDRACIN) 


Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
TEN,''5  the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 


• replacing  the  older  corticosteroids  in 

rheumatoid  arthritis'-2.6-8  certain  skin  disorders  sueh  as  disseminated 
intractable  asthma*'’^  lupus  erythematosus, acute  pemphi- 

eye  disorders^  gus.'^-'S  atopic  dermatitis*^  and  other 

allergic  dermatoses 

• more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 

• relatively  free  of  significant  water  or  electrolyte  disturbances  5 
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Over  96%  of  all  acute  bacterial 
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'Ilotycin’  kills  susceptible  pathogens  of  the 
respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
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Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
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tions have  not  been  reported  in  the  literature. 
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THE  SURGERY  OF  ACUTE 
CHOLECYSTITIS  * 

MORTON  J.  TENDLER,  M.  D.  f 
Memphis,  Tennessee 

The  present  status  of  surgery  in  acute 
cholecystitis  is  a culmination  of  three  dec- 
ades of  profound  controvei’sy.  In  1923, 
Walton  first  urged  early  surgical  treat- 
ment, rather  than  delay,  in  all  cases  of 
acute  cholecystitis.  He  cited  the  remark- 
able, rapid  postoperative  convalescence. 
The  following  year,  Bland-Sutton  stated 
all  cases  should  be  operated  upon  immedi- 
ately, saying  it  was  “reprehensible”  not 
to  remove  the  acute  gall  bladder.  Again, 
in  1924,  Kirschner  advocated  early  oper- 
ation because  he  believed  surgery  was 
easier,  and  that  the  patient  was  indeed 
more  willing  to  be  operated  upon  during 
the  attack.  Kirschner’s  philosophy  may 
well  be  compared  with  the  long  prevailing 
attitude  in  strangulated  hernia  and  acute 
appendicitis.  In  the  United  States,  George 
Crile,  quoted  by  Bruggeman  in  1928, 
stated  he  was  greatly  impressed  by  his 
excellent  results  with  cholecystectomy  in 
acute  disease.  In  the  same  paper  Leriche 
and  Cotte  also  urged  that  cholecystectomy 
should  be  done  immediately,  Bruggeman 
asserting  that  French  surgeons  generally 
advise  immediate  operation. 

During  the  same  period  the  hue  and  cry 
of  the  opposition — urging  delay — voiced 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing: of  the  Louisiana  State  Medical  Society,  in 
New  Orleans,  May  4,  1955. 

t From  the  Departments  of  Surgery,  Baptist 
Memorial  Hospital  and  The  University  of  Tennes- 
see College  of  Medicine,  Memphis,  Tennessee. 


by  Enderlin  and  Holtz,-"  in  Germany, 
Lyons  and  Judd  in  this  country,  fol- 
lowed by  Denver  and  Evarts  Graham,^*’ 
did  not  deter  those  who  had  been  con- 
vinced by  their  good  results.  The  impos- 
ing array  of  opposition  contended  that 
most  acute  cholecystides  subsided  without 
complications  and  that  perforation  was 
rare.  If  one  awaited  abatement  of  the 
acute  process,  surgery  could  be  undertaken 
from  three  to  six  weeks  after  I’ecovery, 
with  a lower  mortality  rate. 

There  soon  were  published,  in  this  coun- 
try, a number  of  papers,  Alexander,' 
Miller,^®  H.  F.  Graham  and  Waters,®" 
Heuer,'*''  Mentzer,'’''  Lobingier,^®  Mentzer,^^ 
Zinninger,®^  Judd  and  Phillips,'''  Smith,'" 
Stone  and  Owings to  substantiate  the 
earlier  advocates  of  immediate  and  early 
cholecystectomy.  Alexander’s  series  re- 
vealed that  in  20  patients  who  were  care- 
fully observed  and  treated  medically,  per- 
foration had  occurred.  There  was  a mor- 
tality of  50  per  cent.  Mentzer  (1932)  pre- 
sented 8 patients,  undergoing  medical 
therapy,  all  of  whom  died.  Thirty-one  pa- 
tients, also  undergoing  prolonged  medical 
treatment,  advanced  to  perforation  or 
gangrene  before  surgery  was  performed. 
The  mortality  in  this  group  was  33  per 
cent.  Zinninger’s  elaborate  study  showed 
that  in  his  patients,  operated  upon  within 
forty-eight  hours  after  onset,  there  was 
no  mortality.  Those  operated  upon  within 
two  to  five  days,  the  mortality  was  6.6 
per  cent.  In  those  acute  cholecystides 
operated  upon  after  five  days  the  mor- 
tality rate  increased  to  25  per  cent.  Prob- 
ably the  best  of  the  early  papers  was 
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George  Heuer’s  review  in  1937  in  which 
he  presented  153  cases  of  acute  cholecys- 
titis operated  upon  by  him.  Of  this  num- 
ber, 65  per  cent  were  operated  upon  within 
twenty-four  hours,  35  per  cent  within 
seventy-two  hours.  In  his  entire  series 
there  were  5 deaths,  a mortality  rate  of 
3.2  per  cent.  In  this  series  40  of  the  153 
gall  bladders  showed  areas  of  gangrene, 
and  in  16  of  these  the  gall  bladder  was 
perforated  on  admission.  His  critical 
analysis  of  his  own  series  reveals  thei*e 
were  137  cases  of  acute  cholecystitis  with- 
out perforation  with  3 postoperative 
deaths — a mortality  rate  of  2.1  per  cent. 
In  the  16  cases  with  perforation  there 
were  2 deaths — a mortality  rate  of  12.5 
per  cent. 

The  recent  surgical  literature,  1940  to 
1955,  has  produced  a great  number  of 
e.xcellent  articles  which  sustain  the  pio- 
neers’ efforts  to  establish  early  chol- 
ecystectomy as  the  operation  of  choice  in 
acute  cholecystitis,  especially  Glenn,-’*^-'*^ 
Dunphy,  Ross  et  al.,-"’- Wallace  and 
Allen, Clifford,’”  Eliason  and  > Stevens,-” 
Lester  and  Best.”  An  excellent  disserta- 
tion on  acute  noncalculous  cholecystitis 
and  its  pathology  is  found  in  Wolfson  and 
Rothenberg’s  paper.”-’  The  most  enlighten- 
ing and  substantiating  review  of  the  pa- 
thology in  acute  cholecystitis  was  pre- 
sented in  a clinical  paper  on  the  subject 
by  Touroff.'”  Recently  (1952),  an  ex- 
haustive article  on  the  subject  of  timing 
in  surgery  of  acute  cholecystitis  was  pub- 
lished by  DeCamp,  Ochsner  et  al.,--  sub- 
stantiating Ross,  Boggs  and  Dunphy.””  In 
1953,  Frank  and  Orr””  again  emphasized 
the  philosophy  of  the  two  latter  groups, 
stating  that  “operation  is  indicated  as  soon 
as  the  patient  can  he  prepared,  providing 
the  diagnosis  is  reasonably  well  established 
and  there  are  no  serious  contraindications 
to  surgery”.  Fines  and  Rabinovitch 
(1954)  review  1480  patients  operated  up- 
on for  acute  cholecystitis  with  6.5  per 
cent  mortality  in  uncomplicated  cases. 
Where  perforation  has  occurred  the  over- 
all mortality  rate  was  17.7  per  cent.  This 
paper  presents  an  excellent  statistical 


summary  of  the  literature  on  perforations 
of  the  gall  bladder.  Their  large  series  of 
patients  (1480)  were  gathered  from  the 
records  of  the  Brooklyn  Jewish  Hospital 
from  1932  to  1952 — a large  general  hospi- 
tal with  many  resident  staff  operators  as 
well  as  those  of  the  active  attending  surgi- 
cal staff.  They  conclude  that  “the  opti- 
mum time  for  surgery  is  often  missed  be- 
cause patients  are  not  hospitalized  nor 
operated  upon  until  many  days  after  the 
onset  of  symptoms — in  the  authors’  series, 
more  than  ten  days”. 

It  is  most  significant  at  this  time  to 
note  that  the  internist  has  been  following 
his  patient  to  the  operating  room  and  has 
drawn  his  own  conclusions,  as  he  had  done 
in  acute  appendicitis  with  its  controver- 
sies in  the  1890  to  1910  period,  and  in 
strangulated  hernia  in  the  1870  to  1890 
period.  J.  Edward  Berk,'  Associate  Fro- 
fessor  of  Medicine,  Wayne  University,  De- 
troit writes — “If  during  the  first  24  or 
36  hours,  the  temperature  and  pulse  rate 
continue  to  mount,  the  local  signs  of  in- 
flammation increase,  and  the  leukocyte 
count  shows  progressive  elevation,  oper- 
ation is  no  longer  delayed.  Similarly,  if 
after  36  to  48  hours,  the  temperature  has 
not  significantly  lowered,  the  pulse  rate 
remains  rapid,  the  abdominal  signs  ai'e 
essentially  unchanged,  the  white  blood 
count  is  still  elevated,  and  the  patient 
generally  appears  unimproved,  operation 
is  no  longer  delayed.  The  operative  pro- 
cedure of  choice  is  cholecystectomy,  with 
or  without  common  duct  exploration  as  in- 
dicated by  the  history  and  operative  find- 
ings. When  the  findings  at  the  time  the 
patient  is  initially  seen  suggest  perfora- 
tion or  imminent  perforation,  surgical  in- 
tervention is  elected  with  the  least  possible 
delay”. 

PATHOGENESIS 

Acute  cholecystitis  occurs  with  and  with- 
out the  presence  of  gall  stones.  Acute 
noncalculous  cholecystitis  is  often  the  re- 
sult of  the  invasion  of  the  wall  of  the 
gall  bladder  through  the  lymphatics  of  the 
liver  (Graham  et  al””),  or  hematogenous 
bacterial  infection  (Rosenow,””  Rehfuss 
and  Nelson”^).  Boyd’-  states  that  ascend- 
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ing  infection  from  the  duodenum  does  not 
occur.  Pancreatic  reflux,  with  its  necrotiz- 
ing effect,  has  been  reported  in  cases  of 
acute  noncalculous  cholecystitis  by  Colp 
and  Doubilet-"  and  Bisgard  and  Baker.^’ 
An  embolus  or  an  atheromatous  intima  of 
the  cystic  artery,  or  torsion  of  the  cystic 
duct  may  produce  gangrene  of  the  gall 
bladder.  Wolfson  and  Rothenberg  found 
31  cases  of  noncalculous  cholecystitis  in  a 
series  of  279  patients  with  acute  cholecys- 
titis— a percentage  of  8.2.  Allen  Whip- 
ple*- in  a series  of  160  patients  found  30 
without  stones,  or  18.7  per  cent.  Infection 
produces  inflammatory  swelling  of  the 
lining  of  the  gall  bladder  and  the  cystic 
duct.  This  swelling  produces  obstruction 
at  the  ampulla  or  duct,  and  the  ensuing 
pathological  process  is  similar  to  that 
which  produces  the  same  sequence  of 
events  in  stone  impaction  of  the  ampulla 
or  duct. 

Strohl  and  Diffenbaugh reported  118 
cases  of  acute  cholecystitis  in  which  85.6 
per  cent  contained  stones.  Numei'ous  re- 
ports to  date  indicate  that  the  cause  of 
acute  cholecystitis  is  due  to  obstruction  of 
the  ampulla  or  cystic  duct  in  at  least  95 
per  cent  of  cases. 

The  most  common  sequence  of  events 
follows  when  small  stones  may  become 
impacted  in  the  cystic  duct,  or  a larger 
one  in  the  ampulla,  obstructing  the  out- 
flow of  bile  (Figures  1 and  2).  It  should 
be  noted  that  there  are  four  vascular  sys- 
tems, or  their  components,  involved  in  the 
mechanics  of  obstruction  in  the  acute  gall 
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Figure  2 

bladder:  (1)  the  biliary  components,  the 

ampulla  of  the  gall  bladder  and  the  cystic 
duct  and  the  flow  of  bile  to  and  fro ; 
(2)  the  arterial  component,  the  cystic 
artery — acts  as  it  were  a true  end-artery 
despite  the  numerous  gall  bladder  fossa 
capillaries,  (The  artery  is  usually  single 
but  may  be  multiple)  ; (3)  the  venous 
components,  the  cystic  vein  which  empties 
into  the  right  branch  of  the  portal  vein 
and  minute  radicals  which  may  empty  into 
the  liver;  (4)  the  lymphatic  components, 
the  main  vessels  of  which  empty  into  the 
nodes  at  the  neck  of  the  gall  bladder. 
(Figure  1). 

With  the  impaction  of  the  stone  in  the 
ampulla  (surgically,  Hartmann’s  pouch) 
or  cystic  duct  the  outflow  of  bile  ceases — 
thus  setting  up,  in  a very  small  and  re- 
stricted area,  (about  the  triangle  of  Calot, 
especially)  a progressive  compromising  of 
the  circulation  of  blood  and  lymph  in  the 
entire  gall  bladder  wall.  All  major  portals 
of  egress  and  ingress  are  confined  to  an 
area  of  3 cm.  generally  about  the  ampulla. 
With  the  development  of  spasm  and  edema 
about  the  wall  of  the  ampulla  and  the 
cystic  duct,  the  lymphatic  return  and  the 
venous  outflow  are  first  to  become  slowed 
and  may  eventually  cease  (Figure  3).  As 
seen  so  frequently  at  surgery  of  the  acute 
gall  bladder  the  cystic  artery  seems  to  be 
the  villain  of  the  play.  It  becomes  dis- 
tended, larger,  bounding,  and  is  frequently 
seen  to  pulsate.  It  is  not  infrequently  as 
large  as  the  radial  artery  in  the  fulminat- 
ing picture.  Since  it  seems  to  act  not  un- 
like an  end-artery,  the  blood  continues  to 
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3.  MURAL  SPASM  AND  EDEMA 

Uncreas«d  Arteriol  Flowj  D^creosed  Venous  and  Lymphotic  Flow) 

Figure  3 

pour  into  capillaries  of  the  viscus;  edema, 
subserous,  mural,  as  well  as  submucosal, 
is  progressive  clue  to  lymph  stasis ; venous 
congestion  due  to  venous  block,  with  its 
concomitant  hypoxia,  plus  inflammatory 
changes  in  the  mucosa,  submucosa,  the 
Pokitansky  - Aschoff  sinuses;  destruction 
of  capillary  walls  with  its  diapedesis  of 
red  cells  as  well  as  frank  hemorrhage  in- 
to the  interstices;  focal  areas  of  necrosis 
begin  to  appear  in  the  wall.  It  could  be 
explained  as  a problem  in  hydrostatics, 
with  the  capillary  bed  and  its  delicate 
walls,  the  site  of  initial  disruption.  The 
earliest  areas  of  ischemic  necrosis  are 
more  ^frequent  in  the  fundus,  farthest 
from  the  ampulla,  where  the  blood  supply 
has  been  further  compromised  by  greatly 
increased  intracystic  tension  and  pressure. 
It  is  thinnest  in  this  area  also.  Ruptures 
are  most  frequent  here.  However,  blotches 
of  gangrene  may  be  found  in  various 
stages  of  progress  throughout  the  entire 
wall  (Figure  4). 


4 MURAL  HYPOXIA-,  BEGINNING  NECROSIS  OF  GALL  BLADDER  \»ALL 
(INFARCTION) 

ViNIMAL  VENOUS  AND  LYMPHATIC  FLOW< 

MARKEDLY  INCREASED  ARTERIAL  FLOYlf. 


Figure  4 


Figures  1 through  4 are  representative 
of  culminating  ideas  gathered  from  the 
surgical  and  pathological  literature,  in- 
spired mainly  by  Lobingier,^'’  Homans,^- 
Denton,-^  Andrews,-  Hallendorf,  Dockerty 
and  Waugh  and  others.  The  entire  se- 
quence can  be  likened  to  that  produced  by 
the  torsion  of  an  ovarian  cyst  pedicle ; acute 
obstructive  appendicitis  (Van  Zwalen- 
berg,'"  McCallig®-);  volvulus  of  the  sig- 
moid or  small  bowel,  or  as  seen  rarely  in 
torsion  of  the  mesentery  of  a ptotic  gall 
bladder.  How  many  acute  cholecystitides 
have  resolved,  completely  or  partially,  due 
to  abnormal  and/or  accessory  veins,  or  ac- 
cessory arterial  systems,  can  only  be  con- 
jectured. The  unusual  number  of  abnorm- 
alities in  the  “cysto-hepatic  angle”  (Moos- 
man  and  Coller,®'-'  Browne,^^  Flint,-®’-® 
Brewer  et  al.)  should  render  unlikely 
only  one  mechanical  process  as  all  pre- 
vailing. The  rich  network  of  fine  lym- 
phatic radicles  between  the  liver  bed  and 
the  gall  bladder  wall  may  be  considered  as 
another  good  “escape  hatch”.  The  question 
of  bacterial  inflammatory  complications  of 
the  picture  cannot  be  dismissed  as  an  en- 
tirely negligible  factor.  Various  pathogens 
have  been  cultured  from  the  fundic  bile, 
as  well  as  the  wall,  by  many.  The  main 
groups  are  streptococci,  staphylococci,  the 
anaerobes  (especially  C.  Welchii)  and  va- 
rious members  of  the  E.  Coli  family. 
(Rosenow,®®  Magner  and  Hutcheson,®^ 
Graham,  et  al.®®).  Andrews.^-®  believes  that 
bacteria  play  only  a minor  role  in  the  great 
majority  of  the  acute  cholecystides.  Mc- 
Kibbon  and  McDonald  ®®  support  his  view, 
and  point  out  that  polymorphonuclear  leu- 
kocytes are  frequently  present  in  one  or 
more  layers  of  the  gall  bladder  wall  of  ap- 
parently normal  gall  bladders.  Andrews, 
Schoenheimer  and  Hrdina  ® ligated  the  cys- 
tic duct  and  the  common  duct  producing 
biliary  stasis,  showing  that  infection  of 
the  gall  bladder  wall  by  anaerobic  organ- 
isms, which  seemed  to  pass  from  the  liver 
to  the  gall  bladder  by  direct  extension,  oc- 
curred in  their  experiments.  The  anaerobic 
organisms  found  in  many  cases  of  chol- 
ecystitis correspond  to  the  normal  flora  of 
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the  liver,  which  is  intestinal  in  origin.  A 
review  of  E.  Coli  septicemia  due  to  acute 
cholecystitis  was  presented  by  Lipshutz 
and  Kaplan  in  1941.  They  report  12 
cases,  3 personal  and  9 from  the  literature 
to  1941. 

In  comparing  inflammation  in  the  gall 
bladder  with  inflammation  in  other  hollow 
abdominal  organs,  such  as  the  appendix  or 
the  urinary  bladder,  one  finds  striking  dif- 
ferences. In  the  appendix,  and  in  the  urin- 
ary bladder,  there  is  a close  correlation 
between  the  pathological  changes  and  the 
clinical  symptoms,  and  bacteria  are  present 
in  enormous  numbers.  In  acute  cholecys- 
titis the  histological  picture  is  rarely  one 
of  acute  suppuration — and  one  finds  very 
little  difference,  as  a rule,  between  the 
bacterial  count  of  acute  and  chronic  chol- 
ecystides.  Moreover,  the  clinical  picture 
in  early  acute  cholecystitis  and  late,  so- 
called  subsided  acute  cholecystitis,  rai-ely 
corresponds  to  the  pathological  picture.  As 
Touroff  so  vividly  pointed  out  in  his  series, 
99  per  cent  of  the  patients  operated  upon 
after  symptoms  were  minimal  or  absent, 
still  showed  acute  cholecystitis  histologic- 
ally for  periods  as  long  as  three  years  after 
the  acute  clinical  episode  had  subsided. 
Many  authors  have  commented  on  similar 
observations.  It  is  npt  too  rare  to  find 
the  pathologist’s  report  on  a so-called  elec- 
tive operation  upon  chronic  cholecystitis 
with  cholelithiasis  revealing  “acute  diffuse 
cholecystitis  with  cholelithiasis”. 

THE  niAOXOSTlC  PICTURE 

Most  patients  with  acute  cholecystitis 
fall  within  the  30  to  60  year  old  group. 
Acute  cholecystitis  in  childhood  is  rela- 
tively rare,  but  in  1938,  Potter”"’  reported 
432  cases  from  the  literatiu’e,  of  biliary 
disease  in  the  young  (under  15  years  of 
age),  two-thirds  of  which  were  acute  chol- 
ecystitis and  chronic  cholecystitis  with 
cholelithiasis. 

A history  of  previous  attacks  is  often 
noted,  in  the  majority  of  cases,  but  usual- 
ly less  severe  than  the  presenting  attack. 
A sudden  onset  of  severe  localized  pain  in 
the  right  upper  quadrant  usually  initiates 
the  attack.  However,  the  onset  may  be 
gradually  noted,  with  epigastric  or  peri- 


umbilical pain,  soon  localizing  over  Mayo- 
Robson’s  point.  Radiation  of  pain  may 
vary — to  the  right  costo-vertebral  angle, 
the  right  scapula  or  right  interscapular 
space  (splanchnic  nerve  distribution)  or 
to  the  right  shoulder.  Anorexia  is  an  early 
symptom,  as  is  nausea.  Most  patients 
vomit — and  vomiting  is  often  incessant. 
Chills  are  a danger  sign — indicating  early 
gangrene  or  perforation.  In  older  patients 
a clear  cut  history  is  not  the  rule,  but  the 
exception.  Patients  in  the  decades  past  50 
years  present  the  most  trying  problems  in 
diagnosis.  This  is  becoming  more  and 
more  important.  In  a series  of  586  pa- 
tients Glenn  and  Moore  reported  35  per 
cent  over  50  years  of  age. 

Physical  examination  usually  reveals  an 
acutely  ill  and  apprehensive  patient.  Fever 
is  usually  low  grade  though  many  patients 
are  afebrile.  Fever  cannot  be  relied  upon 
to  correlate  the  extent  of  the  underlying 
disease  or  its  pathological  state  (Bock- 
us“)-  The  pulse  usually  parallels  the 
temperature  rise.  Precipitous  rise,  to  103- 
105°,  means  gangrene  and  or  perforation 
has  occurred. 

Tenderness  and  increased  muscle  tone 
in  the  right  upper  quadrant  is  almost  al- 
ways present.  Mass  is  found  in  15  to  25 
per  cent  of  patients.  Even  the  rounded 
fundus  of  the  enlarged  gall  bladder  may 
be  palpated  or  outlined  by  delicate  percus- 
sion. The  mass  usually  consists,  however, 
of  an  intraperitoneal  walling  off  process — 
the  stomach  and  duodenum,  transverse 
colon,  and  hepatic  flexure,  and  omentum, 
mainly. 

Jaundice,  as  a presenting  sign  indicates 
a serious  complication,  found  in  10  to  20 
per  cent  of  statistical  studies.  Spreading 
inflammatory  edema  extending  to  the  com- 
mon bile  duct  or  common  hepatic  duct,  or 
stones  or  gravel  in  the  common  duct  are 
the  most  common  causes.  Greatly  enlarged 
lymph  nodes  along  the  common  duct  have 
been  found  to  be  the  sole  cause  upon  rare 
occasions. 

The  leukocyte  count  is  often  indicative 
of  the  severity  of  the  disease  process,  es- 
pecially under  50  years  of  age.  Most 
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counts  fall  between  10  and  15,000.  Past 
50  years  of  age,  white  counts,  like  the 
temperature  rise,  are  often  misleading. 
Normal  counts  often  go  along  with  normal 
or  subnormal  temperature  in  the  older  age 
groups.  Counts  higher  than  15,000  with 
pronounced  shifts  to  the  left  often  mean 
impending  or  actual  gangrene  and  or  per- 
foration. 

The  urine  may  show  bile,  and,  on  oc- 
casion, sugar  in  nondiabetics,  because  of 
pancreatic  involvement.  Proteinuria,  gran- 
ular and  hyaline  casts  amongst  the  formed 
elements  are  not  unusual,  especially  with 
marked  fever  rises. 

The  serum  bilirubin  should  be  deter- 
mined, whenever  possible,  preopei'atively, 
to  detect  not  only  subclinical  jaundice  but 
also,  in  jaundiced  patients  to  follow  post- 
operative progress. 

The  color  of  the  stools  should  be  noted 
for  acute  biliary  obstruction,  complete  or 
partial. 

The  color  of  the  vomitus,  particularly 
of  prolonged  vomiting,  is  an  indicator  of 
the  presence  or  absence  of  duodenal  bile. 

A good  routine  procedure  to  be  recom- 
mended is  a scout  film  of  the  abdomen 
(K.U.B.).  Not  only  may  it  show  radi- 
opaque stones  or  calcific  gall  bladder  walls 
but  ajso  gas  in  the  gall  bladder  fundus  or 
biliary  tree.  Bell,  Brown  and  Lenhardt® 
report  27  clinically  proven  cases  of  pneu- 
mocholecystitis up  to  1953.  An  amazing 
46  per  cent  in  121  cases  of  acute  chol- 
ecystitis, proven  at  surgery,  revealed  a 
positive  .x-ray  for  radiopaque  stones  pre- 
operatively,  was  reported  by  Smith  from 
the  Presbyterian  Hospital,  New  York 
(1945). 

I U F F P:  K E X T I L D I A G X'  o S I S 

k^ortunately,  the  diagnosis  of  acute  chol- 
ecystitis in  the  hands  of  most  practition- 
ers of  medicine  and  surgery  has  not 
proved  to  be  too  great  a stumbling  block. 
The  usual  clear  cut  history,  so  often  laden 
with  typical  though  mild  acute  attacks  of 
pain  in  the  right  upper  quadrant,  selective 
food  disturbances,  pyrosis,  colic  and  classi- 
cal reflex  pain  distributions,  outlines  the 
diagnosis  before  the  patient  is  examined. 
The  well  localized  pain,  muscle  spasm,  and 


marked  resistance  plus  exquisite  tender- 
ness in  the  region  of  Mayo-Robson’s  point 
aid  in  arriving  at  a diagnosis  within  six 
to  twenty-four  hours  after  onset. 

Though  there  are  pitfalls,  such  as  rup- 
tured peptic  ulcer,  acute  pancreatitis,  late 
perforative  appendicitis,  right  sided  dia- 
phragmatic pleurisy,  lobar  pneumonia,  hia- 
tus hernia,  they  are  rather  infrequent  in 
large  series.  High  intestinal  obstruction, 
though  rare,  may  mimic  acute  cholecys- 
titis. Linder  and  Morse  present  an  ex- 
tensive differential  picture,  quoted  almost 
in  toto  by  Thorek,'^  concerning  acute  pan- 
creatitis. 

The  most  intriguing  of  errors,  from  the 
viewpoint  of  the  experienced  internist  and 
the  surgeon  is  often  found  in  the  relation- 
ship between  coronary  artery  disease  and 
the  affected  gall  bladder.  The  literature 
is  abundant  on  the  subject,  since  Babcock^ 
reported  13  cases  in  1909.  As  long  ago  as 
1878,  deMussy®"  called  attention  to  this 
frequently  found  association.  That  gall 
bladder  disease  could  cause  cardiac  signs 
and  symptoms,  producing  anginal  pain 
and  even  toxic  effects,  along  with  inverted 
or  flat  T-waves  in  the  electrocardiogram, 
have  been  shown  by  Breitweiser,^®  Cady 
et  al.’"  and  Weiss  and  Hamilton. Walters 
and  Master  believe  that  following  chol- 
ecystectomy for  acute  cholecystitis,  or  for 
gall  stones,  the  cardiac  condition  may  be 
improved.  The  acute  anginal  pain  and 
other  cardiac  symptoms  may  disappear,  as 
may  also  the  abnormal  electrocardiograph- 
ic changes.  However  the  underlying  dis- 
ease of  the  coronaries  is  not  affected  by 
such  surgical  procedures.  They  state  that 
“since  both  conditions  often  occur  in  the 
same  age  group,  and  since  both  may  have 
a common  etiologic  basis  (vagovagal  re- 
fle.x,  atherosclerosis)  their  frequent  asso- 
ciation is  probably  coincidental”. 

To  the  surgeon,  as  well  as  the  physician, 
it  is  extremely  important  to  differentiate 
between  acute  cholecystitis  and  acute  coi'- 
onary  occlusion,  for  surgery  could  prove 
disastrous.  Wolferth®®  shows  that  there 
should  be  little  difficulty  in  distinguishing 
between  the  pain  of  gall  bladder  colic  and 


Tendler — The  Surgery  of  Acute  Cholecystitis 


393 


angina  pectoris  if  a careful  history  has 
been  taken.  As  is  well  known,  epigastric 
pain  may  occur  with  angina  pectoris ; in- 
variably, however,  anginal  pain  radiates 
under  the  sternum  and  often  to  the 
shoulders  and  down  the  left  arm.  It  does 
not  tend  to  radiate  to  the  subscapular 
region.  It  is  usually  of  a characteristic 
pressing  or  clutching  quality,  and  is  hard- 
ly ever  centered  in  the  right  upper  quad- 
rant of  the  abdomen.  With  actual  cor- 
onary occlusion  or  infarction  the  patient 
appears  more  critically  ill, — pallor,  even 
cyanosis,  difficulty  in  breathing,  with  sub- 
sternal  pain  are  much  more  marked  than 
abdominal  pain.  Fever,  leukocytosis,  rapid 
pulse  are  soon  manifest.  Because  of  the 
frequent  association  of  the  two  diseases 
due  deliberation  and  caution  are  para- 
mount in  deciding  the  issue  of  surgery  or 
watchful  waiting. 

THE  SE(irEL.\E  f)E  AMI’fEL,\IlY  OR  CYSTIC  Ol'CT 
or.STRCCTIOX 

The  passage  of  a relatively  small  calcu- 
lus through  the  tubular  structure  of  the 
ureter  causes  much  pain  and  spasm.  That 
there  is  an  inflammatory  reaction  accom- 
panying the  passage  is  well  manifested  by 
the  outpouring  of  red  and  white  cells.  The 
inflammatory  edema  and  spasm  in  the 
cystic  duct  and  its  passing  stone,  with  the 
additional  obstructive  hurdle  of  the  valves 
of  Heister,  presents  a similar  pathological 
picture.  With  a large  stone  impacted  in 
the  ampulla  or  in  Hartmann’s  pouch  the 
felony  is  compounded  similarly,  though 
egress  is  not  the  rule.  The  same  intra- 
cystic  pressure  which  lodges  the  stone  in 
the  ampulla  or  pouch  may  act  to  dislodge 
the  impaction,  thus  relieving  the  obstruc- 
tion to  the  neck  and  cystic  duct.  Thus  it 
may  be  assumed  that  the  so-called  mild  or 
even  more  severe  attacks  of  gall  stone 
colic  are  accompanied  by  varying  degrees 
of  inflammatory  process.  It  may  also  be 
assumed  that  the  inflammation  may  not 
leave  any  scars  of  consequence  after  relief 
of  impaction  or  passage.  (Figiu'e  5)  Here 
one  thinks  again  of  Kirschner’s  philoso- 
phy— rarely  does  a patient  have  but  one 
attack  of  gall  stone  colic;  that  eventually 
the  attacks  will  become  more  sevei'e ; that 
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Figure  5 


the  optimum  time  to  convince  a patient 
surgery  is  imperative  presents  itself  dur- 
ing an  acute  bout  with  stone.  Hertzler-’^^ 
in  his  own  inimitable  fashion  of  “The 
Horse  and  Buggy  Doctor’’  presents  the 
picture  of  gall  stone  colic  in  the  following- 
paragraph  taken  verbatim  from  one  of  his 
many  fine  monographs : “When  the  gall 
bladder  finds  itself  unable  to  expel  its 
contents  due  to  the  presence  of  a stone  in 
the  duct  it  gets  itself  all  het  up,  and  this 
is  expressed  in  terms  of  spasm.  . . . Aside 
from  the  discomfort  caused  by  the  pre- 
liminary colic,  the  essential  factor  is  in- 
flammation of  the  gall  bladder  and  its 
environs.  Pain  itself  never  killed  anybody. 
As  far  as  the  welfare  of  the  patient  is 
concerned,  the  disease  resolves  itself  into 
a study  of  inflammation.  An  acute  attack 
after  the  first  few  hours  is  expressive  of 
acute  inflammation’’. 

Figure  5 is  a schematic  outline  of  the 
consequent  courses  following  an  attack  of 
acute  cholecystitis. 

The  shrunken  gall  bladder  (mural  atro- 
phy) may  follow  any  attack  or  repeated 
attacks  of  acute  cholecystitis.  Stones  are 
often  embedded  in  its  walls — in  the  As- 
choff-Rokitansky  sinuses  or  even  in  the 
ducts  of  Luschka.  It  is  often  an  accom- 
paniment of  common  duct  stone.  Though 
true  empyema  is  rare  it  may  lead  to  per- 
foration with  dire  consequences.  The  large 
gall  bladder  seen  in  hydrops  is  an  inert 
mucus  or  serous  fluid  filled  sac,  often  ex- 
tending in  its  immensity,  and  sometimes 
felt  as  a tumor,  in  the  right  iliac  fossa. 

As  seen  in  Figure  4 the  dangers  of 


394 


Tendler — The  Surgery  of  Acute  Cholecystitis 


hypoxia,  with  its  resultant  mural  infarc- 
tions or  total  gangrene  lead  to  perforation. 
Diffenbaugh,  Sarver  and  Strohl  of  St. 
Luke’s  Hospital,  Chicago  reported  perfo- 
ration in  11.9  per  cent  in  a collected  series 
of  5272  cases  of  acute  cholecystitis.  The 
mortality  in  the  perforative  series  was 
23.8  per  cent.  One  is  reminded  of  another 
disease  with  dire  sequences,  in  crude  com- 
parison. At  the  John  Gaston  Hospital,  the 
University  of  Tennessee  teaching  hospital 
689  cases  of  acute  appendicitis  with  perfo- 
ration were  reviewed.  Of  3687,  16.7  per 
cent  cases  of  acute  appendicitis  were  per- 
forated upon  admission.  The  mortality  for 
the  series  from  1945  to  1951  (364)  was 
6.6  per  cent.'^  The  indictment  against  de- 
lay in  surgery  of  acute  cholecystitis  is  the 
obvious  parallel. 

Free  perforation,  with  its  ensuing  fatal 
generalized  biliary  peritonitis,  fortunately 
is  a rare  complication.  Intrahepatic  ab- 
scess, due  to  perforation  into  the  liver 
substance,  is  an  uncommon  occurrence.  It 
may  be  single  or  multiple — the  abscess 
may  or  may  not  contain  extruded  stones. 

The  protective  mechanism  of  taxis  is 
the  most  common  reaction  of  the  neigh- 
boring organs  in  the  right  upper  abdomen. 
The  transverse  mesocolon,  the  transverse 
colon  and  hepatic  flexure  plus  the  omen- 
tum, and  often  the  duodenum  and  stomach 
are  found  enmeshed  in  a more  or  less  firm 
fibrinous  exudate,  walling  off  the  im- 
pending or  actual  perforation.  There,  be- 
tween the  above  mentioned  organs  and 
the  inferior  liver  surface,  one  may  find 
localized  abscess  or  abscesses,  extruded 
stones  and  bile.  Areas  of  partial  or  com- 
plete mural  ischemia  and/or  neci’osis  are 
often  in  evidence.  Fistula  results  from 
contiguous  necrosis  of  the  walling  off  or- 
gans, the  most  common  of  which  is  the 
cholecysto-duodenal  fistula.  From  chol- 
ecysto-duodenal  fistula  large  stones  are  ex- 
truded that  may  produce  gall  stone  ileus 
in  the  narrowing  portion  of  the  terminal 
ileum.  The  mortality  rate  is  high  in  gall 
stone  ileus  as  diagnosis  is  difficult  and 
perforation  of  the  ileum  often  is  reported 
(McLaughlin  and  Raines "’G-  These  large 


stones,  rarely  pass  through  the  cystic  duct, 
but  through  the  first  or  second  portion  of 
the  duodenum,  via  an  acute  cholecysto- 
duodenal  fistula.  If  gall  stones  are  vom- 
ited they  are  usually  pathognomonic  of 
cholecysto-gastric  fistula.  Stones  passed 
in  the  feces,  if  large,  are  indicative  of 
cholecysto-colic  fistula.  The  scout  films 
of  the  abdomen,  in  the  majority  of  these 
fistulae,  reveal  gas  in  the  biliary  tree. 
McLaughlin  and  Raines  report  a series  of 
366  cases  of  gall  stone  ileus. 

Cholecystectomy  for  acute  cholecystitis 
was  first  performed  by  the  author  in  1939, 
stimulated  primarily  by  Heuer’s  convic- 
tions and  then  translated  into  action  by 
the  conclusions  of  Carter,  Greene  and 
Twiss  (1939^*).  The  results  were  encour- 
aging from  the  beginning.  The  report  of 
Wallace  and  Allen,  in  1941,  confirmed  not 
only  the  imperative  need  for  early  oper- 
ation after  proper  preparation,  but  also 
revealed  an  important  factor  previously 
unemphasized.  In  415  cases  of  acute  chol- 
ecystitis they  reported  gangrene  present 
in  125  cases — 29.4  per  cent.  Perforation 
was  found  in  64  cases  of  the  125  gan- 
grenous gall  bladders,  or  an  overall  per- 
centage of  15.4  in  the  415  reported.  They 
found  that  gangi’ene  with  perforation  is 
unusual  before  the  sixth  day  of  onset  of 
symptoms,  and  that  operation  performed 
within  four  days  of  the  onset  of  symptoms 
is  relatively  safe  if  proper  preoperative 
preparation  is  meticulously  deliberated. 

During  the  past  few  years  surgery  has 
been  extended  in  so-called  “delayed  acute 
cholecystitis”  as  recommended  by  Ross, 
Boggs  and  Dunphy  and  DeCamp,  Ochsner, 
et  al.,--  and  long  ago  suggested  by  Wallace 
and  Allen.  The  “proper  timing”  of  sur- 
gery in  acute  cholecystitis,  they  believe, 
is  not  confined  entirely  to  the  early  three 
or  four  day  period.  The  resolution  of  the 
inflammatory  process  is  extremely  slow 
and  incomplete  regardless  of  the  clinical 
course  of  the  patient.  Touroff’s  patho- 
logical studies  record  this  fact  most  con- 
vincingly. After  a short  deliberative  peri- 
od, devoted  to  restoring  fluid  and  electro- 
lyte balance,  the  institution  of  antibiotic 
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therapy,  the  proper  leveling  of  the  hema- 
tocrit, the  establishment  of  the  status  of 
the  cardiovascular  system  and  a daily 
urinary  output  of  better  than  a liter, 
“there  is  nothing  to  gain  by  delaying  sur- 
gery”. The  inflammatoiy  process  may 
persist  for  months  or  even  years  after  the 
clinical  symptoms  subside.  They  conclude, 
as  their  experiences  have  shown,  that  the 
concept  of  an  arbitrary  period  during 
which  surgery  for  acute  cholecystitis  is 
to  be  avoided,  should  be  abandoned.  Con- 
trariwise, with  the  patient’s  condition 
going  from  bad  to  worse,  a life-saving 
cholecystectomy,  under  intercostal  anes- 
thesia (Bartlett^)  may  be  the  only  life- 
saving measure. 

THE  MANAGEMENT  OF  TECHNICAL  PROBLEMS 

The  dangers  in  surgery  of  acute  chol- 
ecystitis parallel  the  pitfalls  encountered 
in  chronic  biliary  disease.  In  the  early 
acute  diffuse  cholecystitis,  the  operation 
is  often  easier  in  execution,  due  to  the 
easy  dissection  afforded  by  demarcation 
of  structures  by  edema.  But  the  “easy 
case”  rarely  presents  difficulties  or  anom- 
alous vessels.  The  avoidance  of  these  dan- 
gers and  pitfalls  may  be  summarized  in  a 
“Duodecalogue”  which  might  aid  in  guid- 
ing one  to  Jericho  ‘without  struggling 
through  the  Wilderness.  They  contain  the 
admonitions  and  friendly  reproofs  of  La- 
hey.  Coder,  Ochsner,  Sanders  and  other 
excellent  technicians  too  numerous  to  men- 
tion. 

1.  Do  not  attempt  the  operation  if 
you  are  an  occasional  operator.  As  a 
general  practitioner  you  have  enough  of 
headaches  and  worries  without  adding 
another. 

2.  Do  not  enter  the  operating  room 
before  you  have  secured  an  experienced 
and  able  surgical  assistant. 

3.  Do  not  enter  the  operating  room 
before  you  have  secured  a capable  anes- 
thesiologist or  nurse  anesthetist.  Pen- 
tobarbital, curare  or  curare-like  drugs 
require  split-second  attentions.  High 
spinal  analgesia  often  requires  addi- 
tional intravenous  or  inhalation  comple- 
ment. 

4.  Do  not  make  your  incision  if  the 


surgical  lighting  system  is  defective  or 
inadequate  for  deep  focus. 

5.  Do  not  operate  without  your  best 
surgical  spectacles.  Lahey,  with  his 
spectacles  and  his  Loupe  would  impress 
any  bystander  with  the  critical  impor- 
tance of  seeing  what  you  are  doing  in 
the  deep  recesses  of  the  abdomen. 

6.  Do  not  expect  to  find  “normal 
anatomy”  in  every  triangle  of  Calot. 
This  holds  true  in  routine  cholecystec- 
tomy as  well. 

7.  Do  not  anticipate  the  degree  or 
the  extent  of  the  pathological  picture. 
See  to  it  that  the  instrument  table  is 
well  stocked  for  any  complicating  pro- 
cedure. Remember  that  cholecystostomy 
may  be  the  procedure  of  choice ; f I’ee 
perforation ; acute  pancreatitis ; ad- 
vanced hepatic  disease;  friable  duoden- 
itis; the  frozen  common  duct  from  pre- 
vious attacks ; poor  identification  of 
structures  due  to  progressive  inflam- 
mation. 

8.  Do  not  grasp  blindly  in  a pool  of 
blood  with  any  instrument  smaller  than 
your  hand.  Place  your  index  finger  in 
the  foramen  of  Winslow ; raise  the  hepa- 
tic artery  gently;  compress  it  with  your 
index  finger  and  thumb.  Then  use  the 
aspirator. 

9.  Do  not  dissect,  clamp  or  tie  the 
cystic  duct  before  the  cystic  artery  has 
been  ligated  and  cut  free.  This  maneu- 
ver will  obviate  the  pool  of  blood  “ac- 
cident”. Traction  on  the  ampulla  or 
Hai'tmann’s  pouch,  when  the  cystic  duct 
has  been  released  from  its  turns  and 
convolutions  may  cause  the  cystic  artery 
to  break,  tear  or  leak.  If  the  cystic 
artery  slips  under  the  common  hepatic 
duct  (or  over  it)  you  are  in  trouble. 
Most  injuries,  strictures  or  obstructions 
to  the  common  hepatic  duct  occur  at 
this  unfortunate  moment. 

10.  Do  not  clamp  or  tie  the  cystic 
artery  until  you  have  convincingly  iden- 
tified its  parent  artery  — usually  the 
right  hepatic. 

11.  Do  not  hesitate  to  expose  and 
examine  the  common  duct  whenever 
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feasible.  It  may  obviate  another  oper- 
ation for  the  removal  of  common  duct 
stones. 

12.  Do  not  close  the  common  duct  or 
tic  the  cystic  duct  stump  in  choledochot- 
omy,  when  exploration  of  the  common 
duct  is  completed,  unless  you  place  a 
catheter  in  the  common  duct  via  the 
cystic  duct  stump  or  a T-tube  in  the 
common  duct.  In  acute  cholecystitis, 
when  exploration  of  the  common  duct 
is  indicated  drainage  of  the  biliary  tree 
may  prevent  cholangitis,  acute  pancre- 
atitis or  biliary  dyskinesia.  You  might 
leave  an  unsuspected  calculus  in  the 
common  duct  or  Ampulla  of  Vater — 
even  if  the  operative  cholangiogram  is 

THE  MOST  COMMON  4NAT0MY-A80UT 
THE  TRIANGLE  OF  CALOT 


H«patrcOuct 


A-  THE  TRIAMStE  Of  CALOT 

Figure  6 * 

the  second  most  common  anatomy  about 

THE  TRIANGLE  OF  CALOT 


A-THE  triangle  of  CALOT 
Figure  7 * 


* The  triangle  of  Calot  was  named  by  Jean 
Francois  Calot  in  a booklet  which  appeared  in 
Paris  in  1891,  published  by  G.  Steinheil,  and  it 
was  called  “De  la  Cholecystectomie,  (Ablation  de 
la  Vesicule  Biliaire),”  pages  40-42. 


normal. 

In  thgures  6 and  7 are  presented  the 
schematic  outlines  of  the  two  most  fre- 
quently observed  relations  of  the  right 
hepatic  and  cystic  arteries.  Great  care 
must  be  exercised  often  in  denuding  the 
cystic  artery  (with  long  fine  pushers)  so 
that  the  elbow  or  curve  of  the  right  hepa- 
tic artery  is  well  visualized,  in  order  not 
to  include  the  elbow  in  clamp  or  tie.  Post- 
operative shock,  liver  necrosis  or  atrophy 
have  been  reported  when  such  an  accident 
has  occurred  (Lahey  and  Pyrtek  ■*'’) . 

UKPOllT  OF  A SKKIES  OF  !»7  CASES  Ol'EUATED 
FI’OX  FOK  ACFTE  CIIOLECYSTFnS 

' The  following  report  records  the  ex- 
perience of  a single  operator  from  1939 
to  1954  inclusive  (16  years) — a series  of 
97  cases.  This  is  an  average  of  about  6 
cases  a year.  Until  recent  years  a four 
day  (ninety-six  hours)  limit  was  rigidly 
adhered  to,  but  since  1950,  an  occasional 
patient  has  been  operated  upon  after 
ninety-six  hours  when  all  the  preoperative 
criteria,  as  outlined  previously,  were  met. 
Ninety-five  cholecystectomies  and  2 chol- 
ecystostomies  were  performed.  Deaths 
were  recorded  in  2 cases,  both  cholescys- 
tostomies,  and  both  performed  under  in- 
tercostal procaine  anesthesia.  One  patient, 
94  years  old,  blind,  deaf,  and  in  uremia 
(NPN  190  mg.)  presented  a palpable 
mass  of  two  weeks’  duration.  A totally 
gangrenous,  black  friable  gall  bladder  was 
drained.  He  died  four  days  later  in  coma 
and  anuria.  The  second  patient,  58  years 
old,  with  long  standing  cirrhosis  of  the 
liver  and  ascites,  acutely  ill  four  days  be- 
fore admission,  was  operated  upon  the  day 
following,  after  preliminary  study  and 
preparation.  A distended  gall  bladder, 
easily  palpable  upon  admission,  was 
thought  to  be  enlarging  before  surgery. 
Under  intercostal  procaine  anesthesia  he 
was  operated  upon  through  a transverse 
three-inch  incision  well  below  Mayo-Rob- 
son’s  point.  A tremendously  enlarged,  dis- 
tended, yet  thick-walled  acutely  inflamed 
gall  bladder,  without  stones,  was  seen. 
The  fundus  only  was  handled  during  sur- 
gery and  a Pezzer  catheter  inserted.  His 
wound,  small  as  it  was,  disrupted  com- 
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pletely  on  the  seventh  postoperative  day 
with  the  cotton  sutures  cut  through  in  all 
layers.  Wound  friability  was  marked.  No 
fibrin  nor  coagulum  was  seen  on  second- 
ary closure.  He  died  on  the  fifth  day  fol- 
lowing his  second  operation  with  a clinical 
picture  of  the  so-called  hepato-renal  syn- 
drome. Autopsy  revealed  no  stones  or  ob- 
struction of  any  type.  The  sphincter  of 
Oddi  was  quite  patent.  The  medical  liter- 
atui’e  was  investigated,  searching  for  acute 
cholecystitis  associated  with  cirrhosis  of 
the  liver.  No  cases  wei'e  found. 

TIIK  AGE  FACTOIl 

Sanders  first  called  attention  to  the 
fact  that  surgical  moiTality  is  higher  in 
patients  past  fifty  years  of  age.  Both 
deaths  in  this  series  conform  to  his  find- 
ings. Numerous  papers  since,  Wallace  and 
Allen,  Glenn  and  others,  also  pointed  out 
that  the  younger  patient  has  fewer  com- 
plicating disorders,  but  the  older  patient 
usually  has  harbored  infection  in,  and  pos- 
sibly obstruction  to,  the  biliary  tract  for 
a long  period  of  years,  and  thus  has  sus- 
tained varying  degrees  of  liver  damage. 
Compounding  liver  damage  are  cardio- 
vascular, pulmonary,  and  urological  handi- 
caps that  may  prove  fatal,  during  or  fol- 
lowing surgery.  Table.  1 outlines  the  age 
distribution  and  the  mortality  rate. 

TABLE  1 

AGE  FACTOB  AND  MORTAIUTY  RATE— 07  I’ATIENTS 


(10;!0  to  1054  incl.) 


Decade 

No.  I’atients 

Deaths 

10-20 

5 

0 

21-30 

8 

0 

31-40 

14 

0 

41-50 

13 

0 

51-60 

29 

1* 

61-70 

14 

0 

71-80 

9 

0 

81-90 

4 

0 

91-100 

1 

• Cliolecystostoiny  only — Ajie  oS — advanced  cdrriiosis  witli 
ascites 


**  Cholecystostomy  only — Age  04 — gangrene,  ^vitli  uremia 

It  will  be  noted  that  over  two-thirds  of 
the  patients  were  past  50  years  of  age 
with  the  greatest  number  of  patients  oper- 
ated upon  in  the  sixth  decade.  The  overall 
mortality  rate  was  2.06  per  cent.  The  fact 
that  none  of  the  cholecystectomized  or 
choledochotomized  patients  died  emphasizes 


that  early  surgei’y  need  not  be  too  haz- 
ardous. Kirschner  long  ago  pointed  out, 
as  have  Root  and  Priestley''''^  and  others, 
the  edema  about  the  gall  bladder  and  its 
environs  often  enhances  easier  dissection. 
The  youngest  patient  was  17,  the  oldest 
94.  In  the  late  teens  and  between  20  and 
30  young  multipara  predominated.  There 
were  69  females  and  28  males  in  the  series. 

GALL  IlLAUDER  I'ATHULOGV  IN  ACUTE 
CHOLECYSTITIS 

The  pathology  of  acute  cholecystitis,  as 
seen  at  surgery  in  this  small  series  re- 
vealed a succulent,  variably  enlarged,  dif- 
fusely congested,  tense,  edematous  gall 

TABLE  L’ 

GALL  BLAHDER  PATHOLOGY  IN  ACI'TE 


CHOLECYSTITIS 
to  1!».54  iiicl.) 

Acute  diffuse  cholecystitis  68 

Acute  diffuse  cholecystitis 

with  pericholecystitis,  suppurative  12 

Acute  diffuse  cholecystitis 

with  mural  abscess  and  infarction  . ..  . 5 

Acute  diffuse  cholecystitis 

with  perforation  . 5 


Acute  diffuse  cholecystitis 
with  empyema 
Acute  diffuse  cholecystitis 


with  solitary  large  infarction  ..  1 

Gangrene  (complete)  of  gall  bladder  . ..  4 

No  stones  found  ...  ..  . 5 


bladder.  Since  the  majority  of  these  pa- 
tients were  operated  upon  within  forty- 
eight  hours  after  onset  the  pathology,  for- 
tunately, was  limited  to  the  gall  bladder, 
its  ampulla  and  cystic  duct.  Often  lines 
of  demarcation  on  the  neck  or  cystic  duct 
could  be  discerned,  especially  in  impac- 
tions in  Hartmann’s  pouch  or  just  proxi- 
nial  to  the  Heisterian  valves.  In  this  series 
there  were  distinctly  more  ampullary  ob- 
structions due  to  large  stones  than  cystic 
duct  obstructions  with  smaller  stones. 
Homans’  observations  were  similar.  One 
ampullary  stone  and  its  wall  was  adherent 
to  the  portal  vein ! It  is  needless  to  add 
that  the  lady  still  has  a small  mural  at- 
tachment of  ampulla  on  the  ventro-lateral 
wall  of  her  portal  vein.  There  were  five 
patients  in  whom  no  stones  were  found  or 
reported  by  the  pathologists. 

Two  patients  revealed  stones  within  the 
liver  substance,  where  perforation  had 
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occurred  in  the  wall,  in  the  fossa  vesicae. 
In  one  patient  small  stones  were  found 
within  the  protective  inflammatory  space 
between  the  gall  bladder,  the  transverse 
mesocolon  and  duodenum.  In  two  other  per- 
forative cases  the  solitary  stone  in  Hart- 
mann’s pouch  remained  solidly  wedged  in 
place. 

The  great  majority  of  the  “easy”  cases 
were  found  in  the  acute  diffuse  cholecys- 
tides,  from  twenty -four  to  seventy -two 
hours  (acute  diffuse  cholecystitis).  Gan- 
grene was  found  in  only  3 of  the  twenty- 
four  to  seventy-two  hour  groups — all  in 
the  third  day  of  symptoms. 

The  concept  of  urging  patients  in  the 
throes  of  acute  gall  stone  colic  to  be  ad- 
mitted to  the  hospital  for  surgery  was  re- 
born (Kirschner,  Miller,  Root  and  Priest- 
ley and  others)  after  repeatedly  observing 
the  early  picture  of  acute  diffuse  chole- 
cystitis. Though  patients  are  frequently 
operated  upon  during  their  very  first  at- 
tack of  gall  bladder  disease,  Glenn  stresses 
the  fact  that  very  few  patients  with  acute 
cholecystitis  fail  to  give  a long  history  of 
symptoms  relative  to  the  biliary  tract. 
“The  patient  and  the  gall  stone  fight  it 
out  to  a finish”  to  quote  Homans. Sur- 
geons might  “intervene  in  that  battle”  at 
a time  most  propitious  both  to  patient, 
who  is  acutely  ill  and  suffering  sevei’e 
pain,  and  to  surgeon,  who  will  find  a more 
than  relatively  diseased  organ  with  super- 
imposed acute  edema  and  congestion. 

Gangrene  was  found  to  be  total  in  4 
patients — all  past  60  years  of  age,  and  3 
contained  impacted  ampullary  stones. 
Though  no  stones  were  found  in  5 pa- 
tients, the  obstruction  of  the  cystic  duct 
by  intense  inflammation  and  edema  was 
marked. 

THE  DURATION  OF  THE  IHSEASE  AND  THE 
MORTALITY  RATE 

The  question  of  any  type  of  surgery  in 
the  poor  risk  group  arises  in  patients  ad- 
mitted to  the  hospital  several  days  after 
onset.  In  the  same  group  would  fall  those 
patients  with  known  cardiovascular  dis- 
ease, diabetes,  severe  jaundice,  the  mark- 
edly aged  and  debilitated,  no  matter  which 
day  of  the  disease  they  enter.  However, 


TABLE  3 

DURATION  OF  DISEASE  AND  .MORTALITY  RATE 


Time  of  Operation 

No. 

Patients 

Deaths 

Mortality 

Rate 

Early  (Before 
96  hours) 

90 

0 

0 

Delayed  (After 
96  hours  1 

7 

2 

28.57% 

in  the  delayed  group  thei’e  are  found  those 
in  whom  risk  of  surgical  morbidity  or 
mortality  is  minimal.  As  pointed  out  pre- 
viously, surgery  may  be  done  at  any  time 
during  the  course  of  the  disease  provided 
the  patient  is  well  prepared  for  it.  Before 
ninety-six  hours,  complications  are  not 
the  rule,  rather  the  exception.  (Table  4). 
Age  is  an  important  factor.  The  older  the 
patient  the  more  associated  disease  and 
debility  are  found.  Jaundice  and  common 
duct  stone  are  seen  in  the  long  dx’awn  out 
cases  of  biliary  tract  disease  of  many 
years  standing.  Cholangitis,  pancreatitis, 
duodenitis  and  liver  involvement  are  seen 
also  in  the  latter  decades.  Especially  in 
the  delayed  cases  does  one  find  more  pa- 
tients in  the  older  groups.  Their  symp- 
toms, as  well  as  signs,  are  often  minimal 
before  serious  disease  is  recognized.  The 
2 deaths  reported  here  occurred  past  50 
yeai’s  of  age. 

LOCAL  COMPLICATIONS 

There  were  few  complications  seen  in 
contiguous  or  related  organs  and  struc- 
tures, other  than  common  duct  stone  and 
jaundiced  tissues  in  the  patients  operated 
upon  within  forty-eight  hours  after  onset 
(Table  4).  In  the  third  day  group  gan- 
grene of  the  gall  bladder  was  found  in  3 
patients  all  past  60  years  of  age,  but  no 
involvement  of  contiguous  organs  other 
than  a speckling  cyanotic  type  of  inflam- 
matory reaction  so  common  in  the  walling 
off  process. 

The  pathologist  often  returns  an  acute 
gall  bladder  report  with  the  picture  of 
chronic  cholecystitis  predominating.  He 
sometimes  considers  the  acute  elements  as 
minimal,  or  even  subacute.  Hence,  what 
is  observed  by  the  operator,  at  surgery, 
coupled  with  the  clinical  picture,  might 
prove  to  be  more  vivid  and  actual.  The 
edema  and  congestion  at  the  cystohepatic 
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TAI5LE  4 

COMPLICATIONS  SEEN  AT  SURGERY 


Common  duct  distention 

(explorations)  28  (28.87%) 

Common  duct  stones  - 21  (21.65%) 

Jaundice,  clinical  or  lab.  findings 19  (19.59%) 

Hypertrophic  lymphadenitis 

(cy stohepatic)  11  (11.34%) 

Acute  pericholecystic  hepatitis.. 5 ( 5.15%) 

Perforation  of  the  gall  bladder 

(liver  stones — 2)  5 ( 5.15%) 

Marked  pancreatitis,  acute  1 ( 1.03%  ) 

Marked  duodenitis,  acute,  adherent 

to  G.  B.  1 ( 1.03%,) 

Gall  bladder  adherent  to  portal  vein  1 ( 1.03%>) 
Localized  peritonitis  (inflammatory 

mass)  . . - Frequent 

Free  perforation  with  biliary 
peritonitis  None 


angle  of  the  gastrohepatic  omentum  is  al- 
ways present.  The  contiguous  inflamma- 
tory picture  produced  by  taxis  of  the 
neighboring  organs  and  greater  omentum 
cannot  be  seen  by  the  pathologist.  Nor 
does  he  see  the  mild  duodenitis,  pancre- 
atitis and  extrahepatic  cholangitis  accom- 
panying the  lesion,  and  so  often  the  fine 
fibrinous  cementing  of  all  structures  in 
the  right  upper  quadrant. 

In  28  cases  there  was  sufficient  evi- 
dence (jaundice,  distended  and  dilated  ex- 
trahepatic ducts,  enlarged  nodes  along  the 
common  duct,  and  actually  palpated  stones 
in  the  common  duct)  to  warrant  chole- 
dochotomy.  Common  duct  stones  were 
found  in  21  or  21.65  per  cent  of  patients. 
Enlarged  lymph  nodes  (other  than  the 
sentinal  node)  were  found  in  11  patients — 
some  mimicking  common  duct  stone  in  the 
inflammatory  picture.  Single  or  multiple 
stones  in  the  common  duct  do  not  mean 
jaundice  always,  where  a severe  acute 
lymphadenitis  may  cause  clinical  jaundice. 
Jaundice,  visual  or  by  serum  bilirubin  de- 
termination (quantities  over  3 mg.  per 
100  cc.)  occurred  in  19  patients. 

The  most  frequent  picture  noted  was 
the  inflammatory  mass  surrounding  the 
gall  bladder,  produced  by  the  edema  and 
congestion  of  the  neighboring  organs  and 
greater  omentum.  It  was  typical  of  well 
localized  peritonitis. 

Since  no  liver  biopsies  were  taken,  the 
varying  degrees  of  chronic  hepatitis,  cir- 


rhosis, fatty  infiltration,  or  even  acute 
contiguous  hepatitis  only  could  be  grossly 
determined.  Acute  contiguous  hepatitis,  in 
the  partially  enveloping  fossa  vesicae,  was 
marked  in  5 patients.  This  seems  to  be  a 
rather  meager  ratio,  considering  the  oft 
quoted  “rich  venous  and  lymphatic  inter- 
change” between  the  liver  and  the  gall 
bladder  wall  (see  section  on  Pathogenesis). 

PREORERATIVE  AM>  POSTOPERATIVE  NOTES 

1.  In  addition  to  the  criteria  out- 
lined previously,  all  patients  are  typed 
and  matched  for  2 units  of  blood  pre- 
operatively.  Transfusion  is  given  only 
if  indicated. 

2.  Antibiotic  therapy  is  given  rou- 
tinely, beginning  as  soon  as  the  diag- 
nosis is  established.  Therapeutic,  not 
homeopathic  nor  prophylactic  dosages 
of  penicillin  and  streptomycin  are  giv- 
en, and  continued  after  surgery  until 
the  temperature  is  normal  at  least 
seventy-two  hours. 

3.  Ace  bandages  are  applied  soon 
after  the  diagnosis  is  established — from 
the  toes  to  the  midportion  of  the  calf 
muscles,  and  kept  in  position  with  lon- 
gitudinal one-inch  adhesive  strips  (Ochs- 
ner*’’!).  Since  1947,  when,  coupled  with 
early  ambulation,  this  method  has  been 
employed,  no  postoperative  phlebothrom- 
bosis  has  occurred  in  the  author’s  major 
surgery. 

4.  Early  ambulation  means  many 
things  to  many  surgeons.  To  the  ma- 
jority it  denotes  getting  the  patient  out 
of  bed  and  on  his  feet,  walking,  the  day 

■ after  or  two  days  following  surgery. 
Here  it  is  defined  as  assisting  the  pa- 
tient to  his  feet  just  as  soon  as  the 
anesthesia  effects  are  overcome.  It  is 
a matter  of  hours  and  not  days.  In- 
structions to  the  patients  are  given  be- 
fore surgery.  Cooperation  is  universal 
and  most  surprising,  with  preliminary 
instruction.  Marked  debility  and  severe- 
ly ill  cardiac  patients  are  the  only  ex- 
ceptions. 

5.  Duodenal  suction  siphonage  is 
started  before  surgery  and  continued 
for  at  least  twenty-four  hours  post- 
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operatively. 

6.  Operative  cholangiography  should 
be  used,  as  in  elective  choledochotomy 
if  time  and  the  patient’s  condition  per- 
mit. It  may  rescue  the  patient  from  an- 
other surgical  onslaught. 

7.  Elastic  bandages  and  light  dress- 
ings should  be  used  upon  the  abdominal 
incision.  Normal  respiration  requires  a 
vast  assist  from  the  abdomen  and  the 
abdominal  musculature.  Cast-like  ad- 
hesive bandaging  leads  to  atelectasis, 
pneumonitis  and  poor  cardiopulmonary 
exchange  with  its  resultant  hypoxia  and 
cyanosis. 

SUMMARY  AXn  COXCLUSKIXS 

1.  A short  history  of  the  development 
of  surgery  in  acute  cholecystitis  has  been 
sketched.  Along  with  this  development, 
the  evolution  of  the  ultimate  procedure — 
cholecystectomy  with  drainage,  is  the  oper- 
ation of  choice  agreed  upon  by  most  sur- 
geons. When  the  operator  is  confroiited 
with  an  extremely  critically  ill  patient, 
and  he  deems  surgical  interference  im- 
perative to  save  life,  cholecystostomy  is 
the  procedure  to  be  chosen,  because  of  its 
simplicity  and  ease  of  accomplishment. 
“He  who  fights  and  runs  away  lives  to 
fight  another  day.” 

2.  The  infectious  factor,  in  the  patho- 
genesis of  acute  cholecystitis,  does  not 
begin  to  explain  the  dramatic  picture  of 
the  disease  as  observed  in  situ.  It  is  a 
factor  nevertheless  not  to  be  minimized, 
especially  in  the  complications  of  perfora- 
tion of  the  gall  bladder,  in  gangrene  and 
in  empyema.  Observations  of  many  sur- 
geons and  pathologists  lead  one  to  believe 
that  the  involvement  of  the  four  vascular 
systems,  entering  or  existing  in  the  nar- 
row confines  about  the  triangle  of  Calot, 
biliary,  lymphatic,  venous  and  arterial, 
blocked  by  mural  spasm  and  edema  in  the 
cystic  duct  or  ampulla  of  the  gall  bladder, 
produces  the  initial  and  progressive  pa- 
thology found.  The  cystic  artery,  acting 
very  much  like  an  end-artery,  produces  a 
pi'oblem  in  hydrostatics  often  impossible 
for  the  venous  and  lymphatic  drainage  to 
cope  with.  Hence,  the  unrelenting  edema, 
congestion,  hypoxia,  diapedesis  of  cells 


and  hemorrhage.  Finally  complete  block- 
age of  the  cystic  artery  may  occur,  with 
resulting  anoxia,  gangrene  and  perfora- 
tion. Due  to  the  increasing  intracystic 
pressure,  the  apex  or  ventral  surface  of 
the  fundus  is  deprived  of  its  blood  supply 
first — and  it  is  here  where  dissolution  and 
perforation  occur  more  frequently. 

3.  The  “proper  timing”  of  surgery  in 
acute  cholecystitis  has  been  discussed  and 
the  evaluation  of  Orr  (previously  pro- 
pounded by  Wallace  and  Allen ; Ross, 
Boggs  and  Dunphy;  and  DeCamp,  Ochs- 
ner  et  al.)  that  “operation  is  indicated  as 
soon  as  the  patient  can  be  prepared,  pro- 
vided the  diagnosis  is  reasonably  well 
established  and  there  are  no  serious  con- 
traindications to  operation”.  Where  the 
critical  period  had  been  arbitrarily  arrived 
at,  between  four  to  twelve  days  after  on- 
set, (because  of  the  increased  mortality 
ratio  in  that  period)  this  lethal  period 
exists,  it  is  believed,  because  of  the  in- 
creasing severity  of  the  disease  rather 
than  operative  intervention. 

4.  Technical  difficulties  will  always  be 
found  in  biliary  surgery.  In  early  acute 
cholecystitis  the  usual  cholecystectomy  is 
made  easier  by  the  dissecting  edema  found 
about  the  cystohepatic  angle  and  the  tri- 
angle of  Calot.  Anomalies  of  the  vessels, 
especially  the  right  hepatic  artery  and  the 
resultant  displacement  or  changed  position 
of  the  cystic  artery,  are  not  infrequent. 
The  best  assistant,  the  best  anesthesiolo- 
gist, the  best  surgical  light,  and  the  best 
eyesight  produce  a combination  for  the 
surgeon  who  is  “at  home”  in  surgery  of 
the  biliary  tract — to  reduce  catastrophes 
so  often  reported,  and  more  often  bruited 
about  in  the  surgical  corridors.  Securing, 
ligating,  and  cutting  free  the  cystic  artery 
first  is  a practice  that  will  obviate  acci- 
dents to  the  common  hepatic  duct.  Chol- 
ecystectomy may  be  contraindicated  not 
only  in  late  disease  but  in  earlier  disease 
where  a frozen  area  about  the  cystohepa- 
tic angle  has  resulted  from  previous  at- 
tacks; where  severe  cirrhosis  of  the  liver, 
pancreatitis,  duodenitis  etc.  are  encoun- 
tered. 
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5.  A report  of  97  patients,  operated  up- 
on by  the  author  (1939  to  1954  inclusive) 
is  presented.  The  majority  (90)  were 
operated  upon  within  ninety-six  hours. 
There  were  2 deaths,  both  in  patients 
operated  upon  under  stress,  and  seriously 
ill.  Cholecystostomy  was  done  in  both, 
under  intercostal  analgesia.  One  died  in 
uremia,  the  other  with  an  hepatorenal 
syndrome. 

The  ages  in  the  series  I’anged  from  17 
to  94  years.  Young  mothers  and  multi- 
para predominated  the  17  to  30  year  old 
group.  The  sixth  decade  represented  the 
largest  group  (29).  Over  two-thirds  of 
the  patients  were  past  50  years  of  age. 
There  were  69  female  and  28  male  pa- 
tients in  the  series.  The  overall  mortality 
rate  was  2.06  per  cent. 

6.  The  elements  of  acute  cholecystitis 
are  often  overshadowed  by  the  predomi- 
nance of  chi'onic  disease  in  the  organ,  as 
seen  and  repoxTed  by  the  pathologist. 
What  is  obsei’ved  by  the  opei’ator  how- 
ever is  a picture  of  localized  peritonitis, 
edema  and  congestion  at  the  cystohepatic 
angle  and  an  inflamed  and  enlarged  gall 
bladder.  He  sees  also  the  mild  duodenitis, 
pancreatitis  and  exti’ahepatic  cholangitis. 
This  local  pathology,  plus  the  clinical  diag- 
nosis, with  fever,  leukocytosis,  localized 
pain  and  or  mass,  vomiting  and  a history 
of  pi’evious  attacks  of  a similar  nature 
comprise  the  surgeon’s  criteria — not  the 
microscopic  slide’s  verdict  alone.  This  is 
not  the  fault  of  the  pathologist,  for  he 
must  “call  them  as  he  sees  them’’.  In 
the  early  stages,  the  fii’st  twenty-four  to 
thii’ty-six  hours,  edema  and  congestion, 
plus  chi’onic  disease  could  easily  be  the 
pi’edominant  featui’e  in  any  section  of  the 
gall  bladder  wall — especially  whei-e  no  in- 
fectious process  is  present. 

Common  duct  exploi’ations  were  carried 
out  in  28  cases,  with  stones  being  found 
in  21.  In  11  cases  mai'ked  hyperti’ophic 
lymphadenopathy,  some  with  jaundice, 
was  I'ecorded.  Choledochotomy  was  per- 
formed when  (1)  a definite  history  of 
jaundice;  (2)  jaundice,  clinical  or  laboi’a- 
tory;  (3)  stones  palpated  or  seen  in  the 


common  duct;  (4)  distended  or  dilated 
extrahepatic  ducts;  (5)  cholangitis  or  (6) 
pancreatitis  wei'e  pi’esent.  Operative  chol- 
angiogi'aphy  should  be  done,  if  feasible. 

THE  CIInEErYSTIC  CUEED 

1.  Conservative  thei’apy  in  acute  chol- 
ecystitis is  a snare  and  a delusion.  Though 
it  may  appear  immediately  successful  it 
eventually  pi’oves  disastrous. 

2.  Successive  attacks  of  acute  cholecys- 
titis lead  to  progi’essive  inflammation. 

3.  Progressive  inflammation  leads  to 
liver  damage,  panci’eatic  and  duodenal  in- 
volvement, pei’foi’ations  and  peritonitis. 

4.  Patients  with  chronic  cholecystitis 
are  greater  sui’gical  risks  when  acute 
cholecystitis  appears  in  their  history — and 
vice  versa. 

5.  Acute  cholecystitis  is  a surgical 
emei'gency. 

6.  The  operation  of  choice — cholecys- 
tectomy with  di’ainage. 

7.  Jaundice,  common  duct  stones  and 
cholangitis  i^equii’e  choledochotomy. 
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DISCUSSION 

Dr.  Robert  Kapsinow,  (Lafayette):  As  I read 
over  the  copy  of  the  paper  by  the  essayist,  I was 
amazed  at  the  prodigious  amount  of  literature  he 
must  have  reviewed  and  abstracted.  From  per- 
sonal experience,  I can  assure  you  it  was  no  easy 
task  and  for  that  alone,  he  should  be  congratu- 
lated. It  is  nevertheless  a curious  fact  that  there 
are  as  many  of  our  great  surgical  leaders  arrayed 
on  the  side  of  conservative  as  there  are  on  the 
side  of  radical  surgery.  Therefore,  the  problem 
resolves  itself,  not  into  accepting  the  opinions  of 
one  camp  or  the  other,  but  into  a high  degree  of 
individualization,  not  only  of  each  patient  but  of 
the  medical  philosophy  of  the  surgeon. 

With  each  new  advance  in  medical  science,  there 
comes  a change  in  some  phase  of  therapy  in  medi- 
cine or  surgery,  because  of  the  advance.  The  mag- 
nitude of  our  thinking  and  our  technics  become 
ever  more  spectacular  and  more  radical.  So  it  has 
been  with  the  subject  of  the  acutely  inflamed 
gall'  bladder.  Electrolytes,  hydration,  transfusion 
and  antibiotics  have  won  new  converts.  The  fore- 
boding implications  of  such  tenns  as  gangrene, 
perforation  and  biliary  peritonitis  create  a real 
panic. 

As  stated  by  the  essayist^and  others,  most  acute- 
ly inflamed  gall  bladders  arise  because  of  an  im- 
paction of  a calculus  either  in  the  cystic  duct  or 
the  ampulla  of  the  gall  bladder.  Bile  can  no  longer 
get  into  the  gall  bladder  and  with  the  arrest  of 
drainage,  the  circulation  of  the  gall  bladder  be- 
comes impaired  and  edema  results.  Several  au- 
thors have  attested  to  the  small  amount  of  bile 
spillage  that  results  from  perforation  of  the  gall 
bladder  and  it  is  net  evidence  that  the  patient 
would  have  died,  had  he  not  been  operated  upon. 

The  constantly  repetitious  comparisons  between 
the  acutely  inflamed  appendix  and  the  gall  bladder 
are  erroneous.  The  function,  physiology  and  bac- 
terial flora  are  different.  Why  not  compare  it 
with  the  acutely  inflamed  salpinx. 

It  occurs  to  me  that  the  thinking  should  be  along 
the  line  of  whether  jaundice  is  present  or  not.  In 
the  presence  of  jaundice,  the  chance  of  subsidence 
of  the  acute  process  is  less  problematic  and  inas- 
much as  the  common  duct  will  invariably  have  to 
be  explored,  then  the  sooner  the  abdomen  is  opened, 
the  better.  When  jaundice  is  not  present,  then  it 
becomes  a matter  of  whether  the  condition  is 
worsening  or  improving. 

The  concept  of  delayed  surgery  does  not  mean 
that  the  patient  is  left  untreated.  Indeed  the  ex- 
treme opposite  is  the  truth.  The  very  electrolytes, 
transfusions,  fluids,  and  antibiotics  used  to  pre- 
pare the  patient  for  what  must  always  be  con- 


sidered as  emergency  surgery,  are  exploited  to  the 
fullest,  but  with  a plan  conceived  to  tide  the  pa- 
tient over  the  crisis  to  a time  when  ideal  dissection 
and  less  hazardous  exploration  of  the  common  duct 
mav  be  undertaken. 

Doubilet,  in  a different  paper  than  the  one 
quoted  by  the  essayist,  reports  a series  of  116  cases 
of  acute  cholecystitis  which  were  treated  by  with- 
holding surgery  until  the  optimum  time  for  oper- 
ation. After  excluding  19  cases  which  were  treated 
for  acute  pancreatitis  as  the  etiological  cause,  55 
cases  received  interval  cholecystectomy.  Of  the 
entire  series,  only  one  patient  died.  Ten  or  18  per 
cent  of  those  undergoing  surgery  showed  evidence 
of  previous  perforation  or  gangrene. 

For  the  acutely  ill  rapidly  deteriorating  gall 
bladder  patient,  surgery  must  always  be  considered 
and  all  concerned  should  accept  it  as  a calculated 
risk.  It  takes  a great  deal  of  courage  to  do  a chol- 
ecystostomy  immediately  and  quickly  as  a life 
saving  procedure  “and  come  back  to  fight  another 
day”  than  to  start  doing  a cholecystectomy  and 
find  it  to  be  impossible  and  settle  for  a cholecys- 
tostomy. 

I would  like  to  make  this  query.  Obviously  not 
all  the  acutely  inflamed  gall  bladders  that  have 
come  under  the  essayist’s  care,  were  operated  up- 
on. I wonder  what  happened  to  those  who  refused 
immediate  surgery? 

O 

SIGNIFICANCE  OF  OVERWEIGHT  IN 
ETIOLOGY,  PROGNOSIS,  AND 
TREATMENT  OF  DIABETES 
MELLITUS,  WITH  REPORT 
OF  CASES  * 

A.  A.  HEROLD,  SR.,  M.  D. 

Shreveport 

Ever  since  Newburgh  and  Marsh  of  Ann 
Arbor,  1920,  in  the  preinsulin  days,  advo- 
cated a high  fat  diet  in  diabetes,  there  has 
been  much  discussion  as  to  calories,  fats 
in  food,  and  other  problems  in  therapy  of 
■this  affliction. 

Allen  in  this  country  and  Guelpa  in 
Italy  had,  in  the  meantime,  advocated  un- 
dernutrition and  advised  starting  this  an- 
tiketotic  and  weight  reduction  technique 
by  eliminating,  first,  fats  and  then  pro- 
teins and  carbohydrates,  substituting  low- 
nutritive  liquids,  notably  broth,  and  whis- 
key. This  idea  was  rational  and  had  many 
followers,  augmented  constantly,  until  the 
advent  of  insulin  in  1922. 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 
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I feel  that  insulin  usage,  generally 
speaking,  is  not  a cure  for  diabetes,  but 
symptomatic  relief  and  I am  convinced, 
further,  that  its  use,  over  a considerable 
period  of  time,  especially  in  children,  may 
be  actually  harmful,  by  resting  the  islets 
of  Langerhans  too  much  (possibly  result- 
ing in  atrophy)  and  thereby  making  the 
patient  more  and  more  dependent  upon 
the  exogenous  product,  with  the  probabili- 
ty that  a mild  case  might  be  converted  in- 
to a severe  one.  How,  then,  is  it  possible 
to  cure  the  disease?  The  answer  is  by 
dietary  supervision ; in  the  slender  pa- 
tients, careful  study  of  the  requirement 
with  moderate  increase  in  carbohydrates 
and,  for  a while,  at  least,  giving  proper 
insulin  to  promote  metabolism  and,  very 
important,  not  to  overlook  the  part  being 
played  by  the  liver,  which,  if  damaged, 
causes  overproduction  of  sugar  in  system 
through  a faulty  glycogenic  function. 

But  with  the  obese  diabetic,  the  prob- 
lem is  different,  as  we  shall  illusti’ate  by 
a few  cases  from  our  records;  weight  re- 
duction is  the  key  and  many  patients, 
properly  regulated  for  gradual  loss  of 
avoirdupois,  may  be  taken  off  of  insulin 
and  caused  to  live  comfortably  provided 
the  weight  is  held  down. 

This  brings  us  to  a consideration  of  the 
etiological  factors.  There  can  be  no  doubt 
about  the  part  played  by  heredity.  When- 
ever there  is  a history  of  the  disease  in 
the  family  of  one  parent,  there  is,  accord- 
ing to  authorities,  a 50-50  chance  that  one 
descendent  in  4 will  develop  it ; if  both 
parents’  families  have  had  it,  one-half  of 
the  offspring  will  be  pretty  sure  of  get- 
ting it.  Then,  there  is  the  probability  of 
some  focal  infection  resulting  in  pancrea- 
titis and,  ultimately,  diabetes,  especially  in 
cases  of  gall  bladder  disease  and  pyelitis. 

The  third — and  very  important  factor — 
is  obesity  and  this  fault  is  usually  the  re- 
sult of  overindulgence  in  food.  Proper 
reduction  of  the  overweight  diabetic  is 
the  key. 

Medical  literature  abounds  in  references 
to  this  subject  and  I shall  quote  a few, 
after  which  I will  give  synopsis  of  cases 


in  our  experience  at  North  Louisiana  Clin- 
ic in  Shreveport. 

In  quoting  authorities,  I might  first 
refer  to  many  excellent  articles  in  various 
issues  of  Diabetes,  notably  Vol.  2,  No.  6, 
Nov.  -Dec.  1953  number;  Drazin  writes  on 
Glucose  Tolerance  in  Hypertensioyi  and 
Obesity,  concluding  with  the  observation 
that  both  conditions  decrease  glucose  tol- 
erance, especially  when  they  are  concomi- 
tant, but  more  marked  in  the  obese.  These 
observations  were  on  nondiabetics,  only. 

Short  in  Medical  Arts  and  Sciences, 
(Vol.  6,  No.  I)  on  Obesity,  notes  that  glu- 
cose tolerance  is  related  to  overweights, 
finding  in  10  to  19  per  cent  overweight, 
an  impairment  of  18  per  cent;  whereas  in 
50  to  59  per  cent  overweight,  it  amounts 
to  44  per  cent. 

W.  H.  Olmstead  in  Michigan  State  Jour- 
yml  (Vol.  52,  No.  10)  in  an  article  en- 
titled Obesity,  ivith  Key  to  Prevention  of 
Diabetes,  states  that  undernutrition,  as 
advocated  by  Allen  should  be  kept  in 
mind  when  advancing  age  develops  obesi- 
ty; to  quote:  “Obesity  precedes  the  onset 
of  diabetes  in  85  per  cent  of  individuals 
past  40  years.” 

T.  P.  Sharkey  in  Ohio  State  Journal, 
Nov.  1953,  under  subject  of  Diabetes  Melli- 
tus and  Obesity,  states:  1st,  Heredity  de- 
termines susceptibility  to  diabetes;  2nd, 
statistics  show  obesity  to  be  the  most 
important  predisposing  factor;  3rd,  more 
prevalent  in  urban  areas,  due  to  less  phy- 
sical exertion ; 4th,  insulin  contraindicated, 
as  a rule,  in  most  obese  diabetics,  except 
for  complications.  (Of  Course!) 

Newburgh  and  Conn  {J.A.M.A.  Vol.  112, 
No.  1)  call  attention  to  the  various  causes 
of  hyperglycemia  and  glycosuria,  but 
stress  the  obesity  factor.  Their  conclu- 
sions: Gastineau  and  Ryneason  (Annals 

of  hit.  Med.  Vol  27,  No.  6)  stress  the 
seriousness  of  the  dangers  of  handicaps 
of  obesity  and  urge  that  correction  in  both 
diabetics  and  nondiabetics  should  depend 
upon  limitation  of  calories  and  not  on 
drugs.  On  the  other  hand,  Roberts  (An- 
nals of  Int.  Med.,  Vol.  34,  No.  6)  advo- 
cates the  use  of  dexamyl  as  a valuable  ad- 
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junct  in  reducing  overweight  diabetics,  so 
that  they  may  reduce  the  glycosuria  and 
glycemia,  as  many  cases  have  done  and 
thereby  eliminate  insulin. 

Quoting  from  Duncan  on  Diseases  of 
Metabolism  (p.  717  and  p.  721)  : 

“Those  most  widely  recognized  are  (a) 
heredity,  (b)  endocrine  disturbances  af- 
fecting the  pituitary  gland  and  adrenal 
cortex,  and  to  a less  extent  the  thyroid 
gland,  (c)  obesity,  and  (d)  a group  of 
miscellaneous  factors  such  as  race,  sex, 
infection  and  destructive  lesions  of  the 
pancreas.”  . . . 

“Note  should  be  made  of  the  recent 
papers  by  Haist,  Campbell  and  Best, 
who  have  shown  that  fasting  or  a diet 
high  in  fats  leads  to  a reduction  of  the 
insulin  content  of  the  pancreas  while  a 
diet  high  in  carbohydrate  leads  to  an 
increased  content.” 

CASE  REPORTS 

W.  L.  G.  A.  aged  63,  first  consulted  me  in  De- 
cember 1947,  with  a typical  history  of  uncontrolled 
diabetes;  weight  was  280%  lbs.,  excessive  appe- 
tite, had  eliminated  sweets  but  paid  no  attention 
to  total  calories.  Complications  have  been  psori- 
asis and  arthritis;  also  prostatic  disease.  Under 
supervision  of  diet  (which  has  not  been  very  satis- 
factoi'y),  all  troubles  have  cleared  and  he,  now, 
with  blood  sugar  readings  near  normal  and  weight 
257  lbs.  or  lower,  feels  very  well  and  is  agly- 
cosuric. 

E.  H.  A.  aged  42  when  he  first  consulted  me 
(Oct.  1952)  with  chief  complaint  of  diabetes 
known  since  1935,  and  now  with  furunculosis  for 
past  year.  His  highest  weight  had  been  271  lbs., 
at  this  time  209  lbs.;  symptoms,  polyuria,  poly- 
phagia and  polydipsia;  blood  sugar  216  with  3 
plus  glycosuria;  blood  pressure  142/90.  He  stated 
that  he  had  been  on  a diet,  but  not  like  I gave  him. 
Pyorrhea  noted  and  ordered  corrected. 

Nov.  1952,  weight  204,  urine  1 plus. 

Dec.  1952,  weight  196,  urine  1 plus  and  clear. 

Apr.  1953,  weight  189,  urine  clear  and  faint 
trace;  B.P.  139. 

July  1953,  weight  190,  urine  all  clear;  B.S. 
113,  B.P.  120/82. 

Boils  gone  and  feeling  fine.  Later  reports  the 
same. 

F.  A.  aged  63  in  1950.  First  seen  by  me  with 
chief  complaint  of  diabetes  (as  far  as  he  knows) 
for  four  weeks  previously;  usual'  symptoms  and 
loss  of  some  weight.  Has  had  bad  teeth  (and 
pyorrhea)  which  is  being  attended  to.  Weight 
186%  lbs.,  formerly  a little  over  200  lbs.  Poly- 
uria, polydipsia.  Has  been  put  on  17  units  P.Z.I. 


elsewhere.  Shortly  thereafter,  I left  the  city  and 
he  was  cared  for  by  Dr.  Hei’old,  Jr.,  who  followed 
him  along  dietary  lines,  gi'adually  withdrawing 
insulin.  When  last  seen,  he  was  taking  no  insulin, 
weight  down  to  166,  blood  sugar  127,  feeling  well 
and  this  has  continued  to  date,  to  the  best  of  our 
knowledge. 

Mrs.  J.  M.  B.,  age  57,  first  had  symptoms  of 
diabetes  in  1951,  at  which  time  she  had  shown 
increased  blood  sugar  at  times.  She  visited  two 
very  prominent  clinics  in  this  counti’y  and  re- 
ported to  me  in  March  1951,  with  weight  of  189 
lbs.,  blood  pressure  170/94  and  taking  20  units 
insulin  daily  and  receiving,  in  return,  many  hypo- 
glycemic I’eactions.  With  reduction  of  diet,  grad- 
ual elimination  of  insulin,  her  weight  came  down, 
last  blood  sugar  record  being  160  postprandial, 
weight  162%  lbs.,  blood  pressure  142/88  and  feel- 
ing well. 

These  are  but  four  of  our  cases  picked 
at  random ; we  have  many  more  similar 
ones  in  our  files.  You  will  note  that  none 
of  these  are  now  on  insulin  and,  while  I 
strongly  advocate  insulin,  when  indicated, 
I think  that  patients  can,  in  such  in- 
stances, do  very  well  without  it. 

And  now,  as  a brief  summary  and  a few 
personal  impressions,  I would  like  to  con- 
clude, as  follows: — 

1.  As  metabolism  of  fats,  without  pres- 
ence of  carbohydrates,  produces  ketone 
bodies,  we  should  be  careful,  in  dietarj' 
menus,  not  to  eliminate  carbohydrates 
entirely. 

2.  Never  neglect  the  liver’s  need  for 
carbohydrates,  for,  with  exhaustion  of 
glycogen,  this  organ  may  throw  out  toxic 
substances,  which  develop  into  ketone  bod- 
ies, as  shown  by  experiments  of  Mirsky 
and  associates.  Also  the  work  of  Soskin 
emphasizes  the  impoiTance  of  the  liver 
(over-production)  in  diabetic  etiology. 

3.  Insulin  not  only  metabolizes  sugar, 
but  it  also  enables  the  liver  to  store  it  as 
glycogen. 

4.  Slender  diabetics,  practically  all  — 
like  growing  children  — require  insulin 
with  proper  control  of  calories,  but  with 
liberal  carbohydrates. 

5.  All  juvenile  diabetics  require  insulin 
but  care  should  be  taken  not  to  get  reac- 
tions and  I advise  against  useless  glucose 
tolerance  tests. 

Finally,  obesity  is  the  main  thing  to 
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avoid  in  those  with  diabetic  tendency  or 
diabetic  family  history  and  the  principal 
weapon  to  combat  it  with  is  caloric  re- 
striction. 

0 

EVALUATION  OF  ONE  YEAR’S 
EXPERIENCES  WITH 
CULDOCENTESIS  AT  CHARITY 
HOSPITAL  OF  LOUISIANA 
AT  NEW  ORLEANS 
LEWIS  I.  POST,  M.  D.  t 
GERALD  POSNER,  M.  D.  f 
New  Orlbwns 

Among  the  diagnostic  aids  in  the  arma- 
mentarium of  the  gynecologist,  none  has 
been  more  valuable  on  the  Tulane  service 
at  Charity  Hospital  than  culdocentesis. 
Employed  in  hundreds  of  cases,  the  pro- 
cedure has  proved  itself  to  be  quick,  in- 
nocuous, and  ultimately  accurate,  when  in- 
terpreted properly.  The  term  “culdocen- 
tesis” was  coined  nine  years  ago  by 
Beacham  ^ to  describe  the  aspiration  of 
fluid  from  the  cul-de-sac  or  pouch  of 
Douglas  in  the  female.  At  that  time,  cul- 
docentesis may  have  been  viewed  by  many 
to  be  used  only  on  hospitalized  patients  as 
a teaching  procedure.  Today,  it  is  em- 
ployed by  most  gjmecologists  on  the  Tu- 
lane staff  and  other  practitioners  on  pa- 
tients in  the  office,  at  home,  in  out- 
patient departments  and  on  wards  when 
the  diagnosis  of  a case  is  doubtful.  Culdo- 
centesis is  especially  valuable  as  a diag- 
nostic aid.  It  should  be  remembered  that 
culdocentesis  is  not  only  responsible  for 
many  accurate  diagnoses  leading  to  emer- 
gency surgery,  but  conversely,  many  pa- 
tients are  spared  an  unnecessary  laparoto- 
my. 

METHOD  OF  CFLDOCE.VTESIS 

With  the  patient  in  the  lithotomy  posi- 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t From  the  Department  of  Obstetrics  and  Gyne- 
cology, Tulane  University  School  of  Medicine  and 
the  Division  of  Obstetrics  and  Gynecology,  Tulane 
Unit,  Charity  Hospital  of  Louisiana  at  New  Or- 
leans. 

$ Aided  bv  the  Ex-Residents  and  Fellows’  Re- 
search Fund. 


tion,  the  vagina  and  cervix  are  painted 
with  a mild,  bacteriostatic  solution,  such 
as  aqueous  zephiran.  A Graves  speculum 
is  inserted.  The  posterior  lip  of  the  cer- 
vix is  then  grasped  with  a tenaculum  or 
sponge-holder  (we  find  the  latter  prefer- 
able, since  it  usually  will  not  cause  bleed- 
ing). The  cervix  is  mobilized  anteriorly 
and  caudad,  so  as  to  expose  the  posterior 
fornix.  An  18  gauge,  long  spinal  needle  is 
then  placed  lightly  against  the  vaginal 
mucosa,  in  the  midline  of  the  posterior 
fornix  and  about  1 cm.  lower  than  the  in- 
sertion of  the  uterosacral  ligaments.  The 
needle  is  then  pushed  firmly  and  quickly 
about  2 cms.  into  the  cul-de-sac.  (The  pa- 
tient experiences  moderate,  momentary, 
transient  pain  when  the  needle  perforates 
the  peritoneum,  but  it  is  so  mild  that  anes- 
thesia or  analgesia  is  rarely  required.  We 
have  tried  local  anesthetics  such  as  ponto- 
caine  and  cocaine  earlier  in  the  series  and 
have  not  found  even  this  procedure  neces- 
sary. We  have,  on  occasion,  given  100 
mgms.  demerol  I.  M.  or  I.  V.  for  analgesia 
to  a hyperkinetic  patient,  and  it  has 
helped  some  and  complicated  others  by 
causing  vomiting  or  stupor.  By  and  large, 
our  culdocenteses  are  done  without  anes- 
thetics or  analgesics.)  A glass  adapter, 
attached  to  an  aspirating  syringe  by 
means  of  a small  length  of  rubber  tubing, 
is  then  inserted  into  the  needle  and  suc- 
tion is  made  with  the  syringe.  In  the  ab- 
sence of  the  glass  adapter  with  rubber 
tubing,  the  syringe  may  be  attached  di- 
rectly to  the  spinal  needle  and  the  con- 
tents of  the  cul-de-sac  aspirated.  The 
needle  is  not  pointed  laterally,  is  held 
steadily  in  the  midline  and  is  not  per- 
mitted to  “wander”.  It  is  withdrawn  in 
the  same  fashion  as  it  is  introduced.  One 
tap  frequently  produces  enough  fluid  to 
establish  a diagnosis — but  if  no  fluid  is 
obtained,  a “dry  tap”  is  recorded  and  the 
procedure  is  repeated  once  or  twice. 

EV.U.r.\TIOX  OF  CFL-DE-SAC  FLUID 

There  are  four  categories  of  fluid  that 
may  be  aspirated: 

1.  Blood 

2.  Pus 
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3.  Peritoneal  fluid 

4.  Encysted  fluid  (e.g.,  dermoid,  en- 
dometrioma,  follicular  cysts) 

The  above  may  occasionally  be  found  in 
combination,  especially  if  the  needle  point 
is  inserted  too  deeply  or  too  far  laterally. 

1.  Blood: 

A.  When  blood  is  aspirated  from  the 
cul-de-sac,  it  should  be  observed  for  at 
least  six  minutes.  If  it  does  not  clot,  it  is 
pathognomonic  of  hemoperitoneum  and  the 
patient  should  be  regarded  as  a surgical 
emergency  and  operated  upon  as  soon  as 
practicable.  The  majority  of  patients  in 
this  category  will  be  found  to  have  ectopic 
pregnancies.  A small  number  of  patients 
will  have  bleeding  from  ovarian  cysts. 
These  cysts  are  usually  ruptured  follicular 
or  corpora  luteal  cysts.  Nonclotting  blood 
may  contain  particles  of  old  blood  clots, 
which  is  especially  diagnostic  of  hemoperi- 
toneum. 

B.  If  the  blood  clots,  it  may  be  assumed 
to  have  come  from  an  artery,  vein,  or  the 
uterus  and  the  entire  procedure  should  be 
repeated  with  a new  culdocentesis  set. 

C.  Pink-tinged  peritoneal  fluid  (not 
blood,  is  also  indicative  of  a “traumatic 
tap’’. 

D.  “Watery”  blood  aspirated  is  indica- 
tive of  a mixture  of  blood  and  peritoneal 
fluid ; here,  experience  in  interpreting  cul- 
docenteses  is  important,  as  well  as  con- 
sideration of  the  clinical  picture. 

2.  Pus : 

Aspiration  of  free  pus  indicates  perito- 
nitis or  ruptured  viscus.  (e.g.,  ruptured 
tubo-ovarian  abscess,  ruptured  appendix, 
ruptured  gall  bladder,  or  acute  pancrea- 
titis) . 

A.  Aspiration  of  encysted  pus  indicates 
a pelvic  abscess.  If  the  mass  bulges  into 
the  posterior  fornix,  it  is  our  policy  to 
establish  the  diagnosis  by  culdocentesis, 
aspirating  approximately  20  cc.  of  pus  and 
then  instilling  10  cc.  of  varidase  through 
the  same  spinal  needle  into  the  abscess, 
in  order  to  decrease  the  viscosity  of  the 
abscess  contents.  This  is  followed  in 
twenty-four  hours  by  colpotomy.  (If  the 
mass  is  encysted  and  out  of  the  pelvis. 


we  do  not  attempt  aspiration).  The  pus 
obtained  is  smeared  and  examined  direct- 
ly, then  sent  to  the  laboratory  for  culture 
and  sensitivity  studies. 

B.  A diagnosis  of  ruptured  pelvic  ab- 
scess classifies  a patient  as  a surgical 
emergency.  Immediate  surgical  manage- 
ment of  such  patients  in  the  past  three 
years  has  reduced  the  mortality  rate  from 
ruptured  pelvic  abscess  on  our  service 
from  60  to  10  per  cent.®  Credit  for  the 
rapidity  of  diagnosis  must  be  given  to  cul- 
docentesis. 

3.  Peritoneal  Fluid: 

When  this  type  of  fluid  is  obtained 
clear  on  aspiration,  a ruptured  viscus  is 
not  present.  Of  course,  if  clinical  reason 
points  to  an  unruptured  tubal  pregnancy, 
the  patient  may  be  hospitalized  for  twenty- 
four  to  forty-eight  hours  for  direct  obser- 
vation, blood  typing  and  cross  matching 
and  repeated  culdocentesis.  Or  she  may  be 
sent  home  and  instructed  to  return  quickly 
if  abdominal  pain,  bleeding  or  syncope 
ensues.  Blood  typing  and  crossmatching 
is  still  mandatory. 

4.  Encysted  Fluid : 

A.  Dermoid  fluid,  which  is  yellow  and 
congeals  on  cooling,  may  be  obtained  acci- 
dentally if  a dermoid  is  not  suspected. 
Abdominal  removal  of  the  dermoid  solves 
this  problem. 

B.  Chocolate  fluid  aspirated  from  an 
endometrioma  establishes  a diagnosis  of 
endometriosis. 

C.  An  ovarian  cyst,  suspected  of  being 
a persistent  follicular  or  corpus  luteal 
cyst,  and  revealed  by  its  clear,  straw-like 
color,  may  be  emptied  by  culdocentesis 
and  save  the  patient  an  abdominal  opera- 
tion. 

D.  If  a cystic  mass  is  strongly  suspected 
of  being  malignant,  direct  aspiration  is 
contraindicated.  However,  it  may  be  pos- 
sible to  aspirate  peritoneal  fluid  from  the 
cul-de-sac  and  this  fluid  may  be  centri- 
fuged in  the  laboratory,  the  sediment  im- 
bedded in  wax,  sectioned  and  examined 
cytologically  for  metastatic,  malignant 
cells.  This  method,  plus  biopsy  of  a ran- 
dom inguinal  node  on  the  affected  side. 
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originated  by  Collins,  is  employed  on  the 
Tulane  service  in  attempting  to  diagnose 
carcinoma  of  the  ovary. 

COMri.ICATIOXS  OF  CULDOCENTESIS 

It  is  our  belief  that  the  procedure  of 
culdocentesis  is  essentially  simple,  so  much 
so  that  senior  medical  students  in  Gyne- 
cology at  Tulane  are  required  to  perform 
at  least  one  before  being  graduated.  It  is 
regarded  as  just  as  fundamental  as  teach- 
ing a student  to  biopsy  or  cauterize  a 
cervix  or  teaching  him  how  to  perform  an 
adequate  pelvic  examination.  Interpreta- 
tion of  the  aspirated  fluid  requires  some 
experience — but  the  presence  of  nonclot- 
ting blood  to  the  novice  or  professional 
means  hemoperitoneum  and  emergency 
surgery  is  indicated. 

Culdocentesis  may  be  considered  by 
some  to  be  a dangerous  procedure  but  we 
are  of  the  opinion  that  it  is  innocuous. 
Bowel  has,  on  several  occasions,  been  en- 
tered through  the  cul-de-sac  with  the 
spinal  needle.  The  latter  has  been  with- 
drawn without  “wandering”  the  point  and 
a new  set  of  instruments  used  to  repeat 
the  procedure.  Of  all  the  culdocenteses 
performed  on  our  service,  there  are  no 
recorded  or  verbal  instances  of  peritonitis, 
fistulae,  or  pelvic  abscesses  developing  as 
a result  of  this  inadvertent  entry  into  the 
bowel. 

REVIEW  OF  MORTALITY  OF  ECTOPIC  PREGNANCY 

The  mortality  due  to  ectopic  pregnancy 
at  Charity  Hospital,  uncorrected,  was  11.4 
per  cent  from  1919  to  1936  (51  deaths). 
From  1937  to  1950,  the  mortality  was  2.6 
per  cent  (18  deaths).  From  January  1, 
1951,  to  July  1,  1953,  the  mortality  was 

0.38  per  cent  (1  death  in  255  cases  of 
eccyesis.  This  patient  died  on  arrival  be- 
fore admission.)  Of  these  cases,  133  were 
on  the  Tulane  service.  Including  the  latest 
45  cases  in  this  report,  there  were  178 
patients  with  proven  ectopic  pregnancies 
from  January  1,  1951,  to  July  1,  1954,  who 
were  treated  surgically  and  successfully  on 
the  Tulane  service  with  no  fatalities. 
Credit  must  be  given  to  the  improved 
residency  system,  better  anesthesia  and 
blood  banks  but  the  major  factor  con- 


tributing to  the  lowered  mortality  in  this 
entity  has  been  culdocentesis. 

REPORT  ON  THE  ONE  YEAR  STUDY  OF 
CULDOCENTESIS 

Beginning  with  July  1,  1953,  a detailed 
record  of  each  culdocentesis  performed  in 
the  admitting  rooms  and  clinics  was  kept 
by  the  residents  on  the  Tulane  Unit,  Char- 
ity Hospital.  Special  forms  for  this  pur- 
pose were  devised  and  mimeographed  and 
included  the  following  data.  Patient’s 
name,  age,  race,  hospital  number  or  home 
address,  type  of  fluid  obtained,  number 
of  taps  per  patient,  disposition,  diagnosis, 
and  treatment.  Each  resident  signed  his 
name  and  date  on  these  forms,  which  were 
collected  daily  and  totalled  for  each  month. 
Monthly  totals  were  added  in  computing 
the  yearly  totals.  Although  the  residents 
were  responsible  for  the  statistics,  the 
culdocenteses  were  performed  by  various 
personnel : 

1.  Staff 

2.  Residents  and  Fellows  in  all  levels  of 
training. 

3.  Internes  [Supervised  by  (1)  or  (2)] 

4.  Medical  students  [Supervised  by  (1) 
or  (2)] 

In  the  year  surveyed  (July  1,  1953,  to 
July  1,  1954),  13,338  patients  (9,970  col- 
ored and  3,368  white)  were  seen  on  the 
Tulane  service  at  Charity  Hospital  in  the 
clinics  and  admitting  rooms  (Table  1). 
Of  these,  717  patients  (613  colored  and 
104  white)  had  culdocenteses  performed. 
(Table  2).  That  is  to  say,  for  every  18.6 

TABLE  1 
CT’LDOCENTESIS 

TULANE  UNIT— CHARITY  HOSPITAL 
JULY  1,  195.3  - JULY  1.  1954 


Total  Patients  Seen 

W. 

215 

Admit  Room 

C. 

739 

954 

W. 

3153 

Clinics 

C. 

9231 

12,384 

Total 

13,338 

patients  seen,  1 had  a culdocentesis.  The 
total  number  of  single  “taps”  done  was 
1,088,  which  means  that  each  patient  had 
an  average  of  1.5  cul-de-sac  aspirations. 
It  should  be  re-emphasized  that  these  were 
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TABLE  2 
CULDOCENTESIS 

TULANE  UNIT— CHAKITY  HOSPITAL 
JULY  I.  1II53  • JULY  1,  1054 


Culdocentesis  Performed 


Admit  Room 

W.  40 
C.  228 

268  Patients  (28%) 

Clinics 

W.  64 
C.  385 

449  Patients  (3.6%) 

Total 

717  Patients  (1,088 

single  “taps”) 

(13,338  Pts.) 

(5.4%  had  culdocentesis) 

not  indiscriminately  selected  patients,  but 
they  were  patients  who  presented  signs  or 
symptoms  of  possible  ruptured  viscae 
which,  according  to  our  criteria,  prompted 
the  cul-de-sac  punctures. 

Of  the  717  patients  who  had  culdocente- 
sis performed,  59  yielded  nonclotting 
blood.  In  30  patients  pus  was  aspirated, 
peritoneal  fluid  was  obtained  in  527  pa- 
tients and  101  demonstrated  no  fluid 
(Table  3).  Of  the  59  patients  (8.2  per 
cent)  who  had  nonclotting  blood  on  culdo- 
centesis, 3 were  not  operated  (2  therapeu- 
tic aspirations  of  vaginal  cuff  hematomas 
and  1 endometriosis).  The  remaining  56 
were  operated  (Table  4).  Of  these  (Table 
5),  45  had  proven  ectopic  pregnancies;  3 
had  a diagnosis  of  bleeding  corpus  hemor- 
rhagicum;  3 had  bleeding  corpora  luteal 
cysts  and  1 had  a hemorrhgic  tubo-ovarian 
mass. 

TABLE  3 
CT’LDOCENTESIS 

TULANE  I NIT— UHARITY  HOSPITAL 
JIUA’  I.  195.3  - .JULY  1.  19.54 


Results 

1.  Blood  59 

2.  Pus  30 

3.  Peritoneal  fluid  527 

4.  Dry  101 


TABLE  4 
CULDOCENTESIS 
EVALI’ATION  OF  ACCURACY 

Patients  with  Unclotted  Blood  59 

Minus  Patients  Not  Operated 
(Includes  1 Endometriosis  & 

2 Therapeutic  Aspirations  of 

Vaginal  Cuff  Hematomas)  3 

Patients  Operated  with  “Positive” 

Cul  de  Sac  Punctures  56 


TABLE  5 
CtmDOCENTESIS 


Correct  Diag. 

Pts.  with  Ectopic  Preg. 

45 

Bleeding  Corp.  Hemorrhag. 

3 

Bleeding  Corp.  Luteum  Cysts 

3 

Hemorrhage  into  Both  Adnexae 

1 

Hemorrhagic  T-0  Mass 

1 

Total 

53 

ACCURACY;  53  = 94.6% 

56 

There  were  3 patients  who  demonstrated 
no  bleeding  foci  at  laparotomy  (Table  6), 

so  that  53  patients  out  of  56  were 

operated 

upon  with  the  correct  diagnosis. 

This  rep- 

resents  an  accuracy  of  94.64  per 

cent  for 

the  entire  year.  There  were  no 
in  any  of  the  above  cases. 

fatalities 

Of  the  30  patients  (4.2  per  cent)  who 
had  pus  on  culdocentesis  (Table  7),  4 had 

TABLE  R 

CI’LDOCENTESIS 

Incorrect  Diag. 

Threatened  Abortions 

2 

Salpingo-Oophoritis 

1 

Total 

3 

TABLE  7 

CULDOCENTESIS 

ANALYSIS  OF  :J0  UTS.  WHO  YIEI.I>ED  PUS 

Ruptured  T-0  Abscesses 

4 

True  Pelvic  Abscesses 

15 

Pelvic  Peritonitis 

3 

So.lpingo-Oophoritis 

6 

Old  Pyosalpinx,  Asymptomatic 

1 

Dermoid  Cyst 

1 

Total 

30 

(Above  pts.  treated  medically  or 
surgically  with  no  fatalities.) 

ruptured  tubo-ovarian  abscesses  treated 
by  immediate  surgery ; 15  had  unruptured 
cul-de-sac  or  tubo-ovarian  abscesses.  The 
cul-de-sac  abscesses  were  treated  by  colpo- 
tomy  and  the  tubo-ovarian  abscesses 
(which  did  not  “point”)  were  treated 
medically  until  they  were  “cooled  down”, 
then  they  were  treated  surgically  after  an 
appropriate  interval  had  elapsed.  Culdo- 
centesis greatly  aided  in  the  proper  selec- 
tion of  an  antibiotic,  since  the  pus  ob- 
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tained  was  smeared  directly,  then  sent  to 
the  laboratory  for  culture  and  sensitivity 
studies.  Three  patients  had  pelvic  peri- 
tonitis ; 6 had  acute  salpingo-oophoritis ; 
1 had  an  old  asymptomatic  pyosalpinx 
and  1 had  a dermoid  cyst  of  the  ovary. 
All  these  patients  were  treated  medically 
or  surgically  and  there  were  no  fatalities. 

Clear  peritoneal  fluid  was  revealed  on 
culdocentesis  in  527  patients  (73.5%) 
which  was  considered  as  normal  (Table 
3). 

No  fluid  was  obtainable  on  aspiration 
of  the  cul-de-sac  in  101  patients  (14.0%) 
and  these  were  listed  as  dry. 

We  would  like  to  point  out  that  many 
of  the  above  patients  had  been  seen  by 
other  physicians,  both  inside  and  outside 
the  hospital,  before  admission  to  our  ser- 
vice. The  diagnosis  for  each  one  of  these 
patients  was  made  or  confirmed  by  the 
use  of  culdocentesis.  We  feel  certain  that 
had  culdocentesis  been  employed  by  these 
other  physicians,  the  correct  diagnosis 
would  probably  have  been  made.  All  phy- 
sicians can  perform  culdocentesis  — at 
home,  in  the  admitting  room,  and  in  the 
office.  Most  physicians  do  not  possess  a 
culdescope — but  they  do  have  a needle  and 
syringe.  Patients  do  not  have  to  be  sub- 
jected to  general  anesthesia  and  explora- 
tory laparotomy  or  colpotomy  if  physicians 
will  use  culdocentesis  to  help  them  estab- 
lish or  confirm  their  diagnoses. 

coxci.rsinN.s 

1.  Culdocentesis  is  especially  valuable 
in  confirming  a diagnosis  of  hemoperito- 
neum  or  establishing  one  where  it  was 
previously  unsuspected. 

2.  Culdocentesis  may  be  done  on  out- 
patients as  well  as  inpatients.  Basic  equip- 
ment includes  an  18  gauge  long,  spinal 
needle  and  a hypodermic  syringe. 

3.  Culdocentesis  helps  establish  a diag- 
nosis more  rapidly ; hence,  morbidity  is 
diminished,  mortality  is  lowered,  and  num- 
ber of  patient  days  in  the  hospital  are 
decreased. 

4.  Culdocentesis  is  an  invaluable  aid  in 
treating  peritonitis  and  pelvic  abscesses 
since  the  aspirated  pus  can  be  sent  to  the 


laboratory  for  culture  and  sensitivity 
studies,  resulting  in  the  selection  of  the 
proper  antibiotic. 

5.  Culdocentesis  is  innocuous,  shown  by 
the  absence  of  recorded  or  verbal  compli- 
cations in  the  717  patients  who  had  1088 
single  “taps”  in  the  surveyed  year. 

6.  All  physicians  can  perform  culdo- 
centesis at  home,  in  the  admitting  room 
and  in  the  office.  Most  physicians  do  not 
possess  a culdoscope — but  they  do  have  a 
needle  and  syringe. 

(This  statistical  study  was  consummated 
only  through  the  splendid  cooperation  of 
the  entire  Tulane  Ob.-Gyn.  Resident  Corps 
and  we  wish  to  acknowledge  publicly  the 
immense  help  they  contributed  to  the 
project.) 
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LOUISIANA  PHYSICIANS:  PIONEERS 
IN  THE  AMERICAN  PUBLIC 
HEALTH  MOVEMENT* 

BEN  FREEDMAN,  M.  D.,  M.  P.  H.  t 
New  Orleaxs 

In  1934,  this  Society  commemorated  at 
its  annual  gathering,  the  centennial  of  the 
establishment  of  the  Medical  College  of 
Louisiana,  later  to  become  the  Tulane 
School  of  Medicine.  In  1944,  it  celebrated 
the  centenary  of  the  founding  of  the  New 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 
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Orleans  Medical  and  Surgical  Journal. 
Both  of  these  events  were  notable  mile- 
stones in  the  development  of  medical 
knowledge  in  Louisiana.  At  this  meeting 
we  signalize  the  hundredth  year  since  the 
founding  of  the  Louisiana  State  Board  of 
Health.  We  can  justly  honor  this  occasion 
also  for  several  reasons.  Firstly,  this  is 
the  oldest  State  Board  of  Health  in  the 
United  States.  Secondly,  its  founding  was 
the  handiwork  of  the  physicians  of  Louis- 
iana, struggling  against  powerful  forces 
to  create  an  instrument  for  the  control  of 
epidemic  disease  based  on  the  application 
of  the  most  enlightened  medical  knowledge 
of  the  time.  Thirdly,  the  physicians  re- 
sponsible for  its  creation,  and  subsequent- 
ly, for  its  progressive  development  were 
among  the  most  eminent  practitioners  and 
teachers  in  the  history  of  medicine  in 
Louisiana,  many  of  whom  were  nationally 
famous,  playing  brilliant  roles  as  medical 
and  public  health  pioneers  of  our  country. 
It  is  fitting,  therefore,  at  this  time  to  re- 
call some  of  the  important  social  forces 
and  events,  and  the  roles  of  some  of  these 
eminent  physicians  whose  genius  and  en- 
ergy led  to  the  establishment  of  the  State 
Board  of  Health  and  helped  to  shape  the 
history  of  the  public  health  movement  in 
America. 

The  history  of  public  health  in  Louisi- 
ana can  be  understood  only  in  the  context 
of  the  history  of  public  health  in  the 
United  States  and  in  colonial  America, 
and  this  in  turn,  only  as  a continuation 
of  the  public  health  history  of  the  old 
world. 

THE  PRELUDE 

Every  period  in  human  history  has  been 
characterized  by  the  pre-eminence  of  a 
particular  pattern  in  the  incidence  of 
diseases.  This  was  so  because  of  the  very 
nature  of  social  change.  From  one  per- 
iod to  the  next,  social  and  environmental 
changes  had  inevitably  taken  place.  Each 
period,  therefore,  was  a unique  medium 
for  sustaining  the  occurrence  and  spread 
of  certain  diseases  in  a certain  pattern. 

The  disease  patterns  which  had  predom- 
inated in  the  prehistoric  epochs  have  not 


as  yet  been  fathomed.  It  does,  however, 
appear  that  the  first  diseases  to  terrorize 
civilized  man  were  the  diarrheas  and  dys- 
enteries. At  the  dawn  of  civilization,  man 
already  lived  in  large  enough  communities 
whereby  the  contamination  of  the  soil  and 
water  by  excreta  could  have  given  rise  to 
epidemics  of  enteric  diseases.  It  is  quite 
probable  that  such  epidemics  began  to  oc- 
cur among  the  barbarians  of  the  upper 
neolithic  period  even  before  civilization, 
when  organized  village  life  first  came  into 
existence.  The  rationale  of  the  above  is 
based  on  the  fact  that  no  human  physi- 
ological activity  is  more  conducive  to  the 
ubiquitous  spread  of  disease  than  that  of 
defecation.  Man  has  had  thousands  upon 
thousands  of  years  to  ponder  this  problem. 
That  he  did  engage  his  faculties  to  con- 
sider this  problem  is  evident  from  the  fact 
that  excreta  control  practices  were  already 
well  developed  at  the  beginning  of  record- 
ed history.  At  that  time,  privy  and  drain- 
age construction  of  good  quality  were 
found  in  excavated  villages  of  the  Middle 
East.  Such  ingenious  inventions  must 
have  taken  hundreds  and  even  thousands 
of  years  of  experience  to  develop  in  those 
days  when  social  change  and  the  coming 
into  being  of  new  ideas  took  so  long.  These 
inventions  came  about  not  from  knowledge 
of  the  causes  of  enteric  fever,  but  from 
experience  and  empirical  consideration 
that  such  practices  served  as  safeguards 
against  illness.  It  can  be  safely  presumed, 
therefore,  that  the  basic  lessons  in  hy- 
giene for  these  ancients  came  not  from  the 
pedagogy  of  their  magicians  and  medicine 
men,  but  from  their  terrible  experiences 
with  diarrhea  and  dysentery. 

By  the  time  that  the  biblical  period 
came  upon  the  scene  of  history,  social  con- 
ditions had  changed  enough  to  alter  the 
pattern  of  the  disease  experience  of  man. 
His  previous  experience,  however,  became 
incorporated  in  the  Mosaic  Code  of  hy- 
giene practices  in  the  first  five  books  of 
the  Old  Testament.  This  code  plainly  in- 
dicates a long  standing  concern  with  prac- 
tices aimed  to  eliminate  the  hazard  of 
diarrheas  and  dysenteries.  It  appears  that 
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during  the  Biblical  period,  various  con- 
tagious and  infectious  diseases  plagued 
community  life,  such  as  leprosy,  ophthal- 
mia, infantile  epidemics,  pestilential  fev- 
ers, enteric  infections,  venereal  diseases, 
elephantiasis,  skin  diseases  and  many  oth- 
ers, but  the  disease  vchich  spread  the 
greatest  terror  among  the  people  was  no 
longer  the  enteric  infections,  but  leprosy. 
This  disease  became  the  dictator  and  task- 
master of  the  biblical  and  dark  age  pe- 
riods. This  was  the  tyrannical  pedagogue 
who  taught  with  mortal  chastisement,  the 
techniques  of  isolation,  and  decontamina- 
tion— measures  which  also  served  well  in 
the  control  of  many  other  communicable 
diseases. 

As  the  clouds  of  the  Middle  Ages  began 
to  disperse,  a new  and  restless  epoch 
emerged,  animated  by  science  and  pres- 
sured into  commercial  and  exploratory  en- 
terprise. Thus,  a new  pattern  of  social 
development  was  initiated,  bringing  forth 
a new  complex  of  diseases  to  tr>'  man’s 
endurance  and  to  test  his  ingenuity. 
Among  these  diseases  one  stood  out  as  the 
sign  of  the  times,  to  wit,  the  plague.  “A 
more  frightful  teacher  than  the  plague, 
which  swept  over  humanity  with  special 
fury  in  the  middle  of  the  fourteenth  cen- 
tury, it  is  difficult  to  imagine,”  is  a deftly 
chosen  quotation  lifted  by  Winslow  ^ from 
Diepgen’s  essays.  Concerning  this  apt  de- 
scription of  the  situation,  Winslow  * fur- 
ther comments,  “As  suggested  in  the  quo- 
tation . . .,  the  Black  Death  was  the  great 
teacher  in  this  field  (i.e.,  in  the  epidemiol- 
ogy of  infectious  diseases.)  A prelimin- 
ary course  was,  however,  offered  by  lep- 
rosy and,  at  the  end  of  the  fifteenth  cen- 
tury, a post-graduate  course  by  syphilis.” 

COMMUNITY  EXPERIENCE  AS  TEACHER 

The  student  of  the  history  of  medicine 
and  public  health  may  become  intrigued 
by  the  finding  that  the  origins  of  the  basic 
practices  used  by  civil  authorities  to  con- 
trol epidemic  disease  have  seldom  resulted 
from  discoveries  made  by  the  great  figures 
in  medical  history,  but  rather  were  learned 
by  communities  from  the  experience  of 
tragic  visitations  of  various  epidemic  dis- 


eases. The  student  must,  therefore,  be 
struck  by  the  following  facts : 

1.  That  the  fundamentals  by  which 
communities  protect  the  lives  of  their  peo- 
ple were  developed  very  early  in  the  ex- 
perience of  mankind. 

2.  That  these  basic  practices  appear  to 
have  been  developed  by  community  ef- 
forts rather  than  by  individual  ingenuity. 

3.  That  few  physician’s  names,  or  the 
names  of  other  persons  have  been  found 
associated  with  the  discovery  of  any  of 
these  basic  practices. 

4.  That  mostly  in  the  refinement  of 
techniques  do  we  find  associated  the  names 
of  great  physicians  or  other  professional 
men,  and  this  more  usually  in  modern 
times. 

Not  only  were  the  basic  environmental 
and  personal  hygienic  techniques  such  as 
disposal  of  excreta,  control  of  water  sup- 
plies, draining  of  swamps,  control  of  in- 
sects and  rodents,  protection  of  food, 
avoidance  of  overcrowding,  decontamina- 
tion of  fomites,  isolation  and  quarantine, 
and  the  cleansing  of  hands  and  body  dis- 
covered anonymously  through  community 
experience,  and  mostly  in  the  deep  past, 
but  also  such  fundamental  techniques  as 
sterilization  and  vaccination.  Only  with 
regard  to  the  refinement  of  these  tech- 
niques, and  their  extrication  from  the  per- 
plexity of  empiricism  and  their  elevation 
into  a scientific  sphere,  are  the  names  of 
great  men  associated. 

THE  AMERICAN  EXPERIENCE 

The  forebears  of  the  American  colon- 
ists, therefore,  received  their  most  poig- 
nant lessons  in  the  preservation  of  health 
from  such  teachers  as  leprosy,  syphilis, 
and  the  plague.  The  latter  disease  almost 
destroyed  the  commerce  that  made  its 
spread  possible.  But  the  great  teacher  ® 
of  the  colonists  themselves  and  the  de- 
scendants for  three  hundred  years  was 
another  plague,  the  yellow  fever — an  epi- 
demic terror  which  struck  awe  in  the 
hearts  of  Americans  until  the  genius  of 
the  Carlos  Finlay- Walter  Reed  team  final- 
ly ferreted  out  the  last  secret  from  this 
celebrated  pedagogue. 
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Why  was  yellow  fever  such  an  ef- 
fective teacher?  Undoubtedly  because,  like 
plague,  it  struck  like  lightning  with  de- 
vastating effects,  leaving  a population 
stunned  with  consternation  and  expectan- 
cy. And  also  because  the  nature  of  its 
spread  could  not  be  wholly  described  on 
the  basis  of  the  usually  accepted  dynamics 
of  contagiousness  and  infectiousness.  It 
required  the  most  versatile  of  mental  gym- 
nastics, of  philosophic  acumen,  of  observa- 
tional acuity,  and  of  statistical  analytics 
to  try  to  solve  the  mystery  of  its  mode  of 
occurrence  and  spread.  Every  phase  of  the 
physical  and  social  environment  had  to  be 
taken  into  the  scope  of  deliberation  in  de- 
veloping a rationale  of  its  epidemiology. 
Besides  all  this,  the  medical  profession  was 
completely  helpless  in  treating  this  plague, 
and  are  not  today  exceptionally  versatile 
in  this  matter. 

Yellow  fever  was  first  accurately  de- 
scribed by  Jean  Baptiste  Dutertre  ^ in 
Guadaloupe,  French  West  Indies,  in  1635. 
It,  however,  took  some  years  before  knowl- 
edge of  this  disease  entity  became  widely 
known.  According  to  Dr.  Henr>'  R.  Car- 
ter preponderant  evidence  indicates  that 
this  disease  was  imported  to  America  from 
Africa  during  the  early  slave  trade  period. 
By  the  middle  of  the  17th  century  the  dis- 
ease appears  to  have  become  well  estab- 
lished in  the  West  Indies,  and  had  moved 
into  Central  and  South  America.  A series 
of  yellow  fever  epidemics  in  Yucatan,  Bar- 
bados, and  Cuba  in  1648-49  had  repercus- 
sions farther  north.  In  Massachusetts,  the 
general  court,  meeting  in  Boston,  estab- 
lished a precautionary  quarantine,  in 
March  1648,  for  all  vessels  arriving  from 
the  West  Indies  because  of  -‘ye  plague  or 
like  infectious  disease”  ® which  was  not 
lifted  until  the  following  year  in  May 
1649.  The  outbreak  in  the  West  Indies 
having  been  taken  for  a plague-like  dis- 
ease, the  usual  sanitary  measure  employed 
against  plague  by  the  Europeans,  namely, 
quarantine,  was  invoked. 

There  is  no  evidence  that  any  yellow 
fever  occurred  on  the  North  American  con- 
tinent before  the  last  ten  years  of  the 


17th  century.  What  was  probably  the  first 
yellow  fever  outbreak  on  the  North  Amer- 
ican continent  occurred  in  1693,  when  a 
British  fleet  coming  from  Barbados  an- 
chored in  Boston  harbor.  Concerning  this. 
Cotton  Mather  wrote:  ‘Tn  the  month  of 
July  a most  pestilential  Feaver,  was 
brought  among  us  by  the  Fleet  coming  in 
to  our  Harbour  from  the  West  Indies.  It 
was  a Distemper,  which  in  less  than  a 
week’s  time  usually  carried  off  my  Neigh- 
bours, with  very  direful  Symptoms,  of 
turning  Yellow,  vomiting  and  bleeding 
every  way  and  so  Dying.”  In  1699,  an 
epidemic  in  Philadelphia  destroyed  one- 
sixth  of  the  inhabitants.  In  the  same  year 
a severe  epidemic  appeared  in  Charleston 
and  also  again  in  1703,  1728,  1732,  1739, 
and  1740.  Philadelphia  had  epidemics  in 
1741,  1747,  1748,  1762.  The  most  panic- 
ridden  epidemic  prior  to  the  19th  century 
was  in  Philadelphia  in  1793,  where  La 
Roche  estimated  that  about  11,000  cases 
occurred  with  over  4,000  deaths  from  a 
population  of  about  50,000  persons.  At 
that  time  Philadelphia  was  the  capitol  of 
Pennsylvania  and  of  the  United  States. 
The  panic  was  so  great  that  the  central 
processes  of  administration  of  the  Govern- 
ments of  the  United  States,  of  Pennsyl- 
vania, and  of  Philadelphia  were  in  com- 
plete dissolution  for  the  duration  of  the 
epidemic. 

American  medicine  in  the  17th,  18th, 
and  most  of  the  19th  century,  was  based 
on  the  classical  Hippocratic-Galenic  teach- 
ings with  various  degrees  of  modern  in- 
fluence as  represented  mainly  by  the 
teachings  of  Sydenham,  Boerhaave,  Cul- 
len, Monro,  Lettsom  and  Brown.  For  pre- 
venting yellow  fever,  this  wisdom  was 
very  unproductive,  although  potentially 
fruitful  with  its  concept  of  “epidemic  con- 
stitution.” For  treating  this  disease,  it 
was  either  neutral  or  harmful,  but  prac- 
tically always  void  of  virtue.®  Acute,  eas- 
ily communicable  diseases  with  rapid  mor- 
talities have  always  been  the  bane  of  the 
therapeutic  art.  This  is  almost  as  true 
today  as  it  was  then,  and  particularly  so 
for  yellow  fever.  No  wonder  this  disease 
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became  the  great  teacher  in  American 
medicine  and  in  the  health  administration 
of  civil  government.  Community  catas- 
trophe that  could  not  be  controlled  by 
treatment  had  to  be  conquered  by  preven- 
tion. To  this  end,  the  scientifically  trained 
American  physicians  of  the  18th  and  19th 
centuries  devoted  the  greatest  of  their 
mental  efforts.  One  needs  only  scan  the 
American  medical  literature  of  these  two 
centuries,  and  follow  the  story  of  the 
physicians’  participation  in  the  develop- 
ment of  public  health  administration  in 
North  America  to  realize  how  cogently 
true  this  was. 

THE  LOUISIANA  EXPERIENCE 

The  early  experience  of  North  America 
in  health  and  disease  was,  to  a great  de- 
gree, the  experience  of  Louisiana.  New 
Orleans  was  founded  in  1718.  Yellow  fever 
was  believed  to  have  existed  there  prac- 
tically every  year  up  to  the  date  of  Amer- 
ican domination  in  1803,®>  but  with  epi- 
demic intensity  in  1765  and  1766.  During 
the  colonial  period,  there  were  evidently 
but  few  physicians  in  New  Orleans.  Most 
of  these  had  immigrated  from  Europe,  and 
appear  to  have  been  of  French  and  Latin 
extraction.  They  were  as  highly  trained 
as  European  schools  could  render,  and  had 
the  exquisite  culture  of  gentlemen  of  the 
day.  As  far  as  the  available  records  show, 
their  participation  in  civil  government  in 
the  role  of  medical  sanitarians  is  not  eas- 
ily detected.  Only  after  annexation  to  the 
L^nited  States  when  American  trained  phys- 
icians migrated  into  Louisiana,  did  a trend 
of  participation  in  community  health  prob- 
lems become  noticeable  among  physicians. 
This  latter  observation  pertaining  to  the 
early  lack  of  the  physicians  participation 
in  community  affairs  may  be  more  ap- 
parent than  real.  Because  of  the  natural 
terrain  and  meteorological  conditions,  en- 
vironmental hygiene  could  not  but  have 
been  a most  important  consideration  of 
medical  men  of  Louisiana.  During  the  19th 
century.  New  Orleans  experienced  more 
than  60  outbreaks  of  yellow  fever. 

Because  of  the  persisting  epidemics. 
Governor  Claiborne,  in  1804,  urged  the 


Legislative  Council  to  consider  a scheme 
of  city  planning  suggested  by  the  Bresi- 
dent  of  the  United  States,  Thomas  Jeffer- 
son. Several  years  later,  Claiborne  recom- 
mended the  adoption  of  quarantine  and 
general  health  laws.  Apprehensive  of  a 
prevailing  yellow  fever  epidemic  situation, 
the  city  council  of  New  Orleans  on  June 
4,  1816,^^  called  a meeting  to  obtain  the 
advice  of  the  Societe  Medicale.  The  Bublic 
Health  Committee  of  the  society  gave  the 
city  council  a long  list  of  recommenda- 
tions, most  of  which  pertained  to  the  sani- 
tation of  the  city.  Among  the  recom- 
mendations was  the  creation  of  a Board 
of  Health.  Because  the  opinion  among  the 
Societe  Medicale  was  strongly  toward  the 
theory  of  the  importation  of  yellow  fever, 
adoption  of  quarantine  laws  was  also 
recommended.  In  the  winter  of  1816-17, 
an  act  creating  a Board  of  Health  and 
Quarantine  laws  was  passed  by  the  State 
Legislature.  This  law  was  quite  compre- 
hensive, and  the  regulations  were  enforced 
by  the  police.  However,  the  State  ap- 
pointed body  incurred  the  displeasure  and 
antagonism  of  the  city  authorities.  Con- 
sequently, an  Act  was  passed  on  March  6, 
1819,  abolishing  the  Board  of  Health, 
health  officer,  and  quarantine  laws,  but 
the  governor  was  invested  with  the  right 
to  establish  quarantine  by  proclamation. 
In  1821,  a severe  yellow  fever  epidemic 
caused  similar  laws  to  be  adopted  again, 
and  the  Board  of  Health  was  reinstated. 
The  laws,  however,  were  poorly  framed 
and  feebly  administered. 

The  value  of  an  effective  quarantine 
was  clearly  demonstrated  in  1822.  Quar- 
antine existed  at  the  river  entrance  to 
the  city,  but  none  was  in  vogue  from  the 
lake  side.  Yellow  fever  was  raging  at 
Bensacola.  Two  boats  carrying  yellow 
fever  cases  from  that  port,  not  being  able 
to  enter  the  city  through  the  river,  en- 
tered through  the  Lake  side  by  way  of 
Bayou  St.  John  and  introduced  the  epi- 
demic into  New  Orleans.  A protest  meet- 
ing was  held,  in  1823,  by  citizens  who  be- 
lieved that  the  quarantine  regulations  were 
injuring  the  city’s  commercial  develop- 
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ment.  In  1825,  the  pressure  of  public  opin- 
ion aroused  by  commercial  interests  re- 
sulted in  a repeal  of  the  quarantine  laws. 
The  City  Council,  however,  was  given  the 
right  to  appoint  a health  officer  and  to 
establish  quarantine  inside  of  New  Or- 
leans, and  the  governor  was  given  quai'- 
antine  powers.  Between  1820  and  1830, 
yellow  fever  appeared  in  New  Orleans  ev- 
ery year,  about  half  of  these  years  in  epi- 
demic prevalence.  During  the  next  decade, 
the  epidemics  of  1832,  1833  and  1839  were 
disastrous.  With  the  discontinuance  of 
quarantine  in  1825,  New  Orleans  appar- 
ently had  no  organized  health  supervision 
until  1841.  In  1835,  however,  a strong 
medical  society  w^as  in  operation,  and  two 
physicians  were  detailed  from  this  body 
as  advisors  to  the  Mayor. 

PHYSICIANS  FORCE  THE  CREATION  OF  A 
STATE  BOARD  OP  HEALTH 

It  was  at  the  beginning  of  the  1830-40 
decade  that  one  of  our  country’s  most  il- 
lustrious physician-sanitarians,  and  cer- 
tainly the  first  eminent  one  in  Louisiana, 
began  his  rise.  From  his  first  published 
paper  in  1832,  which-  is  considered  Louisi- 
ana’s first  medical  classic  i-,  entitled  “The 
Application  of  Physiological  Medicine  to 
Diseases  in  Louisiana,’’  Dr.  Edward  Hall 
Barton’s  acuity  of  observation  and  per- 
spective, scholarly  passion  for  knowledge, 
and  fortitude  in  the  service  of  his  com- 
munity destined  him  to  become  one  of  the 
most  distinguished  medical  scientist-phil- 
osophers and  men  of  action  of  his  day.  In 
1832,  he  also  made  a most  portentous  ob- 
servation about  yellow  fever  which  ap- 
peared to  be  the  reason  why  he  later  kept 
insisting  on  the  drainage  of  the  swamps 
around  New  Orleans  to  rid  the  city  of 
mosquitos.  In  citing  the  remark  of  the 
17th  century  Dutch  anatomist  and  epi- 
demiologist, Diemerbroeck,  concerning  the 
uncommon  abundance  of  insects  preceding 
the  occurrence  of  pestilence.  Barton  ob- 
served that  “flies  and  mosquitoes  particu- 
larly were  unusually  numerous  preceding 
the  epidemic,’’  and  that  the  mosquitoes 
continued  throughout  the  summer.  He 
was  one  of  the  world’s  pioneers  in  the  de- 


velopment of  medical  statistics  as  an  in- 
strument of  medical  science.  This  work  he 
began  around  the  same  time  as  that  of  the 
great  French  clinician,  Pierre-Charles- 
Alexandre  Louis,  who  is  credited  with 
having  been  the  founder  of  medical  sta- 
tistics, as  distinguished  from  vital  statis- 
tics. 

In  the  list  of  Barton’s  published  contri- 
butions are  to  be  found  wisdom  and  vision 
which  even  today  are  inspirations  to  schol- 
ars. He  was  one  of  the  driving  forces 
which  shaped  the  pioneering  history  of 
Louisiana  to  protect  itself  against  epidemic 
onslaughts.  He  was  the  third  Dean  of  the 
Tulane  Medical  School,  between  1836  and 
1840,  and  was  the  chief  engineer  in  lay- 
ing the  foundation  of  the  Louisiana  State 
Board  of  Health. 

The  decade  between  1840  and  1850  was 
featured  by  terrible  ravages  of  yellow 
fever,  decimating  the  population.  But  still 
thousands  came  to  New  Orleans,  lured  by 
the  high  wages  and  the  stories  of  possi- 
bilities of  making  fabulous  fortunes  in  a 
short  time.  At  the  insistence  of  the  physi- 
cians of  the  city,  a Board  of  Health  and 
quarantine  were  established  by  the  General 
Council  in  June  1841.  After  several  years 
the  board  lost  interest,  despite  recurring 
epidemics,  and  was  dissolved  in  1843.  The 
physicians,  however,  continued  to  urge  the 
city  to  create  a Board  for  community  pro- 
tection, so  that  in  1844,  the  General  Coun- 
cil invited  the  Medico-Chirurgical  Society 
to  take  charge  of  the  sanitary  interest  of 
New  Orleans.  This  proposition  was  ac- 
cepted, and  a committee  of  nine  members 
was  appointed  with  full  powers  to  act  as 
a Board  of  Health.  The  years  1847,  1848, 
1849,  were  among  the  most  disastrous  epi- 
demic years  in  Louisiana  history. 

The  lack  of  interest  and  reluctance  to 
act  on  the  part  of  the  city  fathers  was 
traditional  in  New  Orleans  whose  reputa- 
tion was  described  by  DeBow  in  1846: 
“New  Orleans,  disguise  the  fact  as  we 
may,  has  had  the  reputation  abroad  of  be- 
ing a great  charnel  house.’’  Filth  and  dis- 
ease stalked  hand  in  hand  with  death. 

Such  eminent  physicians  as  Drs.  E.  H. 
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Barton,  E.  D.  Fenner,  A.  F.  Axson,  and 
J.  C.  Simonds  will  remain  alive  in  Louisi- 
ana medical  annals  for  their  tireless  labors 
and  fearless  revelations  of  local  health 
hazards.  They  counselled  the  city  officials 
and  endeavored  to  open  their  eyes  to  the 
grave  conditions  existing  in  this  thickly 
populated  city.  They  created  the  plans  to 
better  the  conditions — plans  that  needed 
only  implementation.  The  dauntless  Dr. 
Barton  appeared  before  the  city  council  in 
1850,  and  predicted  dire  calamity  unless 
sanitary  conditions  were  improved.  His 
words  fell  on  deaf  ears.  In  January  1851, 
Mayor  Crossman  officially  proclaimed  the 
city  to  be  perfectly  healthful  in  spite  of 
the  fact  that  the  death  rate  per  1,000  pop- 
ulation for  1849,  1850,  and  1851  was  78, 
84,  and  62  respectively  as  compared  to  a 
present  day  rate  of  10. 

In  1853,  Dr.  Barton’s  prediction  unfor- 
tunately came  to  pass.  Yellow  fever  was 
brought  into  the  city  in  May.  In  June  it 
picked  up  momentum.  In  July  panic  broke 
out.  The  merchants  vigorously  denied  the 
“rumors”  of  epidemic  and  the  newspapers, 
in  collaboration,  refrained  from  making 
mention  of  it,  although  during  the  week 
of  July  9th,  over  400  persons  died  and 
Charity  Hospital  became  a busy  depot  for 
sending  corpses  to  the  grave.  People  be- 
gan to  flee  the  city  by  the  thousands. 
Among  them  were  many  members  of  the 
city  council  which  adjourned  soon  after 
July  22,  1853,  belatedly  recognizing  the 
epidemic  situation  and  hurriedly  passing 
a resolution  authorizing  the  formation  of 
a Board  of  Health.  The  Board  was  organ- 
ized on  July  26,  and  the  council  adjourned 
on  July  28.  The  fleeing  members  of  the 
city  council  left  Mayor  Crossman  to  face 
a tragic  and  appalling  situation.  The  coun- 
cil did  not  convene  again  until  the  end  of 
the  epidemic  late  in  November.  The  tem- 
porary Board  of  Health  was  created  with 
Dr.  A.  Hester,  editor  at  that  time  of  the 
New  Orleans  Medical  and  Surgical  Jour- 
nal, as  physician  of  the  port.  It  was,  how- 
ever, too  late.  About  30,000  cases  of  yel- 
low fever  occurred  in  New  Orleans  during 
this  epidemic  with  over  7,500  deaths. 


Many  more  cases  and  deaths  occurred  over 
the  entire  state. 

The  persistent  efforts  of  Dr.  Barton, 
Dr.  Simonds,  and  their  fellow  physicians 
began  to  bear  fruit.  The  people  of  New 
Orleans  began  to  learn  their  lesson  in 
sanitation.  The  public  urged  the  Board  of 
Health  to  appoint  a sanitary  committee  to 
investigate  the  cause  of  the  epidemic  and 
to  make  recommendations  for  future  pre- 
vention.^^ Late  in  1853,  the  Board  of 
Health  appointed  such  a commission  con- 
sisting of  Honorable  A.  D.  Crossman, 
Mayor  of  the  City  of  New  Orleans,  Drs. 
E.  H.  Barton  (Chairman),  A.  F.  Axson, 
J.  C.  Simonds,  J.  L.  Riddell,  and  S.  D.  Mc- 
Neil. Despite  the  1853  catastrophe  and 
the  impeachment  of  the  Street  Commis- 
sioner for  dereliction  of  duty  in  keeping 
the  streets  clean,  the  city  council,  in  1854, 
returned  to  its  traditional  apathy  toward 
health.  The  disgraceful  indifference  occa- 
sioned in  the  summer  of  1854  during  the 
Council’s  consideration  of  a much  needed 
Health  Ordinance  was  as  culpable  as  its 
final  action  before  adjournment  of  igno- 
miniously  laying  the  Ordinance  on  the 
table. 

In  the  face  of  such  gross  negligence  as 
was  the  historically  traditional  mood  of 
the  New  Orleans  City  Council,  it  was  no 
wonder  that  Governor  Hebert  passion- 
ately appealed  to  the  State  Legislature  in 
1854  for  the  creation  of  machinery  for 
protecting  the  entire  state  against  epidem- 
ic incursions.  If  New  Orleans,  the  gate- 
way to  the  state  for  the  importation  of 
disease,  were  morally  paralyzed  against 
acting  for  the  well-being  of  its  citizens 
and  those  of  the  state,  then  the  state  itself 
must  perforce  go  into  action. 

The  State  Legislature  depended  com- 
pletely on  the  physicians  of  the  state  to 
give  direction  to  the  legislators  in  the 
framing  of  a state  law  for  the  protection 
of  the  health  of  the  people.  To  this  end, 
the  Senate  in  1854  ordered  250  copies  of 
Dr.  Fenner’s  History  of  the  1853  Yellow 
Fever  Epidemic  to  be  printed.  The  1854 
Legislature,  not  being  fully  prepared  to 
pass  its  health  bill,  laid  it  on  the  table 
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indefinitely.  By  the  time  of  the  conven- 
ing of  the  1855  State  Legislature,  the  re- 
port of  Dr.  Barton’s  investigating  com- 
mission was  completed,  and  was  already 
widely  read  and  discussed  with  much  pas- 
sionate exchange  of  views  between  sup- 
porters and  antagonists.  By  joint  resolu- 
tion of  the  House  and  Senate,  140  copies 
of  Dr.  Barton’s  report  were  ordered 
printed.  The  testimony  of  all  physicians 
was  pleaded  for  by  the  Joint  Public  Health 
Committee  of  the  State  Legislature  in  or- 
der to  guide  the  creation  of  adequate  and 
effective  legislation.  The  majority  of  the 
physicians  held  the  theory  that  yellow 
fever,  like  other  dread  disease  epidemics, 
was  imported,  and  therefore,  the  tech- 
nique of  quarantine  was  essential  for  con- 
trol. Although  the  Barton  report  I’ecom- 
mended  a comprehensive  sanitary  program 
for  control  of  epidemic  disease,  and  the 
Fenner  study  recommended  the  same,  the 
State  Legislature  enacted  a law,  signed 
by  the  Governor  on  March  13,  1855,  en- 
titled “An  Act  to  Establish  Quarantine 
for  the  Protection  of  the  State.”  It  must, 
however,  be  understood  from  the  plea  of 
the  Governor,  the  intent  of  the  House  and 
Senate,  the  Majority  and  Minority  Re- 
ports of  the  Joint  Legislative  Committee 
on  Public  Health,  and  the  wording  of  the 
Act  itself,  that  general  sanitation  author- 
ity was  intended  for  the  Board  of  Health, 
although  quarantine  was  its  emphasized 
activity.  On  June  13,  1855,  the  first  per- 
manent State  Board  of  Health  in  the  Llnit- 
ed  States  was  selected  with  the  eminent 
and  colorful  Dr.  Samuel  Choppin  as  chair- 
man. Dr.  Barton  and  two  other  prominent 
physicians  also  served  on  this  board.  From 
this  date  until  the  reorganization  of  1898, 
New  Orleans  paid  the  penalty  of  being  de- 
nied the  authority  to  organize  its  own 
Board  of  Health  and  was  dependent  on  the 
State  Beard  of  Health  for  advice  in  mat- 
ters of  public  health. 

TIIK  PHYSICIANS  WHO  SKKVEH  THE 
I’lJIILIC  HEAI/ITI  MOVEMENT 

In  a century  of  commendable  operations, 
and  at  times  of  brilliant  achievements, 
many  of  the  most  famous  Louisiana  physi- 


cians served  as  presidents  of  the  Board  or 
as  member  participants.  Such  medical 
names  as  Samuel  Choppin,  A.  Forster  Ax- 
son,  Gustavus  A.  Nott,  Charles  Delery, 
Charles  B.  White,  Joseph  Jones,  Joseph 
Holt,  Samuel  R.  Olliphant,  Clement  P. 
Wilkinson,  Edmond  Souchon,  Oscar  Dowl- 
ing, and  John  H.  Musser  had  graced  its 
leadership.  Among  the  galaxy  of  its  mem- 
bers and  co-workers  before  the  turn  of 
the  century  were  Drs.  Warren  Stone,  Wil- 
liam M.  Carpenter,  Bennett  Dowler,  N.  B. 
Benedict,  Josiah  C.  Nott,  John  D.  Foster, 
Abner  Hester,  H.  D.  Baldwin,  Stanford  E. 
Chaille,  Samuel  M.  Bemiss,  Felix  Formen- 
to,  Andrew  W.  Smythe,  George  K.  Pratt, 
Rudolph  Matas,  Frederick  Loeber,  Alfred 
W.  Perry,  Daniel  C.  Holliday,  Stephen  S. 
Herrick,  G.  Farrar  Patton,  Frederick  W. 
Pai’ham,  S.  C.  Russell,  Lucien  Salomon, 
J.  Charles  Faget,  William  H.  Watkins, 
Paul  E.  Archinard,  Charles  Chassaignac, 
Isadore  Dyer,  Ernest  Lewis,  and  hundreds 
of  others.  It  can  be  safely  asserted  that 
practically  every  reputed  physician  in 
Louisiana  during  the  period  of  twenty-five 
years  before  and  twenty-five  years  after 
the  establishment  of  the  Board  partici- 
pated in  molding  the  forces  which  created 
it  and  guided  its  subsequent  development. 
A complete  listing  of  the  names  of  these 
men  would  include  most  of  the  pioneer 
medical  educators  in  New  Orleans,  the  or- 
ganizers and  officers  of  the  medical  and 
scientific  associations,  the  editors  of  the 
medical  journals,  the  chief  surgeons  of  the 
Charity  Hospital,  and  men  who  otherwise 
made  New  Orleans  famous  as  a medical 
center. 

Our  nationally  famous  state  health  offi- 
cer, Dr.  C.  B.  White,  was  one  of  the  found- 
ers of  the  American  Public  Health  Asso- 
ciation in  1872.  He  served  as  second  vice- 
president  in  L873,  as  member  of  the  Ex- 
ecutive Committee  in  1877-78-79,  and  was 
elected  to  presidency  of  that  Association 
in  1880.  Dr.  Samuel  Choppin  was  elected 
second  vice-president  in  1878  and  first 
vice-president  in  1879.  In  1880,  Dr.  D.  C. 
Holliday  was  elected  to  the  executive  com- 
mittee, and  during  these  public  health 
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pioneering  days  many  more  of  our  socially 
oriented  physicians  played  important  roles 
on  various  committees  of  the  Association 
which  carried  on  missionary  work  in  the 
science  of  community  health.  Many  im- 
portant papers  in  public  health  were  de- 
livered by  Louisiana  physicians  at  the  an- 
nual meetings  of  the  American  Public 
Health  Association.  Dr.  Felix  Formento, 
many  years  a member  of  the  Louisiana 
State  Board  of  Health,  chairman  of  its 
laboratory  committee  which  was  responsi- 
ble for  the  creation  of  the  first  state  board 
of  health  diagnostic  bacteriological  labora- 
tory in  the  United  States  in  1894,  and 
president  of  the  American  Public  Health 
Association  in  1892,  presided  as  one  of  the 
presidents  cVhonneur  at  the  International 
Hygiene  Congress  in  Geneva  in  1882.  Dr. 
Stanford  E.  Chaille  and  Dr.  S.  M.  Bemiss 
were  members  of  the  National  Board  of 
Health  which  was  created  by  Congress  in 
1878,  Dr.  Chaille  as  its  supervising  in- 
spector. Both  served  on  the  Havana  Yel- 
low Fever  Commission  appointed  in  1879, 
of  which  Dr.  Chaille  was  president  and 
of  which  Dr.  Rudolph  Matas  served  as 
secretary. 

Is  there  any  wonder  therefore,  consid- 
ering this  remarkable  activity  on  the  part 
of  pur  physicians,  that  during  the  first 
two  decades  of  the  existence  of  the  Amer- 
ican Public  Health  Association  an  excep- 
tionally large  proportion  of  its  members 
were  physicians  from  Louisiana.  For  ex- 
ample, in  1884,  more  than  10  per  cent 
of  the  entire  American  Public  Health  As- 
sociation membership  was  composed  of 
Louisiana  physicians.  Those  men  were 
highly  conscious  of  what  it  took  to  control 
or  to  eliminate  epidemic  disease.  The  ar- 
ticles with  which  they  filled  the  medical 
journals  were  cogent  testimonials  of  their 
breadth  of  vision,  their  scientific  and  phil- 
osophic attainments  in  the  field  of  knowl- 
edge, and  the  enlightened  cultural  back- 
ground with  which  they  approached  their 
professional  activities.  This  is  our  medical 
heritage  of  public  health  in  Louisiana. 

The  State  Board  of  Health,  therefore, 
was  created  by  the  wisdom  and  fortitude 


of  the  most  eminent  of  our  medical  fore- 
bears to  serve  a basic  community  need 
which  could  otherwise  not  be  attained. 
This  essential  instrument  of  public  service 
has  been  and  will  continue  to  be  as  ef- 
fective as  the  physicians  of  the  State  will 
it  to  be. 
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DISCUSSION 

Dr.  Guy  Jones  (Lockport)  : I wish  to  compli- 
ment Dr.  Freedman  on  his  splendid  presentation 
of  the  history  of  Public  Health  developments,  and 
particularly,  on  the  history  of  the  development 
of  the  Louisiana  State  Board  of  Health,  of  which 
I happen  to  be  a member  at  this  time.  We  are 
rather  proud  of  the  fact  that  the  Louisiana  State 
Board  of  Health  is  100  years  old  this  year,  and 
is  the  oldest  State  Board  of  Health  in  our  nation. 

As  Dr.  Freedman  has  pointed  out  in  giving  his 
references  to  the  illustrious  gentlemen  who 
founded  and  served  on  the  State  Board  of  Health, 
these  men  were  principally  practicing  physicians 
who  recognized  the  need  for  a Board  which 
would  have  the  authority  by  law  to  require  sani- 
tation and  to  institute  preventive  measures  in 
controlling  and  preventing  disease  epidemics. 

One  hundred  years  ago,  diseases  of  all  kinds 
were  very  prevalent  throughout  our  State.  Yel- 
low fever  occurred  in  New  Orleans  as  late  as 
1905.  I am  happy  to  note  at  this  time  that  many 
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of  the  diseases  which  we  used  to  see,  even  when 
I began  practicing  medicine  a few  years  ago, 
have  become  very  rare.  We  have  not  had  a 
case  of  yellow  fever  since  1905.  Typhoid  fever 
and  malaria,  which  used  to  be  so  common,  are 
very  rare  today.  There  can  hardly  be  any  doubt 
but  that  the  efforts  of  public  health  in  the  field 
of  environmental  sanitation,  mosquito  control, 
and  improvement  of  our  water,  food,  and  milk 
supplies,  have  played  a primary  role  in  the  eradi- 
cation of  these  diseases. 

Due  to  the  generalized  practice  of  immuniza- 
tion against  smallpox,  diphtheria,  and  other  com- 
municable diseases,  these  diseases  have  become 
quite  rare.  Public  health  practices  in  the  field 
of  environmental  sanitation  and  mass  immuniza- 
tion, working  hand  in  hand  with  the  practicing 
physicians,  have  accomplished  a great  deal  over 
the  years  in  improving  the  health  of  our  people. 

Tuberculosis  and  other  diseases  are  on  the 
wane  due  to  the  cooperative  efforts  of  public 
health  people  in  finding  new  cases  of  tubercu- 
losis and  bringing  them  to  the  physicians  for 
treatment. 

I could  refer  to  many  more  situations  in  which, 
by  team  work,  we  practicing  physicians  and  pub- 


lic health  people  have  been  able  to  improve  the 
health  of  our  community. 

A few  years  ago,  the  physician  was  seldom 
called  except  when  the  patient  suffered  pains, 
fever,  injury,  or  other  distressing  symptoms  de- 
manding relief.  By  pointing  out  that  many  dis- 
eases began  early  before  presenting  readily  ob- 
served symptoms,  and  recommending  that  each 
person  consult  a physician  regularly,  there  is  no 
doubt  but  that  many  lives  are  saved  by  seeking 
the  advice  of  a physician  before  an  incipient  dis- 
ease becomes  far  advanced  and  incurable. 

In  closing,  I would  like  to  emphasize  the 
thought  that  public  health  is  not  in  competition 
with  the  practice  of  medicine,  but  is  a member  of 
our  team,  working  hand  in  hand  with  us  toward 
the  goal  of  a healthier  and  happier  population. 

“Public  Health  is  a purchasable  commodity, 
available  in  large  or  small  quantities,  in  a variety 
of  packages,  and  its  value  increases  after  pur- 
chase. It  is  a difficult  article  to  place  on  display 
or  the  sales  counter.  Public  Health  is  sometimes 
reluctantly  bought,  but  once  secured,  is  not 
given  up.  Its  best  salesmen  are  major  disasters 
and  disease  epidemics”. 
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DIAGNOSIS  OF  DIABETES  MELLITUS 
During  the  coming  month  the  attention 
of  medical  societies,  physicians,  and  the 
public — to  some  extent — wall  be  drawn  to 
the  problems  of  diabetes,  primarily,  diag- 
nosis. The  Diabetes  Detection  Drive  spon- 
sored by  the  American  Diabetes  Associa- 
tion is  held  each  year  in  November.  It  is 
primarily  an  effort  on  the  part  of  those 
physicians  who  constitute  the  American 
Diabetes  Association  to  stimulate  our  phy- 
sicians to  find,  diagnose,  and  treat  as 


many  as  possible  of  the  now  one  million 
unknown  diabetics  in  this  country.  This 
type  of  activity  in  the  public  interest  is 
in  accordance  with  the  highest  traditions 
of  medicine  and  well  deserves  our  support. 

In  the  typical — and  if  typical,  usually 
advanced — case  of  diabetes  the  diagnosis 
is  not  difficult.  In  the  majority  of  cases 
of  manifest  diabetes  needing  treatment 
and  undetected  the  diagnosis  is  not  nearly 
so  obvious.  Moss  ^ has  spoken  of  diabetes 
as  the  great  imitator  in  modern  medical 
practice.  In  an  analysis  of  the  essential 
facts  of  140  patients  with  diabetes  melli- 
tus,  only  12  had  classical  symptoms;  11 
had  pruritis  vulvae  and  9 each  complained 
of  muscle  joint  pains  and  indigestion;  7 
each  were  concerned  with  routine  physical 
examination  and  fatigue.  The  remaining 
85  w^ere  concerned  with  44  other  condi- 
tions, none  suggestively  diagnostic  of  dia- 
betes. Among  the  vast  majority,  there- 
fore, of  the  140  patients  the  diabetic  con- 
dition was  masked  under  symptoms  of  an- 
other syndrome,  to  which,  no  doubt,  it  was 
contributory.  The  importance  of  this  is 
seen  when  one  reflects  upon  the  trend  in 
practice  today. 

An  increasing  number  of  patients  go 
direct  to  the  specialist  in  w'hose  field  they 
consider  that  their  complaint  should  be 
treated.  The  physician  limiting  his  prac- 
tice to  one  organ  or  to  one  system  looks 
for  organic  disease.  If  he  finds  it,  or  if 
he  does  not,  the  condition  is  handled  on  its 
merits,  and  unless  diabetes  is  specially 
looked  for,  it  is  easy  for  him  not  to  see 
in  the  symptomatology  an  insidious  and 
complicated  disease  which  may  permeate 
every  niche  of  the  body  before  the  symp- 
toms become  severe  enough  to  be  readily 
recognized.  In  diabetes,  as  in  many  other 
conditions,  the  diagnosis  is  only  found  if 
it  is  specifically  looked  for. 

The  diabetic  who  consults  the  ophthal- 
mologist may  manifest  his  disease  in  a 
variety  of  w^ays.  Aside  from  the  vascular 
changes  which  are  manifest  on  fundus  ex- 
amination, the  patient  may  complain  of 
blurred  vision  produced  by  acute  myopia, 
or  of  oculomotor  or  abducens  paralysis. 
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Involvement  of  the  autonomic  nervous  sys- 
tem may  have  produced  a typical  Argyll 
Robertson  pupil  in  patients  who  have  nev- 
er had  syphilis.  In  a similar  manner  in 
the  field  of  every  other  specialist  there 
are  syndromes  which  may  appear  to  be 
organic  behind  which  the  precipitating 
factor  is  diabetes. 

It  is  of  particular  importance  to  mention 
at  this  point  the  syndrome  of  acute  abdo- 
men, simulating  such  surgical  diseases  as 
acute  appendicitis,  in  which  actually  dia- 
betes is  the  cause  of  the  symptoms.  Moss 
mentions  especially  the  syndrome  of  “post- 
operative diabetes,”  described  as  a condi- 
tion in  which  the  stress  of  surgery  has 
precipitated  clinical  diabetes  in  patients 
predisposed  to  the  disease.  He  recommends 
that  all  patients  should  have  a urinalysis 
two  days  after  a major  operation,  and 
cautions  that  sometimes  the  failure  to 
diagnose  diabetes  is  due  to  the  assumption 
that  glycosuria  is  the  result  of  a preceding 
intravenous  infusion  of  glucose. 

The  physician,  therefore,  regardless  of 
what  field  in  which  he  may  practice,  may 
render  a great  service  to  his  patient  by 
routinely  suspecting  tbe  disease  and  un- 
dertaking appropriate  steps  to  prove  or 
disprove  its  existence. 

Cumulative  clinical  experience  has  es- 
tablished certain  standards  by  which  the 
results  of  tests  for  glycosuria  and  hyper- 
glycemia may  be  judged.  Only  the  moder- 
ately advanced  and  advanced  diabetics 
show  glycosuria  when  fasting.  For  this 
reason,  it  is  best  that  a urinalysis  for  sugar 
be  taken  two  hours  after  a meal  contain- 
ing at  least  100  grams  of  carbohydrate. 

The  American  Diabetes  Association  con- 
siders that  the  following  findings  indicate 
the  presence  of  diabetes  with  a high  de- 
gree of  probability : the  presence  of  any 
amount  of  glucose  in  the  urine  accom- 
panied by  blood  sugar  values  as  follows: 

A.  Venous  blood  sugar: 

1.  Folin-Wu  method — over  130  fast- 
ing, over  200  after  eating. 

2.  Somogyi  method,  or  other  methods 


for  true  glucose  value — over  110 
fasting,  over  150  after  eating. 

B.  Capillary  blood  sugar: 

1.  Folin-Malmros  method — over  140 
fasting,  over  240  after  eating. 

2.  True  glucose  value  methods — ov- 
er 120  fasting,  over  200  after  eat- 
ing. 

In  absence  of  glycosuria  a high  renal 
threshold  may  exist.  Such  occurs  when 
the  glomerular  filtration  rate  of  sugar  is 
impaired  more  than  its  tubular  resorption. 
In  such  a condition  diagnosis  would  have 
to  be  made  on  blood  sugar  findings.  It 
should  be  cautioned,  however,  that  the 
diagnosis  of  diabetes  should  not  be  estab- 
lished upon  the  basis  of  only  one  high 
blood  sugar  determination.  When  results 
are  inconclusive  recourse  should  be  had  to 
glucose  tolerance  determinations  concern- 
ing which  there  is  considerable  variance 
in  technique  and  in  interpretation.  Most 
authorities  classify  the  curve  as  normal  if 
the  blood  sugar  returns  to  its  initial  nor- 
mal level  within  two  hours. 

Diabetes  is  a disease  of  increasing  inci- 
dence. This  is  because  methods  are  more 
accurate  and  because  of  the  increased 
longevity  of  the  population  as  a whole. 
Joslin  has  estimated  that  there  are  2,500,- 
000  persons  living  in  the  United  States 
today  who  either  have  or  will  develop 
diabetes.  Other  analysts  have  predicted 
that  if  mortality  rates  continue  to  follow 
the  same  trend  as  at  present,  by  1980, 
deaths  from  diabetes  will  be  exceeded  only 
by  those  from  heart  disease. 

In  summary,  it  may  be  stated  that  dia- 
betes is  a great  imitator ; that  it  is  increas- 
ing; and  that  its  detection  requires  a spe- 
cific effort  on  the  part  of  the  physician. 


'Moss,  James  M.:  Diagnosis  of  diabetes  mel- 
litus,  J.  Student  A.M.A.  4:19  (Februai-y)  1955. 

-Moss,  James  M. : Diabetes  mellitus,  the  great 
imitator  of  modern  medical  practice.  Exhibit, 
Meeting  of  the  A.M.A. , June  6-10,  1955,  Atlan- 
tic City. 

■■'Joslin,  Elliott  P.  and  others:  Exhibit  of  the 
Joslin  Clinic,  Meeting  of  the  A.M.A.,  June  6-10, 
1955,  Atlantic  City. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


ATTENTION  ALL  MEMBERS 

Pursuant  to  the  instructions  of  the  House  of 
Delegates  and  the  Executive  Committee,  the  re- 
sults of  the  efforts  of  the  Subcommittee  appoint- 
ed by  Dr.  Max  M.  Green,  our  President,  to  assist 
and  cooperate  with  Dr.  C.  Grenes  Cole,  your  Sec- 
retary, in  the  employment  of  a full  time  public 
relations  individual  or  firm  as  assistant  to  the 
Secretary  were  reported  to  a called  meeting  of 
the  Executive  Committee  on  August  20,  1955. 

This  Subcommittee  was  unable  to  employ  a 
satisfactory  full  time  individual  or  public  rela- 
tions firm  who  would  answer  our  needs  at  this 
time.  However,  this  Subcommittee  recommended 
to  the  Executive  Committee,  as  a substitute,  that 
we  employ  both  a public  relations  firm  and  an 
experienced  individual  in  legislative  work  to 
represent  us  for  the  ensuing  year.  This  recom- 
mendation was  unanimously  adopted  by  the  Exe- 
cutive Committee  and  in  accordance  with  its  in- 
structions, the  public  relations  firm  of  Perret 
and  Kalman  of  New  Orleans  and  Mr.  Percy  J. 
Landry,  Jr.,  of  Baton  Rouge,  as  a field  represen- 
tative, were  employed. 

We  sincerely  believe  a wise  decision  has  been 
made  in  this  matter  and  we  respectfully  request 
that  all  our  members  cooperate  wholeheartedly 
with  us  in  any  programs  developed  for  the  future 
good  of  our  Society,  its  members  and  the  people 
of  our  State. 

C.  GRENES  COLE,  M.  D. 

Secretary-Treasurer 


IMPORTANT  INFORMATION  ON 
ACCREDITATION  OF  HOSPITALS 

The  following  are  the  most  recent  decisions  of 
the  Joint  Commission  on  Accreditation  of  Hospi- 
tals, and  should  be  of  interest  to  staff  members 
of  all  State  and  private  hospitals. 

Medical  Staff  Meetings  are  Important ! 

From  the  start  of  the  American  College  of 
Surgeons  Hospital  Standardization  Program  in 
1920,  the  holding  of  regular  medical  staff  meet- 
ings has  been  one  of  the  standards  on  which 
approval  of  a hospital  has  been  based.  In  ac- 
cepting the  Standards  for  Hospital  Accreditation 
established  by  the  College,  the  Joint  Commission 
on  Accreditation  of  Hospitals  endorsed  this  prin- 
ciple as  sound  and  essential  for  good  patient  care. 

The  sole  purpose  of  hospital  medical  staff 
meetings  is  to  improve  the  quality  of  patient 
care  by  means  of  a critical  review  and  evaluation 
of  the  work  of  the  professional  staff.  This  analy- 


sis must  be  done  by  the  medical  staff  which 
should  meet  at  frequent  and  regular  intervals 
to  accomplish  this  purpose. 

Recognizing  that  differences  exist  in  hospitals 
because  of  size,  location,  and  medical  staff  or- 
ganization, hospitals  have  a choice  of  one  of  the 
three  following  methods  of  fulfilling  the  medical 
staff  meeting  requirement: 

1.  Monthly  Meetings  of  the  Entire  Active 
Medical  Staff. 

This  method  is  particularly  suited  in 
the  hospital  of  less  than  seventy-five  beds 
which  is  not  departmentalized.  It  is  also 
well  suited  in  the  hospital  where  the  medi- 
cal staff  is  small  and  is  organized  to  func- 
tion as  a committee  of  the  whole. 

2.  Monthly  Departmental  Meetings  and  Quart- 
erly Meetings  of  the  Entire  Active  Staff. 

This  method  may  be  adopted  when  a 
hospital  is  well  organized  and  department- 
alized, and  when  it  has  been  found  to  be 
more  effective  than  Choice  1 for  adequate 
and  efficient  review  of  the  work  of  the 
staff.  More  frequent  departmental  meet- 
ings will  depend  upon  the  size  of  the  hospi- 
tal and  the  number  of  patients  treated. 
Many  hospitals  have  found  it  advisable  to 
hold  weekly  departmental  meetings. 

3.  Monthly  or  More  Frequent  Review  of  the 
Clinical  Work  by  the  Medical  Records  and 
Tissue  Committees,  (or  by  an  Audit  Com- 
mittee which  combines  the  functions  of 
these  two  committees).  Plus  Monthly  Meet- 
ings of  the  Executive  Committee  of  the 
Medical  Staff  and  Quarterly  Meetings  of 
the  Entire  Active  Medical  Staff. 

If  conscientiously  carried  out,  this  meth- 
od is  very  effective  in  evaluating  the  qual- 
ity of  patient  care. 

Experience  has  shown  that  one  of  these  three 
patterns  of  medical  staff  meetings  will  fit  any 
hospital  seeking  accreditation,  whether  it  be 
small  or  large,  rural  or  urban,  affiliated  with  a 
medical  school  or  not. 

There  has  been  some  confusion  and  misunder- 
standing among  the  medical  profession  and  hospi- 
tals concerning  the  following  aspects  of  hospital 
medical  staff  meetings: 

1.  Frequency  and  Regularity  of  Meetings.  The 
regular  monthly  meetings  as  described  in 
Choices  1,  2,  and  3 with  not  less  than 
twelve  in  each  calendar  year,  are  necessary 
for  adequate  and  effective  evaluation  of 
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MEDICAL  STAFF  MEETINGS  REQUIRED  FOR  ACCREDITATION 


CHOICE 

Meeting 

When  Held 

Required  Attendance* 

Purpose  and  Program 

Conditions 

1. 

Medical  Staff 

Monthly  and  not 
less  than  12  meet- 
ings in  each  calen- 
dar year. 

75  per  cent  of  active 
staff 

Review  and  critical 
evaluation  of  the  clin- 
ical work  in  the  hosp- 
ital. Report  of  Com- 
mittees. 

\ 

Suitable  in  smaller 
hospitals. 

2 1 

Staff  Departments 

Monthly  or  more 
frequently 

75  per  cent  of  active 
members  of  depart- 
ment 

Review  and  critical 
evaluation  of  work  of 
departments. 

1 May  be  substituted 
'for  (1)  monthly 
staff  meeting  when 

/Medical  Staff 

Quarterly 

75  per  cent  of  active 
staff 

Report  of  medical  \ 

work  for  preceding  / 
quarter  presented  by 
representatives  of  de-  j 
partments  or  by  exec- 
utive committee. 

hospital  is  well  or- 
ganized and  all 
medical  work  is 
1 covered  in  depart- 
1 mental  meetings 
and  CPC’S. 

3. 

/ Medical  Records  and 
Tissue  Committees 
or 

Audit  Committee 

Monthly  or  more 
frequently 

75  per  cent  of  mem- 
bers of  committees 

Review  of  all  medical! 
work  in  hospital,  as 
stated  in  assignment 
of  committee  func-  ] 
tions  / 

May  be  substituted 
I for  (1)  monthly 
staff  or  depart- 
mental meetings 

/Executive  Committee 

Monthly 

75  per  cent  of  mem- 
bers of  Committee 

.\ppropriate  study 
and  action  on  reports^ 
of  medical  records  and/ 
tissue  committees  orl 
of  Audit  Committee,  i 

when  hospital  is 
> well  organized  and 
all  medical  work  is 
covered  in  commit- 
tee conferences, 

1 and  reports  pre- 

Medical  Staff 

Quarterly 

75  per  cent  of  active 
staff 

Report  of  medical 
work  for  preceding  i 
quarter  presented  by  / 
executive  committee 

1 sented  to  staff. 

to  medical  staff 

* Members  may  be  excused  by  the  executive  committee  for  exceptional  conditions  such  as  sickness,  absence  from  the 
community  or  medical  emergencies. 


patient  care.  This  means  that  such  meet- 
ings should  be  held  during  the  summer 
vacation  months,  for  patients  are  treated 
in  the  hospital  during  these  periods  and 
their  care  should  be  evaluated. 

2.  Multiplicity  of  Meetings.  Numerous  com- 
plaints have  been  voiced  by  the  medical 
profession  concerning  the  hardship  of 
forced  attendance  at  medical  staff  meet- 
ings of  several  hospitals  to  which  they  have 
appointments.  This  occurs  because  many 
physicians  accept  an  impracticable  multi- 
plicity of  active  staff  memberships.  There 
is  a growing  feeling  among  the  practicing 
profession  that  a physician  should  limit 
his  active  staff  appointments  to  no  more 
than  two  hospitals  in  order  that  he  may 
best  serve  his  patients  and  conserve  his 
time  and  energy.  If  additional  hospital 
facilities  are  desired  by  the  physician,  he 
may  accept  an  associate,  consulting,  or 
courtesy  staff  appointment.  Administra- 
tions of  hospitals  should  cooperate  with  the 
medical  profession  by  making  beds  readily 
available  to  physicians  with  other  than  ac- 
tive staff  appointments. 


3.  Combined  Hospital  Medical  Staff  Meetings. 

In  certain  areas  where  the  medical  staffs  of 
two  or  more  hospitals  are  identical,  there 
may  be  a desire  to  combine  the  monthly 
staff  meetings  of  the  several  hospitals  into 
one  time-saving  meeting.  This  is  not  ac- 
ceptable, for  it  defeats  the  prime  objective 
of  a medical  staff  meeting,  the  evaluation 
of  the  care  given  patients  in  a particular 
hospital. 

4.  Attendance  at  Meetings.  Adequate  and  ef- 
fective participation  in  the  evaluation  of 
patient  care  requires  regular,  conscientious 
attendance  at  meetings  of  the  active  medi- 
cal staff,  departments  or  committees.  It 
is  expected  that  members  of  the  active 
medical  staffs  shall  attend  at  least  seventy- 
five  per  cent  of  these  official  meetings, 
unless  excused  by  the  Executive  Commit- 
tee of  the  medical  staff  for  such  exception- 
al conditions  as  sickness,  absence  from  the 
community  or  because  of  medical  emer- 
gencies. 

5.  The  Standard  of  the  Commission  on  the 
attendance  of  staff  meetings  pertains  to 
the  active  medical  staff  members.  It  is  the 
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decision  of  the  local  hospital  staff  whether 
the  attendance  of  associate  staff  members 
is  required. 

6.  Departmental  meetings  and  clinicopatho- 
logic  conferences  are  not  required  by  the 
Commission,  although  highly  desirable  and 
recommended.  These  are  requirements  of 
the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association 
for  training  programs. 

Remember,  the  requirements  for  medical  staff 
meetings  of  the  Commission  are  minimum  for 
quality  patient  care.  Many  hospital  staffs  exceed 
these  requirements  and  for  this  they  should  be 
commended. 


TO  THE  MEMBERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY: 

It  is  through  this  medium,  your  Journal,  that 
I invite  you  to  set  aside  October  28th  and  29th 
to  attend  the  annual  meeting  of  the  Louisiana 
Health  Council  which  will  be  held  in  New  Or- 
leans at  the  Jung  Hotel.  As  you  know,  this 
organization  in  this  state  is  similar  to  the  Na- 
tional Health  Council  being  sponsored  by  the 
A.M.A.  and  locally  by  the  Louisiana  State  Medi- 
cal Society. 

Our  program  this  year  is  built  around  the  life 
cycle  of  man.  The  first  day  we  will  have  a panel 
in  which  a model  family  will  be  created  from 
pre-marital  counciling  through  adolescence  of 
the  child.  On  the  program  there  will  be  leaders 
in  religion,  medicine,  nutrition,  sanitation,  im- 
munization, emotional  development  of  the  child, 
family  adjustment,  heating  and  lighting  in  the 
home  and  school,  pre-school,  teacher  and  child 
relationship,  exercise  and  recreation,  and  general 
medical  care  throughout  the  family  cycle.  All 
these  subjects  will  be  discussed  by  leaders  in 
their  fields.  Following  this  panel  the  problems 
faced  in  working  with  exceptional  children  will 
be  demonstrated  by  the  staff  of  the  Special  Edu- 
cation Clinic  of  Southeastern  Louisiana  College. 
This  will  be  follow'ed  by  a summary  of  the  entire 
day’s  program  by  Dr.  F.  S.  Crockett,  Chairman, 
National  Rural  Health  Committee,  A.M.A.  On 
the  night  of  the  28th  there  will  be  a banquet  with 
recognition  of  various  celebrities  in  the  field  of 
medicine  and  health  with  the  dinner  speaker 
being  Dr.  Charles  R.  Henry  of  Little  Rock,  Ar- 
kansas. On  Saturday  the  29th  the  program  will 
be  a panel  discussion  on  what  the  rural  family 
and  rural  physician  owe  to  the  community  in 
which  they  live.  This  panel  will  be  made  up  of 
an  outstanding  farmer,  an  outstanding  home 
demonstration  expert  and  the  boy  and  girl  win- 
ners of  the  1955  4-H  Club  projects.  With  them 
wdll  be  a physician  who  knows  the  obligations  of 
a rural  physician.  Both  programs  on  the  28th 
and  29th  will  be  moderated  by  Mr.  Aubrey  Gates, 


National  Rural  Health  Field  Representative  of 
the  A.M.A. 

We  believe  we  have  a program  that  will  bene- 
fit anyone  w'ho  will  take  time  to  attend  this 
meeting.  It  is  set  up  on  a basis  of  good  will  and 
good  public  relations.  Every  doctor  and  his  wife 
who  possibly  can  should  make  an  effort  to  attend 
this  meeting.  The  doctors  who  are  active  in  the 
Health  Council  will  be  looking  forward  to  your 
assistance  in  making  this  program  a success. 

M.  C.  WIGINTON,  M.  D.,  President 
Louisiana  State  Health  Council 


REVENUE  BUREAU  SUMMARIZES  MEDICAL 
EXPENSES  UNDER  TAX  LAW 

Deductible  and  non-deductible  medical  ex- 
penses for  income  tax  purposes  have  been  sum- 
marized by  the  Bureau  of  Internal  Revenue  in  a 
series  of  rulings  that  combine  new  interpretations 
with  a clarification  of  old  rulings.  Some  ex- 
amples: 

Travel  expenses  to  and  from  a location  where 
daily  visits  to  a medical  clinic  are  required  are 
deductible  but  (since  1954)  cost  of  food  and 
lodging  are  not,  except  as  part  of  a hospital  bill. 
On  education  and  training,  special  instruction  in 
speech  and  lip  reading  for  a deaf  child  are  de- 
ductible expenses,  but  not  a course  of  ordinary 
instruction.  Psychiatric  care  and  therapy  at  spe- 
cially equipped  treatment  schools  for  alleviating 
mental  illness  are  deductible  items,  but  where 
cost  of  instruction  at  a psychiatric  school  doesn’t 
represent  medical  care,  it  is  not  deductible.  On 
health  and  accident  indemnity  insurance,  if  a 
policy  covers  both  injury  indemnity  and  medical 
expense  reimbursement,  premium  cost  for  latter 
is  deductible  but  not  for  former.  On  other 
points,  ordinary  exercise  rubdown,  air  condition- 
er, oxygen  equipment,  iron  lung,  special  bed 
board,  all  are  deductible  items  when  prescribed 
by  a physician  for  an  illness,  but  not  food  for 
ulcer  patient,  maternity  clothing,  diaper  service,, 
wigs  or  toothpaste. 


DIABETES  DETECTION  DRIVE 

This  year,  as  for  several  years  past,  the 
American  Diabetes  Association  is  sponsoring  a 
diabetes  detection  drive  for  the  week  of  Novem- 
ber 13-19.  During  this  week,  through  the  agency 
of  the  local  medical  societies,  and  with  such  help 
from  publicity  as  can  be  obtained,  their  detec- 
tion and  education  programs  in  the  field  of  dia- 
betes will  be  carried  out. 

The  American  Diabetes  Association  is  com- 
posed of  physicians  only.  Their  efforts  are  dedi- 
cated to  the  furtherance  of  the  general  welfare 
through  the  acquisition  and  dissemination  of  use- 
ful and  accurate  knowledge  regarding  diabetes 
mellitus.  It  undertakes,  in  the  public  interest 
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such  activities  as  will  improve  the  physical  wel- 
fare of  persons  having  that  disorder.  Great  in- 
crease in  dissemination  of  knowledge  concerning 
diabetes  has  resulted  from  the  activities  of  this 
Association. 


In  the  interest  of  finding  hidden  diabetics,  and 
in  the  interest  of  keeping  enterprises  that  are 
medical  within  the  profession,  it  is  most  desire- 
able  that  physicians  everywhere  cooperate  in  the 
activities  of  the  Diabetes  Detection  Drive. 


O- 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 
Society  Date 


Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


WIDER  KNOWLEDGE  OF  CHEMICAL 
HEALTH  HAZARDS  NEEDED 

The  thousands  of  chemical  products  developed 
to  make  life  simpler  may  only  complicate  it  un- 
less used  with  care  and  intelligence. 

The  Committee  on  Toxicology  of  the  American 
Medical  Association  said  recently  that  there  are 
about  a quarter  of  a million  brand  name  chemical 
products  which  may  be  used  in  the  home,  farm- 
ing, and  industry. 

All  of  them  may  be  useful — but  handled  im- 
properly they  may  become  killers,  cripplers,  and 
destroyers  of  property. 

Understanding  of  the  uses  and  the  potential 
dangers  of  the  wealth  of  products  available  is 
needed  to  prevent  the  estimated  3,300  accidental 
poison  deaths  which  result  each  year  from  mis- 
use of  chemicals. 

The  array  is  so  large  and  so  many  combinations 
of  chemicals  are  possible  that  no  complete  cata- 
logue of  all  available  products  has  been  made, 
the  committee  said. 

As  part  of  its  campaign  to  spread  information 
about  these  products  and  their  hazards,  the  com- 
mittee will  sponsor  a symposium  on  health  haz- 
ards of  chemicals  Dec.  29  during  the  annual 
meeting  of  the  American  Association  for  the  Ad- 
vancement of  Science,  in  Atlanta,  Ga. 

Bernard  Conley,  Ph.  D.,  secretary  of  the  A.M.A. 
Committee  on  Pesticides — which  is  co-sponsoring 
the  discussion — will  be  moderator  for  the  sym- 
posium. He  said  the  purpose  of  the  meeting  is 
to  interpret  new  knowledge  of  chemical  products 


to  scientists  in  various  fields,  so  they  may  in  turn 
use  and  spread  the  information. 

The  committees  are  working  toward  develop- 
ment of  more  intelligent  use  of  chemicals  so  that 
their  advantages  may  be  enjoyed  without  danger- 
ous results,  Conley  said.  They  do  not  mean  to 
imply  that  potentially  dangerous  chemicals  should 
not  be  used  at  all. 

“The  problem  of  health  hazards  has  increased 
with  the  wider  household  use  of  chemicals  once 
found  only  in  industry,”  he  said.  “This  makes 
misuse  more  serious  and  the  necessity  for  wide- 
spread knowledge  more  urgent. 

“There  are  several  thousand  basic  chemicals 
used  in  available  products;  these  can  be  mixed 
in  an  infinite  number  of  combinations  and  sold 
under  an  infinite  variety  of  fanciful  names.  The 
products  can  be  changed  in  composition  without 
notice  and  even  patent  office  records  don’t  neces- 
sarily show  the  present  composition.  Thus,  a 
listing  of  the  contents  of  all  brand-name  products 
is  impossible  to  make.” 

Conley  said  while  no  one  may  know  all  about 
all  of  these  products,  the  danger  of  poisoning 
would  be  greatly  reduced  by  wider  understand- 
ing of  the  problem,  reasonable  care  in  using  any 
chemical,  and  careful  attention  to  label  instruc- 
tions. 

On  the  AAAS  meeting  symposium  devoted  to 
the  problem  in  the  home,  agriculture,  and  indus- 
try will  be  Lester  M.  Petrie,  M.  D.,  director,  pre- 
ventable diseases  service  of  the  Georgia  Depart- 
ment of  Public  Health,  Atlanta;  Wayland  J. 
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Hayes,  M.  D.,  chief  of  the  toxicology  section  of 
the  Communicable  Diseases  Center,  U.  S.  Public 
Health  Service,  Savannah;  Irvin  Kerlan,  M.  D., 
associate  medical  director  of  the  federal  Food 
and  Drug  Administration,  Washington;  and  Mrs. 
Veronica  Conley,  assistant  secretary  of  the 
A.M.A.  Committee  on  Cosmetics,  Chicago. 


FIND  NO  MAJOR  NEUROLOGIC  DAMAGE 
AFTER  10,098  SPINAL  ANESTHESIAS 

Results  of  a study  of  8,460  patients  given 
10,098  spinal  anesthetics,  one  of  the  largest  series 
to  receive  “spinals”  at  one  hospital,  have  revealed 
no  instances  of  major  neurological  damage  after 
post-operative  follow-ups  of  as  much  as  five 
years,  it  is  reported  in  the  Journal  of  the  Ameri- 
can Medical  Association  (156:1486,  Dec.  18, 
1954). 

The  study  was  made  by  Drs.  Robert  D.  Dripps 
and  Leroy  D.  Vandam  at  the  Hospital  of  the 
University  of  Pennsylvania  between  1948  and 
1951.  Based  on  their  findings  and  other  medical 
data,  they  term  as  “unjustified”  the  tendency  “to 
assume  a cause  and  effect  relationship  between 
spinal  anesthesia  and  a variety  of  complaints, 
sometimes  appearing  years  after  the  anesthesia. 

“Our  experience  indicates  that  the  mortality 
rate  following  spinal  anesthesia  is  lower  than 
that  recorded  after  general  anesthesia  in  com- 
parable patients  undergoing  comparable  types  of 
operations.” 


! POISONING  TAKES  TOLL  OF 

INFANT  LIVES 

In  the  United  States  in  1949-50  the  number  of 
deaths  from  accidental  poisoning  in  children 
under  5 was  2.6  per  cent  100,000  population,  or 
four' times  that  of  Great  Britain. 

One  third  of  them  were  from  drugs — the  com- 
monest of  which  was  aspirin. 

According  to  an  editorial  in  the  Jan.  22  Journal 
of  the  American  Medical  Association,  the  problem 
far  exceeds  that  of  leading  childhood  diseases  if 
you  add  to  accidental  deaths  the  number  of  chil- 
dren crippled  by  poisons. 

“Anything  can  be  dangerous  if  taken  in  ex- 
cess,” the  editorial  said.  “We  seem  to  be  a 
nation  of  aspirin  eaters,  and  there  are  few  house- 
holds in  which  a supply  of  this  drug  in  one  form 
or  another  cannot  be  found.”  Among  the  most 
dangerous  to  children  are  sweetened  aspirin  and 
aspirin  chewing  gum. 

Other  hazards  are  common  household  items 
like,  liniment,  bleaching  agents,  lighter  fluid, 
cleaning  fluid,  insect  spray,  rat  poison,  perma- 
nent wave  solution,  shampoo,  nail  polish  remover, 
antifreeze,  detergents,  furniture  polish,  ammonia 
water,  and  kerosene. 

Because  of  the  problem,  a Committee  on  Toxi- 
cology has  been  established  by  the  A.M.A.  to 
study  the  health  problems  of  drugs,  household 


goods,  and  other  materials,  and  to  supply  educa- 
tional material  to  the  public.  Another  important 
step  is  the  establishment  of  poison  control  centers 
to  cooperate  with  local  hospitals. 

Most  cases  of  accidental  poisoning  should  be 
prevented,  the  editorial  said,  but  when  they  hap- 
pen prompt  and  appropriate  treatment  can  save 
a life.  Cooperative  efforts  now  aiming  at  solu- 
tion of  the  problem  “should  go  far  to  bring  the 
record  of  the  United  States  down  to  that  of  other 
highly  industrialized  countries.” 


TICK  FEVER  MAY  BE  FOUND 
ANYWHERE 

Travel  speed  and  the  popularity  of  western 
vacations  make  it  possible  for  Colorado  tick  fever 
to  show  up  in  any  part  of  the  country,  U.  S.  Pub- 
lic Health  Service  researchers  said  recently. 

In  a recent  study,  virus  from  the  tick  which 
carries  the  disease  was  found  in  patients  exposed 
in  California,  Colorado,  Idaho,  Montana,  Nevada, 
Oregon,  Utah,  Washington,  and  Wyoming.  The 
disease  has  been  found  in  persons  from  as  far 
away  as  Florida,  Maine,  and  New  York. 

The  study  of  Colorado  tick  fever  distribution 
was  reported  in  the  Jan.  22  Journal  of  the  Ameri- 
can Medical  Association  by  Carl  M.  Eklund,  M.  D., 
Glen  M.  Kohls,  M.  S.,  and  James  M.  Brennan, 
Ph.  D.,  from  the  U.S.P.H.S.  Laboratory  at  Hamil- 
ton, Mont. 

Their  isolations  of  virus  were  first  reported 
in  widespread  areas  outside  of  Colorado.  They 
said  they  found  virus-carrying  ticks  in  all  nine 
states  where  patients  had  been  exposed,  and  in 
Canada. 

The  disease  differs  from  Rocky  Mountain 
spotted  fever — also  carried  by  ticks — in  that  it 
causes  no  skin  eruption  and  recovery  is  invariable. 
Four  or  five  days  after  exposure  to  ticks  the 
patient  has  chilly  sensations,  headaches,  nausea, 
and,  occasionally  vomiting.  Fever,  headache,  and 
backache  last  about  two  days,  disappear  for  about 
two  days,  and  then  return  for  two  or  three  more 
days. 


DELINQUENCY  IS  NOT  FAULT  OF  PARENTS 
OR  COMIC  BOOKS 

Banning  comic  books  and  blaming  parents  is 
too  easy  and  fruitless  a way  out  of  the  problem 
of  juvenile  delinquency,  an  editorial  in  the  Jan. 
8 Journal  of  the  American  Medical  Association 
said  recently. 

“If  we  want  the  delinquent  to  adjust  to  society 
we  must  recognize  the  importance  of  providing 
the  sort  of  society  to  which  a person  may  rea- 
sonably be  expected  to  adjust,”  the  editorial  said. 

“The  delinquent  youth  has  been  described  as 
a rebel  without  a cause,”  it  said.  “He  is  essen- 
tially an  unhappy  person  who  is  looking  for  a 
face-saving  way  to  abandon  his  false  bravado. 
He  does  not  conform  to  the  standards  of  a society 
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from  which  he  feels  he  has  been  excluded. 

“There  is  always  the  danger  that  the  public, 
goaded  by  one-sided  enthusiasts,  will  seek  an 
easy  but  superficial  and  hence  fruitless  answer 
to  the  problem  in  the  banning  of  certain  types 
of  television  programs  or  ‘comic’  books.  . . . Al- 
though in  many  instances  parents  are  partially 
to  blame  for  the  delinquency  of  their  children, 
this  is  too  easy  an  indictment  to  make,  and  in 
almost  every  case  other  factors  in  the  child’s  en- 
vironment will  have  been  found  to  play  a con- 
tributing role. 


PUBLIC  HEALTH  ASSOCIATION  PUBLISHES 
NEW  MANUAL  ON  CHILD  HEALTH 
SUPERVISION 

A comprehension  professional  manual  on  child 
health  supervision,  reflecting  present-day  empha- 
sis on  the  inter-relationship  of  physical  and  psy- 
chological factors,  was  released  in  February  by 
the  American  Public  Health  Association,  1790 
Broadway,  New  York. 

The  180-page  volume,  “Health  Supervision  of 
Young  Children”,  has  been  five  years  in  prepara- 
tion, and  is  the  product  of  collaboration  by  more 
than  60  prominent  professional  persons.  It  bears 
the  endorsement  of  the  American  Academy  of 
Pediatrics,  U.  S.  Children’s  Bureau,  National 
League  for  Nursing  and  Association  of  State 
Maternal  and  Child  Health  and  Crippled  Chil- 
dren’s Directors. 

This  is  the  first  of  a series  of  manuals  being 
prepared  by  the  A.P.H.A.  Committee  on  Child 
Health,  under  the  chairmanship  of  Dr.  Samuel 
M.  Wishik  of  the  University  of  Pittsburgh  Grad- 
uate School  of  Public  Health.  The  text  was  writ- 
ten by  Nina  Ridenour,  Ph.D.,  staff  consultant  to 
the  committee. 

Priced  at  $2,  the  volume  can  be  ordered  di- 
rectly from  the  Association. 


UNREPORTED  CASES  OF  TUBERCULOSIS 

More  than  25  per  cent  of  the  people  who  die 
from  tuberculosis  come  to  the  attention  of  health 
authorities  for  the  first  time  when  the  death  is 
reported,  according  to  Dr.  Robert  J.  Anderson, 
assistant  chief.  Division  of  Special  Health  Serv- 
ices, U.  S.  Public  Health  Service,  who  spoke  at 
the  Annual  Meeting  of  the  National  Tuberculosis 
Association. 

Although  deaths  from  tuberculosis  have  de- 
clined 57  per  cent  in  the  past  five  years.  Dr. 
Anderson  pointed  out  that  the  decline  in  newly 
reported  cases  has  been  only  about  three  per  cent 
a year  and  that  at  this  rate  “it  will  take  more 
than  a quarter  century  to  achieve  in  morbidity 
the  progress  achieved  in  mortality  in  only  five 
years.” 

Furthermore,  even  with  progress  in  finding 
unknown  cases  of  tuberculosis,  he  stated,  “more 
than  25  per  cent  of  tuberculosis  deaths  have 


never  been  reported  as  living  cases;  many  are  not 
reported  until  admission  to  the  sanatorium;  one- 
third  of  newly  reported  cases  are  far  advanced.” 
The  number  of  active  cases  in  the  United 
States  is  approximately  400,000,  according  to  Dr. 
Anderson  who  said  that  at  any  one  time  about 
one-third  are  in  hospitals,  one-third  are  patients 
known  to  be  under  treatment  at  home,  and  one- 
third  are  undetected  cases.  The  number  of  pa- 
tients in  hospitals,  he  continued,  is  larger  than 
at  any  time  prior  to  1951  but  is  slightly  less  than 
the  peak  of  two  years  ago.  While  there  are 
enough  beds  for  those  seeking  hospital  admission 
in  most  areas.  Dr.  Anderson  pointed  out  there  are 
still  shortages  in  some  states. 


DISEASE  THAT  MASQUERADES  AS 
TUBERCULOSIS 

A disease  that  masquerades  as  tuberculosis  but 
is  caused  by  a newly  observed  “yellow”  bacillus, 
was  reported  to  the  National  Tuberculosis  Asso- 
ciation and  its  medical  section,  the  American 
Trudeau  Society,  recently. 

Isolation  of  a previously  unencountered  bacillus 
from  17  patients  with  a disease  which  resembled 
tuberculosis  in  its  clinic  manifestations  was  re- 
ported by  Dr.  Lawrence  E.  Wood  of  the  Uni- 
versity of  Kansas  School  of  Medicine,  Kansas 
City,  Kan.  Co-authors  of  the  paper  were  Dr. 
Victor  B.  Buhler,  Kansas  City  (Mo.)  General 
Hospital,  and  Dr.  Ann  Pollack,  University  of 
Kansas  School  of  Medicine.  The  organism,  acid- 
fast  but  not  typical  of  this  group  of  organisms, 
is  referred  to  as  the  “yellow”  bacillus  because 
when  grown  on  artificial  medium  its  color  varies 
from  cream  to  yellow,  with  a leaning  toward 
orange. 

Ten  of  the  17  patients,  according  to  Dr.  Wood, 
had  lesions  apparently  confined  to  the  lung,  with 
the  upper  lobe  involved  primarily.  Cavities  were 
frequently  evident  on  X-ray.  The  age  of  the  pa- 
tients ranged  from  a baby  one-month  old  to 
adults  of  65  years.  Six  of  the  patients  have  died, 
said  Dr.  Wood,  five  of  them  of  the  unknown 
disease,  with  information  on  the  sixth  incom- 
plete. The  disease  is  apparently  inactive  in  five 
patients,  who  no  longer  have  symptoms,  and  still 
another  has  no  X-ray  or  bacteriological  evidence 
of  the  disease,  but  complains  of  slight  cough 
and  tiredness;  three  patients  are  still  being  treat- 
ed, and  two  have  been  lost  to  follow  up,  said 
Dr.  Wood. 


DISEASE  PROCESS  PRODUCED  BY 
CALCIFIED  LYMPH  NODES 

“Tombstones”  marking  the  spot  of  conquered 
disease  within  the  lung  may  give  rise  to  a new 
and  more  serious  disease  process. 

This  strange  evolutionary  pattern  was  described 
recently  in  a paper  presented  at  a scientific  ses- 
sion of  tbe  Annual  Meeting  of  the  National 
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Tuberculosis  Association  and  its  medical  section, 
the  American  Trudeau  Society,  at  the  Milwau- 
kee Auditorium.  The  paper  was  by  Drs.  Laurence 
K.  Groves  and  Donald  B.  Effler  of  the  Depart- 
ment of  Thoracic  Surgery,  Cleveland  Clinic 
Foundation,  Cleveland,  Ohio. 

The  tombstones  are  calcified  lymph  nodes,  fre- 
quently observed  on  X-ray  near  the  tracheo- 
bronchial tree,  which  are  apparently  the  residue 
of  healed  tuberculosis,  histoplasmosis,  or  some 
other  disease,  according  to  Dr.  Groves,  who  pre- 
sented the  paper.  But  whatever  the  cause,  the 
calcified  node  is  the  “tombstone”  of  the  original 
disease,  he  said,  and  forms  “a  mechanical  basis 
for  a new  disease  process,”  known  as  broncho- 
lithiasis.  This  disease  sometimes  simulates  cancer. 

Broncholithiasis  is  usually  caused  when  the 
lymph  node  erodes  into  the  bronchus,  although 
the  primary  factor  in  development  of  the  disease 
may  be  a long-standing,  active,  chronic  pulmonary 
pus  formation,  according  to  Dr.  Groves. 

Symptoms  of  broncholithiasis  include  a harass- 
ing cough,  sometimes  accompanied  by  the  spit- 
ting up  of  blood  and,  in  more  serious  cases,  by 
wheezing  respirations  when  eroding  nodes  cause 


bronchial  obstruction,  he  stated.  A mild  case 
may  be  treated  by  relieving  the  cough,  but  sur- 
gery may  be  necessary  to  remove  obstruction  in 
severe  cases,  said  Dr.  Groves.  He  emphasized, 
however,  that  the  surgical  procedure  is  “extreme- 
ly difficult  and  hazardous.” 


IT  MAY  BE  SCURVY— NOT  OLD  AGE 

Vague,  general  ill-health  wrongly  attributed 
to  “old  age”,  may  be  caused  by  unrecognized 
scurvy,  T.  J.  Thomson,  M.  D.,  reports  from  Glas- 
gow, Scotland.*  A survey  of  admission  to  a gen- 
eral hospital  in  Glasgow  over  15  years  revealed 
100  cases  of  florid  (bright  red)  scurvy,  but.  Dr. 
Thomson  points  out,  for  every  case  of  florid 
scurvy  that  comes  under  medical  care,  there  are 
almost  certainly  several  minor  ones  that  are 
never  seen  by  the  doctor.  Scurvy  is  preventable, 
he  states;  however,  some  people  grow  indiffer- 
ent to  the  simplest  dietetic  precautions.  Fifty- 
two  out  of  58  patients  whose  records  gave  details 
of  domestic  circumstances  lived  alone  or  in  lodg- 
ing houses  and  did  their  own  cooking. 

* Glasgow  Medical  Journal,  35:363  (Dec.) 
1954. 
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Menorrhalgia : Mensfrual  Distress;  by  William 
Drinker,  M.  D.,  Springfield,  Illinois,  Charles  C 
Thomas,  1954,  Pp.  97,  Price  $2.75. 

This  is  a comprehensive  monograph  divided  into 
eight-  chapters,  clearly  wi'itten  and  very  easy  to 
read. 

The  book  deals  with  the  various  phases  of  men- 
strual distress  due  to  anatomic  irregularities,  dis- 
turbed physiology  and  other  imbalances. 

It  includes  chapters  on  phamiaco-physiodynam- 
ics;  general  management;  medical  and  surgical 
treatment. 

Adolph  Jacobs,  M.  D. 


Music  Therapy;  by  Edward  Podolsky,  M.  D.  (Ed.), 
New  York,  Philosophical  Library,  1954,  Pp.  335, 
Price  $6.00. 

This  is  an  anthology  of  authors  from  varied 
backgrounds  and  experience,  all  dealing  in  one 
way  or  another  with  the  use  of  music  in  various 
medical  situations.  The  range  is  from  the  couch 
to  the  electric  shock  room  to  the  operating  room 
table.  The  authors  have  one  factor  in  common: 
their  faith  and  trust  in  music  as  a therapeutic 
tool.  Some  of  the  articles  show  music  in  an  ex- 
cellent and  immediately  practical  role  in  the  oper- 
ating room,  as  with  patients  undergoing  local  or 
spinal  anesthesias;  others  describe  its  use  in  a 
more  remotely  useful  practice,  as  in  diminishing 


anxiety  in  neuropsycaiatric  states. 

Some  of  the  concepts  put  forth,  such  as  the 
thalamic  reflex,  seem  undemonstrated  and  then 
are  used  rather  indiscriminately  to  bolster  inter- 
pretations of  the  effects  of  music.  One  criticism 
could  be  levelled  at  the  literal  use  of  the  terms 
ego  and  id  as  active  agents  assessing  different 
aspects  of  music.  There  is  also  a tendency  in 
some  of  the  papers  to  fall  into  the  error  of  single 
cause  and  effect,  emphasizing  music  as  the  factor 
of  a psychiatric  treatment  situation. 

All  in  all,  this  book  attempts  an  overview  of  a 
provocative  field,  but  does  it  in  a way  that  might 
tend  to  discourage  the  reader  from  pursuing  it 
further. 

Irvin  A.  Kraft,  M.  D. 


PUBLICATIONS  RECEIVED 

Little,  Brown  & Company,  Boston:  Peptic 

Ulcer,  Diagnosis  and  Treatment,  by  Clifford  J. 
Barborka,  M.  D.,  and  E.  Clinton  Texter,  Jr.,  M.  D. 

W.  B.  Saunders  Company,  Phila. : Counseling 
in  Medical  Genetics,  by  Sheldon  C.  Reed. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
The  Postural  Complex,  by  Laurence  Jones,  M.  D.; 
Differential  Diagnosis  of  Leukoplakia,  Leuko- 
keratosis  and  Cancer  in  the  Mouth,  by  Ashton 
L.  Welsh,  M.  D.;  Anesthesia  in  Ophthalmology, 
by  Walter  S.  Atkinson,  M.  D. 
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pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use^ 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  BeaP  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal’s^  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg ” 

Pro-Banthine  (i3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  .25.416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M.:  Gastroenterology  25:24 
(Sept.)  1953. 
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In  a Miter  Cigarette. . . 

Uk  the  FiUerlI}u  Depend  on 


The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  beheve  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


ONLY  VICEROY  GIVES  YOU 


TWICE  AS  MANY  OF 
THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND ! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 


Viceroy 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 
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TULANE 

UNIVERSITY 

OF  LOUISIANA 

this  (# 

is  the  symbol 

School  of  Medicine 

of  the 

Standardized 

★ ★ ★ 

Tablets 

Unexcelled 

Quinidine  Sulfate 
Natural 

Opportunities 

. 0.2  Gram 
(approx.  3 grains) 

★ ★ ★ 

produced  by 

Davies,  Rose  &.  Co.,  Ltd. 

Write  for  Catalogs 

By  specifying  the  name,  the 

and  Particulars 

physician  will  be  assured  that  this 

standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 

★ ★ ★ 

to  his  patient. 

(Clinical  samples  sent  to  physicians 
on  their  request 

Addressing 

1430  TULANE  AVENUE 

Davies,  Rose  & Co.,  Ltd. 
Boston  18,  Mass. 

NEW  ORLEANS  12,  LA. 

Q4 

1 

(you  probably  know  every  answer!) 


Q.  Which  is  today's  most  widely  prescribed  broad-spectrum 

antibiotic? 

A.  ACHROMYCIN  — it's  first  by  many  thousands  of 
prescriptions . 

3.  What  are  some  of  the  advantages  of  ACHROMYCIN? 

A.  Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

3.  Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

A.  It  has  proved  effective  against  a wide  variety  of 
infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa. 

3.  In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

A.  For  rapid  and  complete  absorption  they  are  dry-filled, 
sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 
paste. . .tamperproof. 

3.  Who  makes  ACHROMYCIN? 

A.  It  is  produced  — every  gram  — under  rigid  quality 
control  in  Lederle 's  own  laboratories  and  is  available 
only  under  the  Lederle  label. 


LuJUM 


* 


Hydrochloride 
Tetracycline  HCl  Lederle 


LEDERLE  LABORATORIES  DIVISION  AMEmcANC^anamid coMPAny  PEARL  RIVER,  NEW  YORK 


•RCQ.  U.S.  PAT.  OFF. 
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UMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 p n'  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  } t-o-uirectors  ^ Jordari,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Tetraeyeline  , appears  to  be  superior 

[to  oxytetracycline  and  chlortetracycHne]  . . . 
because  it  is  more  stable  at  room  temperature, 
because  it  penetrates  better  into  the  cerebrospinal 
fluid  and  elsewhere,  and  because  its  administra- 
tion is  accompanied  by  less  untoward  effects." 

Dowling.  H.  F. : Practitioner  17i:Sll  (May)  1955. 


excellent  therapeutic  response 


the  original  tetracycline 

outstanding  among  modern  broad-spectrum  antibiotics 
discovered  and  identified  by 

Tablets  and  Capsules,  50,  100  and  250  mg.. 

Oral  Suspension  (chocolate  Jlavored), 

Pediatric  Drops  (banana  flavored).  Intravenous, 

topical  forms. 
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quality 

simplicity 

economy 

ttt  ^eccUtt^ 


BAKtR’S  n— 


THE  BAKER  LABORATORIES,  INC. 

MdJi  P'utduci/i  Zxciudiaeli^  Mie  Medical 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


quality  — Made  from  Grade  A Milk 
(U.  S.  Public  Health  Service  Milk  Code) 
assuring  maximum  purity  and  cleanli- 
ness. 

simplicity  — Merely  dilute  Baker’s 
(liquid  form)  with  an  equal  amount  of 
water,  previously  boiled. 

economy— Contains  adequate  amounts 
of  all  known  essential  vitamins.  Ex- 
pensive supplemental  vitamins  need 
not  he  prescribed. 

Baker  s Modified  Milk  is  supplied 
gratis  to  all  hospitals. 


IHQDIFIED  miU^ 


FIED 


f 


Baker’s  Modified  Milk  is  available 
in  both  powder  and  liquid  forms. 


FEEDING  DIRECTIONS  (Liquid) 

Baker's 

Boiled 

Water 

First  5 days  of  life 

1 part 

2 parts 

Second  5 days 

1 port 

1 Vi  ports 

After  10th  day 

1 part 

1 port 

Powder  — Normal  dilution  one  tablespoon  to  2 
ounces  of  water. 
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with  the 

IEW  easy  to  follow 

lOICE-OF-FOODS 

>IET  LIST  CHART 

developed  by 
food  education  dept. 


How  to  Rsduce 


reduced 


New  Booklet  Available  to  Aid 
Management  of  Overweight  Patients 


Protein  Previews 


The  1955  edition  of  the  well-known  Knox  “Eat- 
and-Reduce”  booklet  eliminates  calorie  counting 
for  your  obese  patients.  This  year’s  edition  is 
based  on  the  use  of  Food  Exchange  Lists'  which 
have  proved  so  accurate  in  the  dietary  manage- 
ment of  diabetics.  These  lists  have  been  adapted 
to  the  dietary  needs  of  patients  who  must  lose 
weight. 

The  first  18  pages  of  the  new  booklet  present  in 
simple  terms  key  information  on  the  use  of  Food 
Exchanges  (referred  to  in  the  book  as  Choices). 
In  the  center,  double  gatefold  pages  outline  color- 
coded  diets  of  1200,  1600,  and  1800  calories  based 
on  the  Food  Exchanges.  Physicians  will  find 
these  diets  easy  to  revise  to  meet  the  special 
needs  of  individual  patients. 

To  help  patients  persevere  in  their  reducing 


plans,  the  last  14  pages  of  the  new  Knox  booklet 
are  devoted  to  more  than  six  dozen  tested,  low- 
calorie  recipes.  Please  use  the  coupon  below  to 
obtain  copies  of  the  new  “Eat-and-Reduce’’  book- 
let for  your  practice. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of 
The  American  Diabetes  Assn.,  Inc.  and  The  American  Dietetic  Assn. 

— — — -I 

1 ^ I 

J Chas.  B.  Knox  Gelatine  Co..  Inc.  J 

• Professional  Service  Dept.  SJ-10  J 

■ Johnstown,  N.  Y.  ■ 

I I 

j Please  send  me copies  of  the  new  illustrated  I 

j Knox  ‘■‘'Eat-and-Reduce"  booklet  based  on  Food  • 

^ Exchanges.  ! 

■ I 

I I 

■ I 

■ ■ 

1 I 

■ I 
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Your  patient  may  feel  an  outsider  both 
at  home  and  away  from  home  when  diabetes 
upsets  his  eating  habits.  Of  course,  a measured 
diet  is  vital.  The  trick  is  to  fit  that  diet  as 
closely  as  possible  to  the  patient’s  personal 
preferences  and  way  of  life.  Here  are  some 
diet  “do’s”  to  help  in  planning  the  menus. 

At  home  — 

Try  to  adapt  favorite  recipes  to  the  diabetic  diet. 
Then  select  vegetables,  beverage,  and  fruit  or  dessert 
to  complete  the  diet  prescription  for  the  meal. 

Suggest  that  measured  portions  be  served  in  dishes 
that  fit  the  serving.  A small  portion  on  a large  plate  is 
not  a happy  prospect. 

Where  possible,  let  your  patient  use  a food  exchange 
list.  He’ll  delight  in  the  variations  it  provides. 

Away  from  home  — 

Explain  that  insulin  demands  food  with  the  urgency 
and  regularity  of  an  alarm  clock.  If  a dinner  party  will 
be  late,  suggest  a light  snack  at  the  usual  mealtime  with 
a corresponding  caloric  reduction  in  the  delayed  meal. 

Allow  extra  carbohydrate  for  extra  activity.  And  have 
your  patient  carry  hard  candies  as  a precaution  against 
insulin  reaction. 

If  possible,  plan  low-calorie  wafers  in  the  diet  for 
times  when  others  nibble  canapes  or  chocolates. 


A diet  that  fits  in  smoothly  with  your  patient’s 
family  and  social  life  means  you’ll  have  his  fullest 
co-operation,  and  he’ll  lead  a happier  life. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

Carb.  9.4;  Prot.  0.8;  Fat  0;  Cal.  104/8  oz.* 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 

*Average  of  American  beers 


/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
is  effective  a Available  in  S mg.  ^ 
tablets  in  bottles  of  30  and  lOto 
Usual  dosage  is  '/a  to  1 tablet  three  or 
j ■ four  times  daily 


for  the  Upjohn  brand  of  prednisone  (delta-l- cortisone) 


*Trademark 


Upjohn 


★ 

Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 
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POSTGRADUATE  COURSES-! 955-1 956 

RADIOLOGIC  CONSIDERATIONS  OF  PULMONARY, 
UROLOGICAL  AND  BONE  DISEASES 
November  17  and  18,  1955 

This  program  has  been  planned  for  physicians  in  gen- 
eral practice  and  will  be  limited  to  discussions  of  roent- 
gen interpretation  in  the  diagnosis  of  diseases  of 
bones,  lungs  and  the  urinary  tract. 

OCULAR  PATHOLOGY 
December  5-9,  1955 

An  intensive  5-day  lecture  and  demonstration  course  in 
Ocular  Pathology.  Four  hours  a day  will  be  devoted 
to  the  study  of  microscopic  sections.  Bring  your  own 
microscope  and  substage  lamp.  Course  limited  to  12 
registrants. 

FLUID  AND  ELECTROLYTE  BALANCE 
January  16-21,  1956 

This  course  will  consist  of  a review  of  the  fundamental 
principles  of  water  and  electrolyte  metabolism,  as  ap- 
plied to  diagnosis  and  management  of  practical  every- 
day medical  problems.  Frequent  conferences  and  dis- 
cussions at  the  bedside  of  patients  will  be  held.  This 
course  is  designed  to  cover  not  only  the  problems  of 
metabolism  but  also  clinical  applications  of  these  prin- 
ciples. 

For  additional  information  write; 

Direcfor  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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It’s  well  past  midnight.  Again. 
And  still  her  night  keeps 
ticking  away:  no  sleep  ...  no 
rest  ...  no  sleep  ...  no  rest. 

If  she  were  your  patient,  you’d 
relieve  her  insomnia  with  — 


short-acting  NEMBUTAL® 


A dose  of  only  % to  1-gr. 
is  enough  to  erase  anxiety, 
worries,  tension.  And  to  induce 
drowsiness,  followed  by 
refreshing  sleep.  With  short- 
acting Nembutal,  there  is 
little  drug  to  be  inactivated, 
short  duration  of  effect,  wide 
margin  of  safety  and  little 
tendency  toward  morning-after 
hangover.  Which  is  why: 
in  equal  doses,  no  other 
barbiturate  combines  quicker, 
briefer,  more  profound  effect. 


(XMjxM 


©(PENTOBARBITAL,  ABBOTT) 


B06126 


1950 

1952 

1954 

Cortone*^ 

Hydrocortone*^ 

^Alflorone’ 

1955 

Deltra® 


[he  delta,  analogue  of  hydrocortisone 


(Prednisolone,  Merck) 


tablets 


2.5  mg.-5  mg 


SHARP 

’DOHME 


Philadelphia  l._Pa. 


RHEUMATOID  ARTHRITIS 
BRONCHIAL  ASTHMA 
INFLAMMATORY  SKIN  CONDITIONS 

1 1 increased  clinical 
Jewess' . . . lowers  the  incidence  of 
untoward  hormonal  effects, 

pis  supplied  as  2,5  mg,  and 
5 mg,  scored  tablets 
in  bottles  of  30  and  100, 

wms 

Hioqeltra  is  the  trade-mark  of  Merck  & Cn^  Inc.  for 
its  brand  of  prednisolone,  supplied  through  Sharp  & 


Division  of  Merck  & Co.Jnc.  Dohme,  Division  of  Merck  & Co.,  Inc. 
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For  Nasal  Congestion 
in  THE  COMMON  COLD 


Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 


NEO-SYNEPHRINE 


DOSAGE  FORMS  Solutions:  0.25%  - 0.25%  (aromatic)  - 0.5%  - 1% - 
Emulsion  0.25%  - Jelly  0.5% 

Nasal  Spray  0.5%  (plastic,  unbreakable  squeeze  bottle) 
Nasal  Spray  Pediatric  0.25%  (new  introduction) 
Contains  Zephiran®  Cl  0.02%  (1:5000),  antibacterial 
wetting  agent  and  preservative  for  greater  efficiency. 


INC.  NEW  YORK  18,  N.Y.  WINOSORV^Nf. 
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know 

your 

diuretic 


diuresis  without  depletion  of  alkaline  reserve— avoiding 
dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 


TABLET 


N 


IN 


• action  not  dependent  on  production  of  acidosis 

• no  "rest"  periods ...  no  refractoriness 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN 


BRAND  OF  MERALLURIDE  INJECTION 


SODIUM 


LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^^wedge#  rt  inner  corner 
of  heel  where  support  is  mosr  needed. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE  I Men's  conductive  shoes.  N.  B.  F.  U. 
specifications.  For  surgeons  and  operating  room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  focal  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


4. 


THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 

ROUND  E.  TOMS,  M.  D. 
Psychiatri$t-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


1 

i 

i 

i 

! 

-+ 


1950Cortone® 

1952  Hydrocortone® 

1954 ‘Alflorone’  1 

1955  'Hydeltra' 

DELTM 


(Prednisone,  Merck) 


tablets 

2.5  mg. -5  mg.  (scored) 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


the  deltai  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


g©t  fh©  St©ry  from  your  Picker  representative.  You'll  finri  him  under  "Picker  X-Ray"  in  the 
classified  section  of  your  local  'phone  book:  or  write  us  at  25  So.  Broadway,  White  Plains,  N.  Y. 


PICKER  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 

LL^^rxiti.cp.  mr-.  axicc  ^iq  g i q>u  Qr 


Upjohn 


KALAMAZ  0 0 


^Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  28,  29,  MARCH  1,  2,  1956 
PALMER  HOUSE,  CHICAGO 

Lectures  Daily  Teaching  Demonstrations 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now 
to  attend  and  make  your  reservation  at  the  Palmer  House. 


yiiiiiiiiiinnuuiiitniiutiHiiiiiiiiiiuiiiiiiiiiiiiiiiiiiiiiHiiiiiiiiiiiiiiiiiiiiiiiiiiiiuinnimiiiiiiK 


I In  very  special  cases 

I A very 
I superior  Brandy 


i SPECIFY 


★ ★ 


= THE  WORLD'S  PREFERRED  COGNAC  BRANDY  S 

1 84  PROOF  Schietfelin  & Company,  New  York,  N.Y.  1 

iiiinmiiniinniiiimniinniniiniiitiimnininimnmnnniiiniiniimmnimmiinmmni^. 


1956  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
ALEXANDRIA 
APRIL  23-25 


a new 


anti-anxiety 

factor 


® 

Philadelphia  2,  Pa. 


•Trademark 


Appropriate  to  an  age  of  mental  and  emotional  stress, 

EQUANIL  has  demonstrated  remarkable  properties  for  promoting 
equanimity  and  release  from  tension, 
without  mental  clouding. 

EQUANIL  is  a pharmacologically  unique  anti-anxiety  agent 
with  muscle-relaxing  features. 

Acting  specifically  on  the  central  nervous  system, 
it  has  a primary  place  in  the 
management  of  patients  with  anxiety  neuroses, 
tension  states,  and  associated  conditions.^-^ 

In  clinical  trials,  patients  respond  with  . . lessening  of  tension, 
reduced  irritability  and  restlessness,  more  restful  sleep, 
and  generalized  muscle  relaxation.”^ 

It  is  a valuable  adjunct  to  psychotherapy. 

Clinical  use  is  not  limited  by  significant  side-effects, 
toxic  manifestations,  or  withdrawal  phenomena.'-^ 

Supplied:  Tablets,  400  mg.,  bottles  of  48, 

1.  Selling,  L.S.:J.A.M.A.1S7;1594(April  30)1955.2.  Borrus,J.C.:J.A.M.A.I57;1596(April  30)1955 
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Acid  Ele  gance  and 
Appetite- Appeal 

to  the  Sich-Tray 


'^here’s  anticipated  pleasure  when  the  patient  sees  an  appetizing, 
colorful  glass  of  wine  on  the  table  or  tray — wine  adds  that  touch 
of  “elegance”  which  gives  a psychological  lift  at  a time  when  it  is 
most  needed. 

And  there  are  also  well-authenticated  physiological  reasons  to 
account  for  the  valuable  role  of  wine  as  a nutrient  beverage  for  the 
convalescent  and  the  aging  patient: 

Recent  controlled  research  shows  that  just  2 or  5 oz.  of  a dry  wine 
can  markedly  Increase  olfactory  acuity,  increase  the  desire  for  food 
(as  in  anorexia)  and  actually  aid  digestion. 

The  effect  of  wine  on  free  and  total  gastric  acidity  has  been  found 
to  differ  markedly  from  that  of  plain  alcohol.  Because  of  the  buffer- 
ing action  of  its  phosphates,  organic  acids  and  tannins,  the  action 
of  wine  IS  gentler  and  more  prolonged. 

Wine  is  also  notable  for  other  desirable  vasodilating,  diuretic,  and 
relaxant  properties,  and  helps  to  allay  restlessness  and  irritability 
in  the  sick  and  elderly. 

A little  Port  or  Sherry  at  bedtime  affords  a valuable  aid  to  normal 
sleep  and  may  obviate  th^  need  for  sedative  medication. 

Recent  results  of  laboratory  and  clinical  research  on  the  medical 
attributes  ol  wine  have  been  condensed  into  a small  brochure  entitled 
“Uses  of  Whne  in  Medical  Practice.”  A copy  is  available  to  you — at 
no  expense — by  writing  to:  Wine  Advisor^'  Board,  717  I’^larket 
Street,  San  Francisco  5,  California. 
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WEIGHT  FOR  WEIGHT, 

THE  MOST  ACTIVE  ANTI-INFLAMMATORY 
AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 


TOPICAL  LOTION 


ALFLORONE 

ACETATE 

{FLUDROCORTISONE  ACETATE,  MERCK)  9 ALPHA-FLUOROHYDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  l/IOth  the  concentration  of  hydrocortisone  (Compound  F). ' 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied:  Topical  Lotion  Alflorone  Acetate:  0.1% 
and  0.25%,  in  15-cc.  plastic  squeeze  bottles.  Topical 
Ointment  Alflorone  Acetate : 0. 1%  and  0.25%,  5-Gm., 
15-Gm.,  and  30-Gm.  tubes. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 
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Is  the  foundation  of  the 
infant’s  health  and 
future  development 

For  3 generations  KARO  has  been  the 
foundation  of  the  individualized  formula 

Karo  is  well  tolerated,  easily  digested,  gradually 
absorbed  at  spaced  intervals  and  completely 
utilized.  It  is  a balanced  fluid  mixture  of  maltose, 
dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermen- 
tation and  irritation.  Produces  no  intestinal 
reactions.  Is  hypo-allergenic.  Bacteria-free  Karo 
is  safe  for  feeding  prematures,  newborns,  and 
infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 


The  individualized  formula 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D, 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magaolia  Street 
New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 

GREEN 

709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

CLINIC 

Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
uptown  4797 
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DR.  NATHAN  H.  POLMER 

Phyaical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Ret.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaite  Street  New  Orlean* 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maiaon  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Clanche  Building 
MA.  5317  By  Appoinimant 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studios 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  • 0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 
1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

AMERICAN  CANCER  SOCIETY  GRANTS 
FOR 

CANCER  RESEARCH  IN  LOUISIANA 

From  National 

Tulane  University; 

1954  - 55 

Farber,  E.,  M.  D.  . 

Studies  in  Chemical  Pathology 

.....$  6,000.00 

Segaloff,  A.,  M.  D.  

Relationship  of  Hormones  to  Neoplasia 

Ochsner  Medical  Foundation: 

70,000.00 

Horwitt,  B.  N.,  M.  D.  and  Segaloff,  A.,  M.  D.__ _ __ 

Biosynthesis  of  Steroids 

Tulane  University: 

8,478.00 

1955  - 56 

Kilbourne,  Edwin  D.,  M.  D.  

Study  of  Factors  Involved  in  Activation  of  Latent  Viral  Infection 

Louisiana  State  University: 

7,000.00 

Burdette,  Walter  J.,  M.  D.  

Effect  of  Pupation  Hormone  on  Mammalian  Tumors 

From  Louisiana  Division 
Tulane  University: 

9,936.00 

Abbott,  C.  C.,  M.  D.  

Function  of  Liver  and  Lungs  as  Filters  to  the  Transport  of 
Malignant  Tumor  Cells 

900.00 

Faulk,  M.  E„  Jr.,  M.  D.  

Evaluation  of  Therapy  in  Transplanted  Gliomas 

950.00 

Watson,  B.  E.  M.,  Ph.D.  j. 

Quantitative  Study  of  the  Effect  of  Adrenalectomy  on  the 
Growth  Rate  of  the  Ehrlich  Mouse  Ascites  Tumor 

Louisiana  State  University: 

762.00 

Haddox,  C.  H.,  Jr.,  Ph.D.  __  

Study  of  Effect  of  Aromatic  Hydrocarbons  on  Enzyme 
Systems  in  Mice  and  Neurospora  crassa  and  their  Effect 
on  Tumorigenesis  in  Drosophila 

3,288.00 

Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 

for  strong,  sturdy,  solid  growth 


Lactum  L: 

NUTRITIONALLY  SOUND  FORMULA 


LIQUID  OR 
POWDERED 

FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.^ 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 


SYMBOL  OF  SERVICE  TO  THE 
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ClAN 

MEAD  JOHNSON  & COMPANY  • EVANSVILLE. 
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Recent  in  vitro  tests  and  clinical  studies  again  demonstrate  the 
unsurpassed  efficacy  of  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  against  a wide  variety  of  pathogens.  For  example, 
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reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 
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• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
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dosage  forms  as  well  as  rapidly  effective  parenteral,  topical  and  ophthalmic  preparations. 
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unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 

minimal  cost 
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'Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


Over  96%  of  all  acute  bacterial 
respiratory  infections 
respond  readily 

tions  have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a small 
percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets,  pedi- 
atric suspensions,  I.V.  and  I.M.  ampoules. 
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THE  TREATMENT  OF  BENIGN 
GOITERS  * 

B.  HARDEN  BLACK,  M.  D.  f 
Rochester,  Minnesota 

Before  proceeding  with  discussion  of 
the  different  benign  diseases  of  the  thy- 
roid, some  mention  could  well  be  made  of 
the  increased  necessity  of  accurate  diag- 
nosis. Until  relatively  recently,  the  only 
effective  treatment  of  any  type  of  goiter, 
with  the  one  exception  of  colloid  goiter, 
was  thyroidectomy.  At  present,  in  addi- 
tion to  simple  colloid  goiter,  many  pa- 
tients with  Hashimoto’s  disease  and  the 
majority  of  patients  with  Graves’  disease 
may  be  treated  effectively  by  nonsurgical 
methods.  It  is  particularly  necessary  to 
distinguish  between  Graves’  disease,  which 
may  be  treated  with  radioactive  iodine, 
and  nodular  goiter  with  hyperthyroidism, 
which  is  best  treated  surgically.  The  re- 
sponse of  the  two  conditions  to  antithy- 
roid drugs  is  also  quite  different. 

NODULAR  GOITER  WITHOUT  HYPERTHYROIDISM 

Nodular  or  adenomatous  goiter  without 
hyperthyroidism  is  by  far  the  most  com- 
mon disease  of  the  thyroid.  The  nodules 
may  be  single  or  multiple,  and  the  thy- 
roid varies  in  size  from  that  of  a normal 
gland  to  that  of  a huge  goiter  weighing 
1,000  gm.  or  more.  The  larger  goiters 
have  become  somewhat  unusual  except  in 


* Presented  at  the  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly,  New  Orleans,  Lou- 
isiana, March  7 to  10,  1955. 

t Section  of  Surgery,  Mayo  Clinic  and  Mayo 
Foundation.  The  Mayo  Foundation,  Rochester, 
Minnesota,  is  a part  of  the  Graduate  School  of 
the  University  of  Minnesota. 


the  more  backward  countries  of  the  world. 
Thyroidectomy,  which  is  the  sole  effective 
method  of  treatment,  is  obviously  indi- 
cated if  the  goiter  is  large  enough  to  be 
evident  or  to  produce  distortion  of  neigh- 
boring structures,  particularly  compres- 
sion of  the  trachea.  A more  cogent  reason 
for  advising  resection  of  larger  goiters  is 
the  fact  that  in  a significant,  though  not 
precisely  known,  proportion  of  cases,  thy- 
rotoxicosis ultimately  develops.  The  onset 
of  the  thyrotoxicosis  occurs  without  evi- 
dent change  in  the  goiter,  which  has  usu- 
ally been  present  for  years,  and  typically 
is  so  insidious  that  complications,  most 
frequently  auricular  fibrillation  or  con- 
gestive cardiac  failure,  may  develop  be- 
fore the  diagnosis  of  thyrotoxicosis  is  sus- 
pected. It  is  most  difficult,  and,  in  some 
cases,  impossible  to  determine  if  the  eld- 
erly patient  with  a large  goiter,  some 
hypertension,  and  congestive  failure  has 
hyperthyroidism  or  is  euthyroid.  Since 
the  question  cannot  be  resolved  by  any 
or  all  of  the  tests  for  thyroid  function, 
thyroidectomy  must  be  carried  out  at  a 
risk  far  greater  than  that  associated  with 
the  same  procedure  in  the  absence  of  con- 
gestive failure.  At  the  present  time,  death 
after  thyroidectomy  could  be  practically 
eliminated  if  surgical  treatment  could  be 
avoided  in  the  relatively  small  group  of 
patients  with  large  goiters  and  congestive 
heart  failure  or  other  visceral  complica- 
tions. 

The  question  of  removal  of  small  nodu- 
lar goiters  is  somewhat  more  debatable. 
Pressure  effects  are  absent,  the  nodule 
or  nodules  in  the  thyroid  are  so  small  that 
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the  patient  is  frequently  unaware  of  their 
presence,  and  finally,  the  likelihood  of 
the  development  of  thyrotoxicosis  is  re- 
mote. The  sole  reason  for  advising  thy- 
roidectomy in  such  cases  is  the  possibility 
that  a carcinoma,  which  is  unrecogniza- 
ble as  such  on  clinical  examination,  is 
present  in  the  thyroid.  The  reported  in- 
cidence of  carcinoma  in  surgically  re- 
sected nodular  goiters  in  the  recent  past 
has  varied  from  2 to  more  than  17  per 
cent.i  In  a critical  review  of  cases  in 
which  thyroidectomy  w’as  carried  out  at 
the  Mayo  Clinic,  Beahrs,  Pemberton  and 
I-  found  that  occult  carcinomas  occurred 
in  3.8  per  cent  of  all  cases  in  which  the 
preoperative  diagnosis  was  nodular  goiter 
without  hyperthyroidism.  When  all  cases 
of  nodular  goiter  without  hyperthyroid- 
ism, regardless  of  the  preoperative  clinical 
impression,  were  considered,  the  incidence 
of  carcinoma  was  found  to  be  7.5  per 
cent.  These  findings  are  well  in  keeping 
with  those  presented  in  the  great  majority 
of  other  recent  reports. 

Impressive  evidence  that  the  incidence 
of  carcinoma  in  surgical  material  from 
the  thyroid  represents  a reasonable  esti- 
mate of  the  incidence  in  nodular  goiters 
in  general  has  been  provided  by  the  study 
of  Mortensen,  Bennett  and  Woolner.^ 
Among  1,000  consecutive  cases  studied  at 
necropsy,  28  primary  carcinomas  of  the 
thyroid  were  found.  The  cause  of  death 
in  one  case  was  carcinoma  of  the  thyroid, 
and  in  one  other  case  the  thyroid  carcino- 
ma was  recognized  at  routine  necropsy.  In 
525  cases  nodules  were  present  in  the  thy- 
roid, giving  an  incidence  of  occult  carcino- 
mas among  the  nodular  goiters  of  approxi- 
mately 5 per  cent,  which  is  of  course  iden- 
tical with  that  in  surgical  material.  The 
fact  that  only  the  two  carcinomas  were 
found  on  routine  necropsy  may  well  ex- 
plain the  failure  to  find  occult  carcinomas 
at  necropsy  by  others.  The  remaining  26 
cases  were  discovered  only  when  all  nod- 
ules in  the  thyroid  were  studied  meticu- 
lously, as  is  customary  in  the  examination 
of  surgical  specimens. 

In  general,  the  possibility  of  the  pres- 


ence of  cancer  would  seem  sufficiently 
high  to  warrant  removal  of  nodular  goi- 
ters. In  practice,  many  other  aspects  of 
the  individual  case  must  be  taken  into 
consideration.  There  is  little  debate  re- 
garding the  necessity  of  resecting  the  thy- 
roid when  the  nodule  is  single,  as  when 
a nodular  goiter  occurs  in  a young  adult 
or  particularly  in  a child.  The  likelihood 
of  cancer  is  greater  in  nodular  goiters  of 
men  than  in  those  of  women.  Conversely, 
when  the  nodules  are  soft  and  multiple 
and  the  patient  is  an  older  woman,  the 
indications  for  thyroidectomy  are  less  well 
defined.  In  the  case  of  older  patients  in 
general,  the  occult  carcinomas  are  prac- 
tically always  of  the  type  which  progress 
so  slowly  that  death  occurs  from  other 
causes  before  the  lesion  advances  to  the 
stage  of  producing  symptoms. 

NODULAR  GOITER  WITH  HYPERTHYROIDISM 

Nodular  goiter  with  hyperthyroidism  is 
also  best  treated  by  subtotal  thyroidecto- 
my, in  spite  of  the  increased  risk  of  oper- 
ation and  the  decreased  incidence  of  car- 
cinoma, which  is  approximately  1 per 
cent.-  Thg  control  of  the  thyrotoxicosis  by 
both  radioiodine  and  antithyroid  drugs  is 
somewhat  uncertain  and  is  likely  to  re- 
quire a prolonged  period.  The  goiter  per- 
sists with  either  method  of  treatment. 
The  principal  disadvantage  of  the  anti- 
thyroid drugs  is  the  time  necessary  to 
abolish  the  thyrotoxicosis;  that  of  radio- 
iodine is  the  excessively  large  dose  of  the 
isotope  that  usually  must  be  employed. 
The  same  limitations  apply  in  the  prepa- 
ration of  such  patients  for  thyroidectomy. 
Possibly  the  only  circumstance  in  which 
radioiodine  might  be  employed  would  be 
in  the  case  of  the  patient  so  ill  that  the 
risk  of  thyroidectomy  would  be  prohibi- 
tive. In  this  case,  a large  dose  of  radio- 
iodine might  be  given,  hoping  that  the 
thyrotoxicosis  could  be  controlled  suffici- 
ently to  permit  thyroidectomy  at  some 
later  date.  Any  such  effort  to  improve 
the  desperately  ill  patient’s  condition, 
using  antithyroid  drugs,  would  almost 
certainly  fail  because  the  prolonged  period 
necessary  to  achieve  control  would  not  be 
available. 
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GRAVES’  DISEASE  (EXOPHTHALMIC  GOITER) 

In  contrast  to  the  treatment  of  ade- 
nomatous goiter  associated  with  hyper- 
thyroidism, which  is  essentially  surgical, 
Graves’  disease  may  be  treated  effectively 
by  subtotal  thyroidectomy  or  by  the  ad- 
ministration of  radioiodine  or  antithyroid 
drugs.  Each  method  will  be  discussed 
separately. 

Antithyroid  Drugs.  — The  antithyroid 
drugs  have  been  virtually  abandoned  as 
definitive  treatment.  If  they  are  given  in 
adequate  amounts,  it  is  possible  to  control 
the  hyperthyroidism  in  practically  all 
cases.  Toxic  reactions,  particularly  leu- 
kopenia and  agranulocytosis,  which  oc- 
curred not  infrequently  with  thiouracil, 
are  quite  uncommon  with  more  recent 
drugs  such  as  propylthiouracil  or  meth- 
imazole  (tapazole),  and  do  not  contra- 
indicate their  use.  Such  drugs  have  proved 
rather  impractical  in  competition  with 
other  methods  of  treatment,  essentially 
because  of  the  prolonged  period  during 
which  treatment  must  be  continued.  As 
Williams^  found  some  nine  years  ago, 
after  treatment  for  as  long  as  a year,  re- 
lapse occurs  promptly  in  approximately 
half  of  the  cases  when  the  drug  is  with- 
drawn. Treatment,  of  course,  may  be  re- 
instituted, but  relapse  on  discontinuing 
use  of  the  drug  apparently  can  occur  after 
any  period  of  treatment  until  the  disease 
has  run  its  course.  The  patient  must  be 
carefully  followed  throughout  the  period 
of  treatment  not  only  because  of  the  oc- 
casional development  of  complications,  but 
particularly  to  be  certain  that  the  thy- 
rotoxicosis is  being  kept  under  control. 
In  actual  practice,  the  treatment  most 
commonly  fails  because  the  disease  is  not 
controlled,  or  because  the  patient  or  the 
physician  discontinues  treatment. 

The  limitations  with  respect  to  time  do 
not  hold  in  the  preparation  of  patients 
for  thyroidectomy.  The  dose  must  be  suf- 
ficiently high  to  control  the  thyrotoxico- 
sis. In  the  case  of  propylthiouracil,  which 
is  probably  as  effective  as  any  of  the 
drugs  currently  available,  the  starting 
dose  is  from  400  to  600  mg.  per  day. 
After  two  to  three  weeks  the  dose  may  be 


reduced  progressively  to  a maintenance 
dose  of  100  to  150  mg.  per  day.  Unless 
the  patient  is  unusually  ill,  either  because 
of  the  severity  of  the  thyrotoxicosis  or 
from  its  effects,  Lugol’s  solution  (strong 
solution  of  iodine)  in  a dose  of  30  drops 
a day  can  be  started  when  the  basal 
metabolic  rate  has  fallen  to  approximately 
+20.  Administration  of  the  antithyroid 
drug  is  stopped  about  one  week  later, 
while  administration  of  the  Lugol’s  .solu- 
tion is  continued  for  ten  to  fourteen  days 
when  thyroidectomy  is  carried  out.  Lu- 
gol’s  solution  should  always  be  given  be- 
fore the  thyroidectomy  to  insure  against 
crisis,  and  to  produce  involution  of  the 
hyperplastic  thyroid.  When  patients  are 
unusually  ill,  it  is  probably  wise  to  con- 
tinue to  control  the  hyperthyroidism  medi- 
cally until  they  have  recovered  from  the 
effects  of  the  disease,  an  interval  of  per- 
haps two  or  three  months. 

The  use  of  antithyroid  drugs  in  prepa- 
ration for  thyroidectomy  is  probably  not 
necessary  in  cases  of  Graves’  disease  of 
the  usual  intensity.  The  risk  of  thyroidec- 
tomy after  preparation  with  iodides  alone 
in  such  cases  is  not  materially  greater 
than  that  associated  with  resection  for 
nontoxic  goiter,  and  consequently  the  in- 
creased time  and  effort  necessary  to  pre- 
pare patients  with  antithyroid  drugs  do 
not  seem  warranted.  Conversely,  the  only 
disadvantage  associated  with  preparation 
with  antithyroid  drugs  of  all  patients  is 
the  increased  time  required  and  the  rare 
development  of  toxic  reactions. 

Radioactive  Iodine.  — Unlike  the  anti- 
thyroid drugs  which  act  by  preventing 
the  synthesis  of  thyroxin,  radioactive  io- 
dine produces  its  effects  by  destruction 
of  the  thyroid  gland.  The  same  result  is 
thus  achieved  as  with  subtotal  thyroidec- 
tomy, without  the  disadvantages  of  a 
surgical  procedure  and  hospitalization.  A 
tracer  dose  is  given  to  determine  the  up- 
take of  the  isotope  by  the  thyroid.  The 
weight  of  the  thyroid  is  estimated  and 
the  therapeutic  dose  is  then  calculated. 
The  range  in  dose  commonly  employed  is 
from  100  to  200  microcuries  per  esti- 
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mated  gram  of  thyroid  tissue.  With  the 
smaller  dose,  the  hyperthyroidism  can  be 
expected  to  persist  in  many  cases,  and 
subsequent  doses  will  be  required.  With 
larger  doses,  control  of  the  thyrotoxicosis 
is  more  likely,  but  myxedema  develops  in 
perhaps  one  third  or  more  of  cases.  Er- 
rors in  dosage  may  result  from  gross 
errors  in  estimating  the  weight  of  the 
thyroid,  and  from  the  fact  that  the  uptake 
of  the  therapeutic  dose  may  differ  from 
that  of  the  tracer.  There  is  some  tendency 
at  present  to  employ  smaller  doses  and 
to  repeat  the  treatment  if  necessary  in 
milder  cases,  in  which  immediate  control 
is  not  imperative.  Conversely,  in  cases 
of  severe  thyrotoxicosis,  and  in  those  in 
which  there  are  complications,  larger 
doses  are  used  in  order  to  control  the 
thyrotoxicosis  as  rapidly  as  possible,  even 
at  the  cost  of  myxedema.  At  the  range 
of  dosage  used  to  treat  Graves’  disease, 
there  are  no  immediate  ill  effects,  such  as 
radiation  sickness,  leukopenia  or  discerni- 
ble injury  to  neighboring  structures. 

The  only  known  possible  complications 
of  treatment  with  radioactive  iodine  are 
genetic  effects  and  the  possible  ultimate 
development  of  carcinoma  of  the  thyroid. 
In  view  of  the  former,  radioactive  iodine 
should  not  be  used  to  treat  women  during 
child  bearing  years  unless  there  is  a 
strong  contraindication  to  thyroidectomy. 
The  method  is  even  more  strongly  inter- 
dicted during  pregnancy,  particularly 
after  the  third  month  when  the  fetal  thy- 
roid begins  to  concentrate  iodide. 

The  incidence  of  carcinoma  of  the  thy- 
roid after  treatment  with  radioactive  io- 
dine is  as  yet  unknown.  The  incidence 
will  not  become  known  with  certainty 
until  far  more  time  has  passed.  However, 
large  numbers  of  patients  have  been  treat- 
ed since  the  isotope  was  first  released  for 
clinical  trial  in  1946.  So  far,  no  case  of 
carcinoma  has  been  reported  following  its 
use.  Until  more  information  does  become 
available,  it  would  seem  wise  to  limit 
treatment  to  older  individuals.  At  the 
Mayo  Clinic,  radioactive  iodine  is  used 
freely  to  treat  Graves’  disease  in  individ- 
uals of  perhaps  50  years  of  age  or  older. 


Its  use  in  younger  persons  is  limited  to 
those  in  whom  there  is  some  contraindica- 
tion to  thyroidectomy,  to  those  with  a 
decreased  expectancy  of  life  and  to  those, 
in  some  cases,  with  recurrent  Graves’  dis- 
ease. The  proportion  of  patients  treated 
with  radioactive  iodine  has  increased  each 
year  since  1946.  At  present  at  the  Mayo 
Clinic,  more  than  60  per  cent  of  patients 
with  Graves’  disease  are  being  treated 
w'ith  the  isotope. 

OTHER  CONDITIONS 

Colloid  Goiter. — The  slight  diffuse  en- 
largement of  the  thyroid  which  may  oc- 
cur at  puberty  and  during  pregnancy 
requires  no  treatment.  More  definite  col- 
loid goiters  should  be  treated  with  desic- 
cated thyroid.  If  there  is  no  response  to 
treatment  within  two  to  three  months,  or 
if  palpable  nodules  persist  in  the  thyroid, 
thyroidectomy  is  indicated.  True  colloid 
goiter  is  rare  and  may  be  confused  easily 
with  multiple  adenomatous  goiter,  par- 
ticularly when  the  adenomas  are  unusu- 
ally soft. 

Acute  Diffuse  Thyroiditis. — Acute  dif- 
fuse thyroiditis  (granulomatous  thyroidi- 
tis, subacute  thyroiditis)  is  a self-limited 
disease  characterized  by  exquisite  tender- 
ness of  the  thyroid,  marked  increase  in 
the  sedimentation  rate,  and  frequently  by 
some  increase  in  the  basal  metabolic  rate. 
Treatment  is  usually  indicated  because  of 
the  disability  associated  with  the  extreme- 
ly tender  gland.  Reasonably  good  results 
have  been  reported  after  external  irradi- 
ation, and  antithyroid  drugs  have  also 
been  used.  More  recently,  cortisone  is  be- 
coming the  drug  of  choice.  Treatment 
with  cortisone  is  apparently  symptomatic 
only,  since  the  symptoms  recur  promptly 
if  use  of  the  drug  is  discontinued  before 
the  disease  has  run  its  course.  Rarely, 
course  is  unusually  prolonged  or  when  the 
thyroidectomy  may  be  indicated  when  the 
diagnosis  is  in  question. 

Hashimoto’s  Disease. — Hashimoto’s  dis- 
ease is  readily  confused  with  nodular  goi- 
ter without  hyperthyroidism.  In  the  past, 
little  effort  was  made  to  distinguish  be- 
tween the  two  since  in  either  case  thy- 
roidectomy was  carried  out.  Surgical 
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treatment  of  Hashimoto’s  disease  is  far 
from  being  entirely  satisfactory,  since 
myxedema  almost  invariably  ensues.  It 
has  been  found  recently  that  the  size  of 
the  goiter  can  be  reduced  by  treatment 
with  desiccated  thyroid.  This  treatment 
is  apparently  effective  in  fully  half  of  all 
cases.  It  is  not  known  whether  the  pa- 
tients will  become  myxedematous  when 
the  medication  is  discontinued.  Undoubt- 
edly many  will,  since  myxedema  is  not 
uncommon  in  untreated  patients.  If  the 
possibility  of  Hashimoto’s  disease  is  con- 
sidered, the  diagnosis  can  be  made  with 
some  certainty  by  the  characteristic  fii'm, 
diffusely  nodular  enlargement  of  the  thy- 
roid, the  slightly  decreased  basal  meta- 
bolic rate,  and  the  increased  uptake  of 
radioactive  iodine.  A biopsy  specimen 
may  also  be  secured  with  the  Silverman 
needle.  Rather  large  doses  of  desiccated 
thyroid  may  be  necessary.  Objective 
change  in  the  size  of  the  thyroid  should 
be  evident  within  three  to  six  months.  If 
the  goiter  does  not  regress  or  if  nodules 
persist,  thyroidectomy  is  indicated,  as  in 
the  case  of  colloid  goiter  treated  medically. 

ReideVs  Thyroiditis. — Reidel’s  thyroidi- 
tis is  extremely  rare.  The  clinical  find- 
ings are  those  of  carcinoma  of  the  thy- 
roid, and  consequently  thyroidectomy  is 
indicated  in  all  cases.  It  is  usually  im- 
possible to  remove  safely  the  entire  fi- 
brous mass.  Every  effort  should  be  made 
at  operation  to  secure  an  adequate  biopsy 
specimen  and  to  free  the  trachea. 

SUMMARY 

Colloid  goiter  and  Hashimoto’s  disease 
may  be  treated  effectively  by  desiccated 
thyroid.  If  the  goiter  does  not  disappear, 
or  if  nodules  persist,  thyroidectomy  is  in- 
dicated. Adenomatous  goiters,  with  or 
without  hyperthyroidism,  should  be  re- 
moved surgically,  essentially  because  of 
the  incidence  of  occult  carcinoma  in  non- 
toxic goiters,  and  because  adenomatous 
goiters  with  hyperthyroidism  respond 
poorly  to  both  antithyroid  drugs  and 
radioactive  iodine. 

The  use  of  antithyroid  drugs  should  be 
limited  largely  to  the  preparation  of  pa- 
tients with  Graves’  disease  for  thyroidec- 


tomy. Subtotal  thyroidectomy  and  radio- 
active iodine  ax’e  equally  effective  in  the 
treatment  of  Graves’  disease.  Until  the  in- 
cidence of  carcinoma  after  treatment  with 
radioactive  iodine  becomes  known,  such 
treatment  should  probably  be  reserved  for 
individuals  of  50  years  of  age  or  older. 
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DIAGNOSIS  OF  NONDIABETIC 
HYPERGLYCEMIA  AND 
MELITURIA  * 

WILLIAM  LOCKE,  M.  D.  f 
New  Orleans 

Most  of  us,  from  our  own  clinical  ex- 
perience, know  how  shocking  it  is  for  a 
patient  to  be  told  he  has  diabetes.  He 
forsees  countless  dangers  and  hardships. 
As  time  goes  on  he  finds  his  efforts  to 
establish  financial  security  through  life 
insurance  are  impeded.  The  diabetic  regi- 
men becomes  irksome  and  any  laxity  is  apt 
to  bring  with  it  a sense  of  guilt,  if  nothing 
worse.  Consequently,  to  diagnose  a trivial 
deviation  of  carbohydrate  metabolism  as 
diabetes  mellitus  is  a considerable  error. 
Perhaps  equally  or  more  serious  is  the 
error  of  failing  to  recognize  the  case  of 
impaired  glucose  tolerance  whose  cause, 
though  it  may  seriously  threaten  the  pa- 
tient’s life,  is  correctable  or  controllable. 

Before  long,  in  most  discussions  of  dia- 
betes, one  is  confronted  by  hard  questions 
of  definition.  Let  us  deal  at  once  with 
two  of  these.  The  first  is  the  definition 
of  diabetes  mellitus  itself.  I know  of  no 
universally  acceptable  definition  of  dia- 
betes. My  own  preference  is  the  one 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing- of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 

t From  the  Department  of  Medicine,  Ochsner 
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which  defines  the  disease  as  one  of  un- 
known cause  characterized  by  permanent 
impairment  of  glucose  tolerance.  This 
definition  has  many  faults.  Its  great  vir- 
tue, in  the  present  context  is,  I believe, 
that  it  leads  one  to  separate  from  the  vast 
mass  of  true  diabetic  patients  those 
cases  of  impaired  glucose  tolerance  and 
melituria  with  recognizable  cause. 

The  second  definition  is  that  of  blood 
sugar.  In  most  laboratories  the  Folin-Wu 
or  some  similar  technic  is  used  for  blood 
sugar  determinations.  These  technics 
m.easLire  in  one  lump,  so  to  speak,  not 
only  glucose  but  also  a number  of  other 
reducing  substances,  such  as  glutathione, 
cysteine  and  ergothioneine,  which,  as  far 
as  I know,  have  little  or  no  significance 
in  the  diagnosis  of  diabetes.  This  defect 
of  the  Folin-Wu  technic  has  been  known 
for  decades  but  it  was  thought  that  non- 
glucose reducing  substances  contributed  a 
fairly  constant  component  (20-30  mg.  per 
100  ml.)  to  the  value  obtained  for  blood 
“sugar”  concentrations  and  were  there- 
fore unimportant  in  detection  of  hyper- 
glycemia. That  this  is  not  correct  was 
emphasized  by  Mosenthal  and  Barry  ^ 
several  years  ago.  Schales  and  I ^ have 
confirmed  their  observations  using  a 
method  of  determination  devised  by 
Schales  and  Schales  ^ and  which,  we  be- 
lieve, measures  only  glucose.  We  found, 
in  332  samples  of  blood,  that  the  differ- 
ences between  the  values  for  total  reduc- 
ing substances  (the  values  obtained  by 
the  Folin-Wu  technic)  and  those  for  glu- 
cose varied  from  6 to  75  mg.  per  100  ml. 
In  a number  of  instances  blood  which 
contained  a normal  concentration  of  glu- 
cose seemed  to  be  hyperglycemic  because 
of  a large  concentration  of  nonglucose  re- 
ducing material.  I cannot  point  to  any 
specific  case  in  which  high  concentrations 
of  nonglucose  reducing  material  in  blood 
have  led  to  the  erroneous  diagnosis  of 
diabetes  but  the  possibility  of  such  an 
error  occurring  is  worth  keeping  in  mind. 

XOXDIABETIC  CAUSES  OF  HYPERGLYCEMIA 

Table  1 lists  some  nondiabetic  causes  of 
impaired  glucose  tolerance.  It  is  a for- 


midable list  and  space  does  not  permit  a 
detailed  discussion  of  each  item  in  it. 

TABLE  1 

SOME  CAUSES  OF  XONDIABETIC  IMPAIRMENT  OF 
GLUCOSE  TOLERANCE  * 

A.  Diet — carbohydrate  stai’vation 

B.  Exogenous  hormones 

1.  During  treatment  with  some  adrenal  cor- 
tical hormones  or  ACTH 

2.  (?)  After  treatment  with  insulin 

C.  Obesity 

D.  Hepatic  insufficiency 

E.  Glycogen  storage  disease  (von  Gierke’s  dis- 

ease) 

F.  Certain  pancreatic  lesions 

1.  Carcinoma  of  the  pancreas 

2.  Acute  pancreatitis  and  sequela 

3.  Postpanereatectomy  state 

4.  Islet  cell  tumors 

G.  Postgastrectomy  state 

H.  Certain  ondocrinopathies 

1.  Acromegaly 

2.  Cushing’s  syndrome 

3.  Pheochromocvtoma 

4.  Hyperthyroidism 

I.  Certain  brain  injuries 

J.  Non-specific  “stress”;  e.g.,  burns,  acute  and 

chronic  infections,  surgical  operations 

• Galactosemia  is  associated  with  a high  blood  level  of 
galactose  -^nd  consequently  of  reducing  material.  The 
blood  glucose  level  tends  to  be  low. 

And  this  is  neither  necessary  nor  appro- 
priate. We  all  know  that  in  a small  pro- 
portion of  patients  given  cortisone  or 
ACTH,  for  their  pharmacologic  effects, 
impaired  glucose  tolerance  develops;  that 
there  is  a high  incidence  of  impairment 
of  glucose  tolerance  in  the  obese  and  that 
reduction  of  obesity  may  be  accompanied 
by  return  of  glucose  tolerance  to  normal ; 
that  elimination  of  most  or  all  of  the 
body’s  supply  of  islet  cell  tissue,  whether 
by  inflammation,  neoplasm,  or  operation, 
results  in  hypoinsulinism  and  impaired 
glucose  tolerance;  and  that  Claude  Ber- 
nard produced  piqure  diabetique  by  punc- 
turing the  floor  of  the  fourth  ventricle. 
Almost  as  well  known  is  the  high  inci- 
dence of  imnaired  glucose  tolerance  in 
acromegaly,  Cushing’s  syndrome,  pheo- 
chromocytoma  and  hyperthyroidism.  Less 
well  known,  perhaps,  is  how  profoundly 
glucose  tolerance  is  influenced  by  diet,  the 
previous  administration  of  insulin,  and 
hepatic  disease;  the  paradoxical  impair- 
ment of  glucose  tolerance  among  patients 
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suffering  from  hypoglycemic  attacks  due 
to  islet  cell  tumors ; and  the  curious  hyper- 
glycemic-hypoglycemic glucose  tolerance 
curve  of  the  postgastrectomy  state.  Well 
known,  but  worthy  of  emphasis  here,  is 
the  effect  of  stress  on  the  body’s  disposal 
of  glucose.  Lawrence  ^ has  seen  “many 
patients  condemned  to  diabetic  treatment 
from  neglect  of  this  fact  [effect  of  ‘toxic 
and  septic’  conditions  on  glucose  tolerance] 
whose  tolerance  became  normal  when  such 
conditions  as  purulent  sinusitis  and  the 
like  were  cleared  up.” 

Figure  1 illustrates  the  effect  of  diet  on 
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Figure  1.  Composite  cui’ves  showing  the  effect 
of  diet  on  glucose  tolerance  of  4 groups  of  nor- 
mal young  adults.  The  groups  were  fed  diets  con- 
sisting of  nothing  but  carbohydrate  (c),  protein 
(p),  fat  (f)  or  water  (s),  respectively,  for  two 
days  prior  to  the  glucose  tolerance  tests.  Only 
the  carbohydrate  fed  group  had  “normal”  glucose 
tolerance  (after  Sweeney  5). 

glucose  tolerance.  The  data  are  taken  from 
a paper  by  Sweeney  ® and  are  derived 
from  a study  of  4 groups  of  normal  young 
adults.  The  experimental  diets  were  taken 
for  only  two  days  prior  to  the  glucose 
tolerance  tests.  The  groups  were  fed  only 
carbohydrate,  protein,  fat  or  water,  re- 
spectively. The  curves,  each  of  which  is 
a composite,  indicate  impaired  glucose 
tolerance  in  each  group  but  the  one  fed 
carbohydrate.  The  clinical  importance  of 


these  observations  is  obvious.  The  usual 
criteria  of  pathologic  impairment  of  glu- 
cose tolerance  are  not  applicable  to  an 
individual  who  has  been  eating  abnormally 
just  before  a glucose  tolerance  test. 

Figure  2 illustrates  the  effect  of  prior 


Figure  2.  The  effect  of  prior  administration 
of  massive  doses  of  insulin  on  the  glucose  toler- 
ance of  chicks.  The  lower  curve  represents 
the  glucose  tolerance  of  a control  group  of  ani- 
mals and  the  upper  curve,  the  glucose  tolerance 
of  the  insulin  treated  ajiimals  (after  Opdyke<5). 

administration  of  insulin  on  glucose  toler- 
ance. These  data,  obtained  from  a paper 
by  Opdyke,®  are  presented  here  with  hesi- 
tation. It  is  a well  knowm  endocrinologic 
principle  that  exogenous  hormone  depres- 
ses secretion  of  the  corresponding  endo- 
genous hormone.  For  examples,  cortisone 
depresses  release  of  endogenous  adrenal 
cortical  hormone  and  desiccated  thyroid 
gland  depresses  release  of  endogenous 
thyroid  hormone.  One  would  expect  the 
same  of  insulin.  Curiously,  I have  been 
unable  to  find  data  from  experiments  on 
human  beings  which  support  this  expecta- 
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tion.  The  data  depicted  here  are  derived 
from  experiments  on  chicks  which  were 
given  massive  amounts  of  insulin  for 
three  days  prior  to  the  test  and  give 
unequivocal  evidence  that  the  procedure 
used  reduces  glucose  tolerance  in  these 
animals.  These  data  together  with  the 
theoretic  consideration  I have  already  de- 
scribed and  isolated  clinical  observations 
suggest  to  me  that  interpretation  of  a 
glucose  tolerance  curve  in  someone  who 
has  recently  been  taking  insulin  is  a haz- 
ardous undertaking. 

The  foregoing  may  be  considered  ex- 
amples of  physiologic  impairment  of  glu- 
cose tolerance.  We  come  now  to  some 
pathologic  causes  of  impaired  glucose  tol- 
erance. 

Diffuse  hepatic  disease  is  one.  Leevy 
and  associates reported  an  impressive 
group  of  cases  which  illustrate  how  the 
disordered  carbohydrate  metabolism  of 
hepatic  disease  may  mimic  that  of  dia- 
betes. There  were  10  alcoholic  patients 
with  hepatic  disease,  all  of  whom  were 
hyperglycemic  and  all  but  1,  glycosuric. 
Treatment  of  the  hepatic  disease  was  ac- 
companied by  improvement  in  carbohy- 
drate tolerance  in  all  10  patients.  The 
most  striking  case  was  that  of  a patient 
whose  initial  fasting  blood  sugar  concen- 
tration was  460  mg.  per  100  ml.  and  whose 
urinary  excretion  of  sugar  amounted  to  24 
Gm.  per  twenty-four  hours.  After  twelve 
weeks  of  therapy,  which  did  not  include 
the  use  of  insulin,  the  fasting  blood  sugar 
concentration  was  90  mg.  per  100  ml.  and 
the  urine  contained  no  sugar. 

Diabetes  itself  may  be  responsible  for 
hepatic  damage,  especially  in  the  young. 
The  differential  diagnosis  between  dia- 
betes with  secondary  hepatic  damage  and 
hepatic  damage  with  secondary  hypergly- 
cemia may  be  difficult.  It  is  noteworthy 
that  none  of  Leevy’s  patients  knew  of  dia- 
betic relatives.  Prolonged  observation  of 
the  patient  while  he  is  being  treated  may 
be  necessary  for  differentiation. 

Idiopathic  hemochromatosis  is  charac- 
teristically associated  with  hyperglycemia. 
The  diagnosis  of  hemochromatosis,  once  it 


is  suspected  owing  to  the  findings  of  hy- 
perglycemia, hepatomegaly,  and  bronzing 
of  the  skin,  may  be  confirmed  by  histo- 
logic examination  of  biopsied  cutaneous 
and  hepatic  tissues  stained  to  reveal  hemo- 
siderin and  by  measurement  of  the  iron 
content  of  serum.  Some  hemochromatotic 
patients  with  reduced  glucose  tolerance 
resist  the  action  of  insulin  remarkably. 
Root  * reported  the  case  of  such  a patient 
in  whom  death  resulted  from  diabetic 
coma,  w'hich  developed  while  he  was  re- 
ceiving 1600  units  of  insulin  daily.  Davis 
and  Arrowsmith  ® reported  data  suggest- 
ing that  depletion  of  the  patient’s  massive 
iron  store  by  repeated  blood  letting  may 
improve  his  glucose  tolerance. 

Functioning  tumors  of  the  islet  cells  are 
sometimes  associated  with  glucose  toler- 
ance curves  suggestive  of  mild  diabetes. 
This  paradoxical  association  of  hyperin- 
sulinism  and  impaired  glucose  tolerance 
has  not  been  conclusively  explained, 
though  one  may  speculate  that  pathologic 
release  of  insulin  from  the  tumor  sup- 
presses the  physiologic  responsiveness  of 
normal  islet  tissue.  Whipple  and  Bau- 
man reported  glucose  tolerance  studies 
in  17  patients  having  islet  cell  tumors. 
Preoperatively,  8 had  glucose  tolerance 
curves  which  had  some  resemblance  to 
diabetic  curves.  Figure  3 shows  the  pre- 
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Figui'e  3.  The  preoperative  glucose  tolerance 
curves  of  two  patients  (A  and  B)  having  islet 
cell  tumors.  Both  indicate  impaired  glucose  tol- 
erance. Attention  is  called  to  the  peculiar  con- 
figuration of  curve  B. 
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operative  glucose  tolerance  curves  of  the 
2 patients  from  whom  islet  cell  tumors 
have  been  removed  at  the  Ochsner  Clinic. 
One  curve  is  indistinguishable  from  curves 
seen  in  mild  diabetes;  the  other  has  the 
singular  configuration  of  beginning  at  a 
low  level  and  rising  progressively  over 
the  three  hour  period  of  the  test.  This 
configuration  may  be  pathognomonic  of 
islet  cell  tumor.  Whipple  and  Bauman  re- 
marked on  it  in  their  report. 

The  diagnosis  of  islet  cell  tumor  demands 
demonstration  of  spontaneous  hypogly- 
cemia occurring  during  a prolonged  (up 
to  seventy-two  hours)  fast  and  exclusion 
of  other  causes  of  spontaneous  hypogly- 
cemia, such  as  primary  and  secondary 
adrenal  cortical  insufficiency  and  severe 
hepatic  disease.  As  we  have  just  men- 
tioned, the  shape  of  the  glucose  tolerance 
curve  may  suggest  the  diagnosis. 

After  subtotal  gastrectomy , glucose  toler- 
ance tests  may  yield  abnormal  results.  After 
administration  of  the  test  dose  of  glucose 
the  blood  glucose  may  rise  to  high  con- 
centrations and  glycosuria  often  occurs. 
Thereafter  the  blood  sugar  concentration 
rapidly  drops  and  at  about  the  second 
hour  of  the  test  hypoglycemic  levels  may 
be  reached.  Muir  found  glucose  toler- 
ance curves  with  this  configuration  in  34 
of  86  postgastrectomy  patients.  Glycos- 
uria occurred  during  the  test  in  each  of 
the  34  patients.  Figure  4 illustrates  a 
postgastrectomy  glucose  tolerance  curve. 
A diagnosis  of  diabetes  mellitus  had  been 
made  on  this  patient  before  the  true  con- 
dition was  recognized. 

NORMOGLYCI'miC  MELITURIA 

Some  causes  of  normoglycemic  melituria 
are  listed  in  Table  2.  Renal  glycosuria  oc- 
curs not  infrequently  in  the  later  months  of 
pregnancy  and  lactosuria  may  be  con- 
sidered physiologic  when  occurring  during 
the  last  few  days  of  pregnancy  and  dur- 
ing lactation.  Most  of  the  other  varieties 
of  normoglycemic  melituria  are  rare.  I 
would  have  said  all  varieties  (on  the  basis 
of  my  own  experience)  were  it  not  for 
Lawrence’s  ^ remarkable  statement : “Six- 
ty-five per  cent  of  800  cases  of  glycosuria 
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Figure  4.  The  glucose  tolerance  test  of  a pa- 
tient who  had  had  partial'  gastrectomy.  Blood 
sugar  values  refer  to  “true”  glucose.  Attention  is 
called  to  the  hyperglycemia  at  one  hour  and  the 
hypoglycemia  at  two  and  three  hours.  Renal  gly- 
cosuria is  also  present. 

TABLE  2 

SOME  CAUSES  OF  NORMOGLYCEMIC  MELITURIA* 

A.  Renal  glycosuria 

1.  As  an  isolated  finding 

2.  During  treatment  with  certain  adrenal 
cortical  honnones  or  ACTH 

3.  During  later  months  of  pregnancy 

4.  As  part  of  Fanconi’s  syndrome 

B.  Melituria  due  to  excretion  of  carbohydrates 

other  than  glucose 

1.  Lactose 

2.  Galactose 

3.  Maltose 

4.  Mannoheptalose 

5.  Pentoses 

6.  Fructose 

7.  Sucrose  ** 

C.  Melituria  due  to  excretion  of  substances  other 

than  carbohydrates 

1.  Drugs;  salicylates,  camphor,  menthol, 
chloral  hydrate,  morphine,  pyramidon. 

2.  Alkaptone  (homogentisic  acid) 

a.  As  an  isolated  finding 

b.  As  a manifestation  of  ochronosis 

* The  term  “melituria”,  as  here  used,  signifies  the 
presence  in  urine  of  substances  which  give  a positive 
reaction  to  Benedict's  test  or  to  the  Clinitest  procedure. 

**  Sucrose  gives  a positive  reaction  to  Benedict’s  test  or 
to  tile  Clinitest  procedure  oiil.v  after  hydrol.vsis. 

in  army  personnel  investigated  in  London 
were  proved  to  be  [renal  glycosuria]”. 
Lawrence  implied  that  this  percentage 
may  have  been  as  high  as  it  was  because 
most  of  the  patients  with  glycosuria  were 
under  thirty  years  of  age. 

The  diagnosis  of  normoglycemic  meli- 
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turia  follows  from  the  demonstration  of 
melituria  in  a patient  with  a normal  glu- 
cose tolerance  ciuwe.  Figure  5 depicts 
data  from  such  a patient.  This  patient 
had  been  treated  briefly  with  insulin  be- 
fore the  true  diagnosis  was  established. 
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Figure  5.  Renal  glycosuria  in  the  case  of  a 
man  in  whom  a diagnosis  of  diabetes  mellitus  had 
been  made.  The  reducing  substance  in  the  urine 
was  identified  as  glucose. 

Another  patient,  who  came  to  the  Ochsner 
Clinic  with  the  diagnosis  of  renal  gly- 
cosuria made  elsewhere,  related  that  he 
had  seen  a score  of  physicians  because  of 
glycosuria  and  had  been  kept  miserable  by 
insulin-induced  hypoglycemic  attacks  be- 
fore the  diagnosis  of  renal  glycosuria  was 
established. 

Normoglycemic  melituria  is  usually  a 
harmless  anomaly  signifying  no  serious 
disorder.  The  renal  glycosuria  of  Fan- 
coni’s  syndrome,  the  galactosuria  of  galac- 
tosemia and  the  alkaptonuria  of  ochronosis 
are  exceptions.  Nonetheless,  although 
identification  of  the  reducing  substance  in 
the  urine  can  rarely  be  put  to  practical 
use,  attempts  at  identification  should  be 
undertaken.  Sometimes  reasonable  cer- 
tainty may  be  gained  from  information  in 
the  history.  The  normoglycemic  melituria 
of  late  pregnancy  and  lactation,  of  drug 
takers  and  of  avocado  eaters  (mannohep- 
talosuria)  can  be  identified  by  this  means. 
For  the  rest,  identification  usually  re- 
quires the  services  of  a biochemical  lab- 
oratory. 


CONCLUSIONS 

Nondiabetic  impairment  of  glucose  tol- 
erance and  melituria  enter  into  the  differ- 
ential diagnosis  of  every  case  of  sus- 
pected diabetes  mellitus.  For  this  reason, 
among  others,  every  patient  with  abnormal 
carbohydrate  metabolism  deserves  a pains- 
taking general  examination.  Even  after 
the  diagnosis  of  diabetes  has  been  made, 
the  patient  should  be  observed  carefully 
and  frequently  for  several  months.  This 
is  especially  important  if  the  patient  has  no 
family  history  of  diabetes.  Anything  un- 
usual in  the  clinical  manifestations  of  the 
disease  requires  renewed  diagnostic  efforts. 

Great  caution  should  be  used  in  diagnos- 
ing diabetes  mellitus  if  the  patient  is 
pregnant,  obese,  or  suffering  or  convales- 
cing from  an  infectious  process,  trauma 
including  surgical  operations,  or  hyper- 
thyroidism. Glucose  tolerance  may  return 
to  normal  after  delivery  or  on  return  of 
normal  health.  Ideally,  before  the  critical 
tests  for  the  diagnosis  of  diabetes  mellitus 
are  made,  the  patient  should  have  all  sig- 
nificant correctable  disorders  eliminated 
and  be  well  fed,  active  and  free  of  the 
effects  of  drugs  and  exogenously  admin- 
istered hormones. 

Severe  reduction  in  carbohydrate  toler- 
ance can  be  firmly  diagnosed  by  fasting 
blood  sugar  determinations.  In  less  severe 
cases  a glucose  tolerance  test  should  be 
done.  For  estimating  blood  sugar  concen- 
trations a technic  which  measures  glucose 
concentration  is  preferable  to  one  which 
measures  total  reducing  substances. 

The  finding  of  melituria  alone  is  not 
sufficient  evidence  for  making  the  diag- 
nosis of  diabetes  mellitus. 
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CERTAIN  INTERRELATIONSHIPS  OF 
MEDICINE,  INSURANCE  AND 
THE  LAW* 

JOSEPH  D.  FRANK,  f 
Fort  Wayne,  Indiana 

The  legal  and  medical  professions  have 
many  things  in  common.  In  many  re- 
spects they  are  as  far  apart  as  the  North 
and  South  poles. 

The  lawyer  takes  an  oath  to  support 
the  Constitution  of  his  state  and  of  the 
United  States.  You  no  longer  take  the 
Hippocratic  oath  but  I believe  the  perti- 
nent portions  thereof  are  contained  in  the 
Code  of  Ethics  of  the  American  and  other 
medical  societies  to  which  you  may  belong. 

Of  the  two  professions,  it  is  my  feeling 
that  you  have  the  greater  responsibility. 
On  many  occasions  I have  heard  learned 
and  distinguished  lawyers  discourse  on 
and  extol  and  praise  the  virtues  of  the 
legal  profession.  The  point  is  frequently 
made  that  our  profession  ever  espouses 
the  cause  of  the  poor  and  downtrodden 
and  is  the  keeper  of  the  liberties  and  the 
constitutional  rights  of  our  fellowmen.  I 
subscribe  to  that  wholeheartedly  and  am 
proud  to  be  a member  of  such  a profes- 
sion. By  and  large  its  ideals  are  high  and 
it  does  render  a real  service  to  humanity. 
It  has  its  shysters  just  as  the  medical 
profession  has  its  quacks  but  like  the 
medical  profession  the  vast  majority  of 
its  members  are  imbued  with  high  ideals 
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and  a proper  concept  of  their  duty  to 
their  God,  to  their  fellowman,  and  to  their 
country. 

The  lawyer  deals  with  property  rights 
and  the  freedom  and  liberty  of  man.  How- 
ever, these  things  fade  into  insignificance 
in  comparison  with  life  and  death.  True 
it  is  that  life  without  the  blessings  of 
property  rights  and  liberty  may  be  bur- 
densome and  not  worth-while.  However, 
a life  racked  with  pain  and  suffering  and 
with  a sense  of  impending  doom  is  in- 
tolerable. Unto  your  hands  is  entrusted 
the  welfare,  the  happiness  of  and  life 
itself.  One  mistake  on  your  part,  such  as 
a wrong  diagnosis  or  slip  or  mishap  or 
an  error  in  judgment  may,  and  often  does, 
mean  the  difference  between  life  and 
death.  Yours  is  truly  a great  responsibil- 
ity. 

Through  the  carelessness  or  ignorance 
or  inexperience  of  a lawyer  a man  may 
lose  his  worldly  goods.  However,  if  such 
happens  there  is  ever  present  the  chance 
and  opportunity  to  start  anew  and  rebuild 
his  fortune.  If,  however,  through  your 
mistakes  or  ignorance  or  inexperience  a 
man  loses  his  health  beyond  repair  he  is 
lost  irreparably  and  all  the  wealth  in  the 
world  cannot  restore  the  status  quo. 

So  with  due  appreciation  of  and  respect 
for  my  own  profession  and  in  no  wise 
belittling  it,  I salute  you  gentlemen  as 
members  of  a profession  who,  second  per- 
haps to  the  ministry,  are  charged  with 
the  greatest  responsibility  that  can  be 
conferred  upon  or  assumed  by  a mortal 
being. 

As  a preface  to  some  of  the  matters  on 
the  agenda  I would  like  to  give  you  the 
legal  definitions  of  a few  matters.  I 
realize  this  may  be  dry  and  perhaps  bor- 
ing but  it  is  necessary  for  a proper  under- 
standing of  some  of  the  subjects  to  be 
discussed. 

ACCIDENT  AND  .\CCIDENTAL  MEANS 

Take  the  term  “accident”  for  example. 
The  most  illiterate  layman  has  a pretty 
good  idea  of  what  the  term  means.  How- 
ever, one  finds  many  different  definitions 
and  interpretations  of  the  word  by  the 
Appellate  Courts. 
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“Accidental  means”  is  a phrase  that 
presents  itself  for  interpretation  in  num- 
erous cases.  Literally  hundreds  of  de- 
cisions have  been  rendered  in  which  reams 
have  been  written  for  the  purpose  of  es- 
tablishing either  that  it  has  a meaning 
differing  materially  from  the  word  “ac- 
cident” or  that  the  phrase  means  the  same 
thing  as  the  word  “accident”. 

This  differentiation  between  the  mean- 
ing of  the  word  and  the  phrase  resulted 
in  Mr.  Justice  Cardoza  of  the  United 
States  Supreme  Court  observing  that  “The 
attempted  distinction  between  accidental 
results  and  accidental  means  will  plunge 
this  branch  of  the  law  into  a Serbonian 
Bog”.’'"’  He  reasoned  thusly;  “When  a 
man  has  died  in  such  a way  that  his  death 
is  spoken  of  as  an  accident,  he  has  died 
because  of  an  accident,  and  hence  by  ac- 
cidental means”. 

How'ever,  there  are  many  respectable 
high  courts  that  refuse  to  follow  that 
broad  statement. 

Accident  may  be  defined  as  “an  un- 
looked for  mishap  or  an  untoward  event 
which  is  not  expected  or  designed,  an 
event  happening  at  a special  time  or  oc- 
casion”. 

In  the  case  of  accidental  means  some 
slip  or  mishap  must  have  occurred  in  con- 
nection with  the  intentional  act  performed 
by  the  actor. 

The  leading  case  on  the  subject  of  ac- 
cident and  accidental  means  is  what  is 
known  as  the  Barry  Case  decided  by  the 
United  States  Supreme  Court  in  the  year 
1888.1' 

In  that  case  the  insured,  a thirty  year- 
old  physician  jumped  from  a platform  to 
the  ground  beneath,  about  four  feet  down- 
wards. Two  companions  preceded  him  in 
a similar  jump  and  without  sustaining 
injuries.  Dr.  Barry  immediately  experi- 
enced a distress  in  the  stomach,  vomiting, 
and  passed  nothing  but  decomposed  blood 
and  mucus  for  a period  of  nine  days  at 
the  expiration  of  which  time  he  died. 
There  was  conflicting  testimony  as  to 
whether  his  death  resulted  from  duodenitis 
or  a stricture  of  the  duodenum  as  alleged 
in  the  complaint.  The  policy  provided  for 


payment  if  the  insured  “shall  have  sus- 
tained bodily  injuries  effected  through 
external,  violent  and  accidental  means, 
* * * within  90  days  from  happening 
thereof”.  The  policy  excluded  liability  if 
disease  should  contribute  to  the  death  and 
further  provided  that  benefits  would  not 
be  payable  “except  where  the  injury  is 
the  proximate  or  sole  cause  of  the  dis- 
ability or  death”. 

The  distinction  can  best  be  explained 
by  quoting  from  a part  of  the  court’s 
charge  to  the  jury  as  follows: 

“And  I instruct  you  that  if  Dr.  Barry  jumped 
from  the  platform  and  alighted  on  the  ground 
in  the  way  he  intended  to  do,  and  nothing  un- 
forseen,  unexpected,  or  involuntary  occurred, 
changing  or  affecting  the  downward  movement 
of  his  body  as  he  expected  or  would  naturally 
expect  such  a movement  to  be  made,  or  caus- 
ing him  to  strike  the  ground  in  any  different 
way  or  position  from  that  which  he  anticipated 
or  would  naturally  anticipate,  then  any  result- 
ing injury  was  not  effected  through  any  acci- 
" dental  means.  But  if,  in  jumping  or  alighting 
on  the  ground,  there  occurred,  from  any  cause, 
any  unforseen  or  involuntary  movement,  turn 
or  strain  of  the  body  which  brought  about  the 
alleged  injuiy,  or  if  there  occurred  any  unfor- 
seen circumstance  which  interfered  with  or 
changed  such  a downward  movement  as  he  ex- 
pected to  make,  or  as  it  would  be  natural  to 
expect  under  such  circumstances,  and  as  caused 
him  to  alight  on  the  ground  in  a different  po- 
sition or  way  from  that  which  he  intended  or 
expected,  and  injury  thereby  resulted,  then  the 
injury  would  be  attributable  to  accidental 
means. 

“Of  course  it  is  to  be  presumed  that  he  ex- 
pected to  reach  the  ground  safely  and  without 
injury.  Now,  to  simplify  the  question  and 
apply  to  its  consideration  a common-sense  rule. 
Did  anything,  by  chance  or  not  as  expected, 
happen,  in  the  act  of  jumping  or  striking  the 
ground,  which  caused  an  accident?  This,  I 
think,  is  the  test  by  which  you  should  be  gov- 
erned in  determining  whether  the  alleged  in- 
jury, if  any  was  sustained,  was  or  was  not 
effected  through  accidental  means.” 

On  the  subject  of  proximate  cause,  the 
instruction  of  the  court  was  as  follows : 
“Whether  a cause  is  proximate  or  remote 
does  not  depend  alone  upon  the  closeness  in  the 
order  of  time  in  which  certain  things  occur. 
An  efficient,  adequate  cause  being  found,  it 
must  be  deemed  the  true  cause,  unless  some 
other  cause  not  incidental  to  it,  but  indepen- 
dent of  it,  is  shown  to  have  intervened  between 
it  and  the  result.  If,  for  example,  the  deceased 
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sustained  injury  to  an  internal  organ,  and  that 
necessarily  produced  inflammation,  and  that 
produced  a disordered  condition  of  the  injured 
part,  whereby  other  organs  of  the  body  could 
not  perform  their  natural  and  usual  functions, 
and  in  consequence  the  injured  person  died,  the 
death  could  be  properly  attributed  to  the  origi- 
nal injury.  In  other  words,  if  these  results  fol- 
lowed the  injury  as  its  necessary  consequence, 
and  would  not  have  taken  place  had  it  not 
been  for  the  injury,  then  I think  the  injury 
could  be  said  to  be  the  proximate  or  sole  cause 
of  death;  but  if  an  independent  disease  or  dis- 
order supeiwened  upon  the  injury,  if  there  was 
an  injury — I mean  a disease  or  derangement  of 
the  parts  not  necessarily  produced  by  the  in- 
jury— or  if  the  alleged  injury  merely  brought 
into  activity  a then  existing,  but  dormant,  dis- 
order or  disease,  and  the  death  of  the  deceased 
resulted  wholly  or  in  part  from  such  disease, 
then  it  could  not  be  said  that  the  injury  was 
the  sole  or  proximate  cause  of  death.”  i-’ 

The  jury  found  in  favor  of  the  bene- 
ficiary and  its  verdict  was  affirmed  by 
the  Supreme  Court. 

This  decision  has  been  cited  in  hundreds 
of  decisions  by  the  State  and  Federal 
Courts.  Oddly  enough,  it  is  cited  by  both 
those  who  contend  that  there  is  no  dis- 
tinction between  “accident”  and  “acci- 
dental means”  and  those  who  contend  for 
the  opposite  view.  Those  who  cited  in 
support  of  the  first  theory  contend  that 
nothing  unusual  happened  in  the  jump 
from  the  platform ; that  the  insured  did 
the  very  thing  he  intended  to  do  and  that 
the  result  was  unexpected  and  undesigned 
and  that  a recovery  having  been  per- 
mitted in  the  case,  the  decision  is  an  au- 
thority for  the  proposition  that  there  is 
no  distinction  between  the  two  terms. 
Those  who  cite  the  case  as  an  authority 
for  a distinction  between  the  two  terms 
stress  the  language  used  in  the  court’s 
charge  to  the  jury  and  contend  that  the 
jury  is  bound  to  have  found  that  there 
was  some  slip  or  mishap,  such  as  an  un- 
expected twisting  of  the  body  in  the  des- 
cent from  the  platform  to  the  ground 
and  that,  otherwise,  under  the  charge  of 
the  court,  the  judgment  would  not  have 
been  affirmed. 

I have  discussed  the  case  at  length  be- 
cause of  the  fact  that  it  is  usually  cited 
by  the  Appellate  Courts  in  practically 


every  case  involving  the  subject  of  acci- 
dent or  accidental  means. 

A simple  case  with  slightly  different 
facts  will  serve  to  illustrate  the  differ- 
ence between  death  as  the  result  of  acci- 
dent and  death  from  accidental  means: 
Your  automobile  stalls  in  the  snow — or 
perhaps  down  here  I should  say  on  an 
unpaved  muddy  road.  You  get  behind  it 
and  push  it.  As  a result  of  the  exertion 
you  have  a so-called  heart  attack  and  die. 
Your  death  is  due  to  accident  but  not  as 
the  result  of  accidental  means.  You  did 
the  very  thing  you  intended  to  do  and  in 
the  very  manner  you  intended.  The  result 
was  unforeseen  and  undesigned  but  there 
was  no  slip  or  mishap. 

Now,  let  us  assume  your  car  has  a flat 
tire.  You  place  the  jack  under  the  axle 
and  proceed  to  pump.  Suddenly  the  jack 
slips,  the  handle  strikes  your  chest  with 
powerful  force  which  causes  an  aneurism 
and  you  die.  The  death  is  due  to  acci- 
dental means.  The  mishap  was  the  acci- 
dental slipping  of  the  jack  and  its  contact 
with  your  body. 

A Missouri  Appellate  Court  explained 
it  as  follows : 

“In  Missouri,  therefore,  death  which  is  mere- 
ly the  unexpected  result  of  a wholly  intentional 
act  is  not  a death  from  accidental  means.  To 
constitute  the  means  accidental  in  such  a case, 
some  causative  mischance,  slip  or  mishap  must 
have  occurred  in  connection  with  the  intentional 
act.” 

PKIVILEGED  COJIMUXICATIOXS 

The  common  law  did  not  regard  com- 
munications between  attorney  and  client, 
physician  and  patient,  and  priest  and 
confessor  as  being  confidential  and  privi- 
leged. 

By  “common  law”  is  meant  that  body 
of  rules,  regulations  and  precedents  that 
sprang  from  common  consent  and  under- 
standing that  Government  and  individuals 
should  be  guided  and  controlled  in  their 
actions  and  conduct  in  accordance  with 
certain  standards  that  were  given  general 
recognition  by  those  chai'ged  with  the 
duty  of  enforcing  and  preserving  the 
liberty,  freedom  and  property  rights  of 
citizens  of  a country.  It  is  a heritage 
from  England.  It  is  often  referred  to  as 


442 


Frank — Interrelationships  of  Medicine,  hisurance  and  the  Law 


the  “unwritten  law.”  The  Privileged  Com- 
munication Statute  varies  in  different 
jurisdictions.  It  was  introduced  in  the 
State  of  New  York  in  1828.  Some  30 
states  and  the  District  of  Columbia  now 
have  statutes  pertaining  to  the  subject. 
They  are  lacking  in  uniformity  but  have 
the  common  purpose  of  protecting  from 
disclosui’e,  under  legal  compulsion,  infor- 
mation given  to  a physician  while  treat- 
ing a patient  or  information  given  to  an 
attorney  by  his  client  in  a professional 
capacity.  It  is  a privilege  for  the  benefit 
of  the  patient  or  the  client.  It  may  be 
waived  by  the  patient  either  by  express 
consent  or  impliedly  by  some  act  on  his 
part  that  removes  the  bar.  If  he  waives 
his  rights  the  physician  is  no  longer 
bound  to  observe  the  rule.  If  in  a court 
proceeding  the  patient  uses  his  physician 
as  a witness  to  testify  to  some  phase  of 
his  illness  or  treatment  therefor  then, 
generally  speaking,  the  bar  is  removed 
and  the  opposition  has  the  right  to  re- 
quire a full  disclosure  from  the  physician. 
The  physician  cannot  refuse  to  testify. 
The  statute  is  not  enacted  for  his  benefit. 
When  called  upon  to  testify  he  must  do 
so  unless  on  timely  objection  interposed 
by  the  patient  or  his  attorney  and  sus- 
tained by  the  court,  it  is  ruled  that  he 
may  not  do  so. 

In  some  states  the  privilege  is  limited 
to  civil  causes.  In  some — Louisiana  for 
example — it  is  limited  to  criminal  cases. 
In  others  it  is  limited  to  a certain  extent, 
as  for  example,  in  making  the  privileges 
inapplicable  to  prosecutions  for  homicide 
or  bodily  injury. 

In  some  states  the  privilege  applies 
only  to  information  pertaining  to  social 
or  loathsome  diseases  or  information  that 
would  blacken  or  besmirch  the  reputation 
or  character  of  the  patient.  In  others  it 
is  limited  only  to  such  information  as  is 
given  to  the  physician  which  is  necessary 
for  proper  diagnosis  and  treatment  and 
does  not  extend  to  other  information  giv- 
en nor  to  what  is  seen  or  observed  by  the 
physician.  Information  obtained  by  the 
physician  outside  of  his  professional  ca- 
pacity is  not  privileged.  Neither  is  in- 


formation privileged  that  is  acquired  by 
the  physician  after  the  relation  of  physi- 
cian and  patient  has  terminated  nor  in- 
formation acquired  by  the  physician  be- 
fore the  relationship  arose. 

AUTOPSIES 

As  to  the  matter  of  autopsies,  you 
gentlemen  doubtless  are  conversant  with 
the  pertinent  laws  of  your  particular 
state.  Quite  naturally,  when  an  autopsy 
is  performed  at  the  instigation  of  some 
branch  of  government,  municipal  or  state, 
for  the  purpose  of  determining  whether 
death  was  due  to  violent  or  natural 
causes,  you  are  protected  from  any  claim 
of  mutilation.  In  other  cases,  I am  sure 
you  require  written  authorization  from 
the  proper  relatives.  Failure  to  do  so 
would  subject  you  to  the  hazards  of  a 
suit  for  damages.  Even  charitable  hospi- 
tals have  been  held  liable  where  an  autop- 
sy was  performed  without  such  consent. 
There  was  in  effect  a state  statute  ex- 
empting the  hospital  from  claims  for 
damages  on  the  part  of  charity  patients. 
However,  the  plaintiff  in  the  case  was 
not  a patient.  The  action  was  one  for 
damages  for  mutilation,  the  plaintiff  being 
a surviving  relative  of  the  deceased. 
Therefore,  the  state’s  exemption  statute 
was  inapplicable. 

Also,  one  who  unlawfully  induces  an- 
other to  perform  an  unauthorized  autopsy 
is  liable  for  damages.  In  a Texas  case  an 
agent  of  an  insurance  company,  antici- 
pating that  surviving  relatives  might  at- 
tempt to  collect  the  proceeds  of  a policy 
on  the  theory  of  accident,  induced  a jus- 
tice of  the  peace,  who  performs  the  duties 
of  coroner,  to  authorize  the  county  physi- 
cian to  perform  an  autopsy.  The  insur- 
ance company  paid  the  fee  of  the  physi- 
cian who  performed  the  autopsy.  In  the 
litigation  it  was  held  that  although  the 
autopsy  was  ordered  by  the  coroner,  it 
was  illegal  since  it  was  not  a violent 
death  but  one  from  natural  causes.  A 
fairly  substantial  judgment  was  awarded 
the  plaintiff  against  the  insurance  com- 
pany. 

In  the  case  of  a deceased  child,  au- 
thorization for  an  autopsy  should  be  ob- 
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tained  from  both  parents  if  they  are  both 
alive  and  are  living  together  or  can  be 
contacted. 

While  a coroner  has  a right  to  conduct 
or  order  an  autopsy  in  cases  of  violent 
or  suspicious  deaths,  yet  he  has  no  right 
to  act  arbitrarily.  He  is  called  upon  to 
exercise  his  own  good  judgment.  When 
the  advisability  of  an  autopsy  seems 
plausible  and  he  acts  in  good  faith,  he  is 
protected.  However,  in  a situation  such 
as  the  Texas  case  mentioned,  he  could  be 
held  accountable,  although  in  that  case 
the  widow  took  it  out  on  the  insurance 
company  alone. 

In  an  Indiana  case  there  was  a squabble 
between  two  physicians  who  treated  a 
child  at  different  times,  the  difference  of 
opinion  being  as  to  what  caused  death. 
Death  was  from  natural  cause,  to  wit, 
diphtheria  of  the  larynx,  a disease  which 
is  said  to  be  difficult  of  diagnosis.  In 
order  to  settle  the  matter  they  induced 
the  coroner  to  order  an  autopsy.  The 
state  statute  provided  for  the  payment 
of  fees  to  one  conducting  an  autopsy  upon 
order  of  the  coroner.  It  was  held  that 
“one  holding  an  autopsy  under  the  direc- 
tion of  the  coroner  was  charged  with 
notice  of  the  limitations  on  the  statutory 
power  of  the  coroner  to  hold  inquests  and 
autopsies,  and  the  county  is  not  estopped 
from  contesting  the  validity  of  a physi- 
cian’s claim  for  an  autopsy  merely  be- 
cause it  was  directed  by  the  coroner.” 
By  the  same  token  a surviving  relative 
could  make  the  same  challenge  in  a tort 
action  for  an  unauthorized  mutilation  of 
the  dead. 

Most  of  the  litigation  pertaining  to  un- 
authorized autopsies  has  arisen  in  cases 
where  the  physician  was  suing  to  recover 
his  fees.  However,  there  are  quite  a 
number  of  reported  cases  where  the  action 
was  one  in  tort  for  the  unauthorized  muti- 
lation of  a dead  body. 

What  about  the  applicability  of  privi- 
leged communication  statutes  as  they 
might  pertain  to  autopsies?  You  conduct 
an  autopsy;  a litigant  obtains  a copy  of 
your  report  or  if  you  are  in  possession 
of  a copy  you  are  served  with  a subpoena 


duces  tecum,  which  you  must  obey,  and 
are  placed  on  the  stand  and  interi-ogated 
about  the  I’eport.  Can  you  refuse  to  testi- 
fy on  the  grounds  of  privileged  communi- 
cation? Obviously  not,  because  there  can 
be  no  such  thing  as  a privileged  communi- 
cation or  confidential  relation  between  a 
physician  and  a dead  man.  Of  course,  if 
you  were  his  physician  during  his  life- 
time and  are  called  upon  to  testify  as  to 
facts  learned  by  you  by  reason  of  the 
relationship  of  physician  and  patient,  such 
facts  could  be  excluded  on  proper  and 
timely  objection. 

In  passing  on  the  subject,  one  of  the 
United  States  Circuit  Court  of  Appeals 
said : 

“A  deceased  body  is  not  a patient.  The  rela- 
tion of  physician  and  patient  ends  when  the 
death  of  the  patient  ensues.  To  hold  that  facts 
discovered  through  an  autopsy  are  privileged 
communications  within  the  meaning  of  the 
statute  will  not  effectuate  what  we  conceive  to 
be  its  manifest  purpose,  namely,  to  obtain  full 
disclosure  to  the  physician  in  order  to  enable 
him  to  properly  treat  the  patient.  Treatment 
cannot  avail  after  death.  On  the  other  hand, 
to  hold  that  facts  obtained  by  a physician 
thi’ough  an  autopsy  are  not  privileged  commu- 
nications will  not,  in  our  opinion,  in  any  wise 
prevent  the  accomplishment  of  the  purpose  for 
which  the  statute  was  enacted.  The  foregoing 
must  be  true,  unless  it  can  be  said  that  a sick 
person  will  be  deterred  from  calling  a physi- 
cian because  of  fear  that,  if  death  ensues,  such 
physician  will  probably  perform  an  autopsy 
and  disclose  the  facts  obtained  through  such 
autopsy.  We  think  it  altogether  unlikely  that 
such  a fear  would  deter  a sick  person  from 
securing  the  services  of  a physician.  As  a mat- 
ter of  fact,  an  autopsy  is  much  less  likely  to 
follow  in  cases  where  the  deceased  person  has 
had  the  services  of  a physician  during  his  last 
illness.”  (Travelers’  Insurance  Company  versus 
Bergeron  25  F (2d)  680) 

SUICIDES 

I would  like  to  touch  lightly  on  the  sub- 
ject of  suicide.  Practically  all  life  insur- 
ance policies  relieve  the  insurer  of  lia- 
bility except  for  the  return  of  premiums 
if  the  insured  dies  of  self-destruction, 
whether  sane  or  insane,  if  within  two 
years  of  the  issuance  or  date  of  the  policy. 
Double  indemnity  contracts  and  accident 
policies  contain  similar  provisions,  but 
without  any  time  limit. 
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The  law  reports  are  replete  with  de- 
cisions involving  this  difficult  problem. 
In  many  of  the  cases,  any  reasonable 
minded  man  except  a juror  impaneled  to 
decide  a case  between  a beneficiary  and 
a reputedly  wealthy  insurance  company 
would  know  without  doubt  that  the  dece- 
dent took  his  own  life.  Many  individuals 
who  commit  suicide  resort  to  various  and 
devious  methods  to  make  their  death  ap- 
pear accidental.  Some  of  the  favorite 
methods  are  from  shootings,  poisoning, 
overdoses  of  sleeping  potions,  drownings, 
driving  an  automobile  in  front  of  or  into 
the  side  of  a speeding  train  at  railroad 
crossings,  etc. 

Frequently  laymen,  and  occasionally 
courts,  criticize  the  so-called  “fine  print” 
policies,  saying  the  insurer  prepares  one 
page  consisting  of  bold  faced  type  promis- 
ing payment  and  then  four  or  five  pages 
of  fine  print  taking  away  from  the  prom- 
ise to  pay.  Many  of  the  exceptions  or 
exclusions  have  been  adopted  because  of 
adverse  results  in  questionable  cases.  To 
use  a simple  and  frequent  case : An  in- 
dividual is  found  dead  in  a closed  garage, 
a victim  of  carbon  monoxide.  The  engine 
of  his  automobile  is  running  or  has  run 
until  the  gasoline  became  exhausted.  The 
hood  of  the  car  has  been  raised  and  tools 
are  scattered  about.  The  appearances  are 
that  he  was  working  on  his  car  and  was 
overcome  accidentally.  The  investigation 
may  show  that  the  decedent  had  been  in 
poor  health  and  despondent ; that  he  had 
been  having  domestic  and  financial  dif- 
ficulties or  that  he  was  an  embezzler  or 
had  committed  some  other  crime  and  that 
he  had  been  heard  to  threaten  suicide  a 
few  weeks,  a few  months,  or  a few  years 
prior  to  his  death.  There  are  so  many 
motives  that  the  coroner  returns  a verdict 
of  suicide ; however,  there  is  a legal  pre- 
sumption against  suicide  and  the  coroner’s 
verdict,  if  admissible  at  all,  is  not  con- 
clusive. Almost  invariably,  twelve  good 
men  and  true  in  the  jury  box  will  find 
his  death  was  an  accident,  particularly  if 
the  beneficiary  happens  to  be  an  attrac- 
tive widow  or  has  with  her  in  the  court 


room  exhibits  consisting  of  one  or  more 
small  children  who  have  been  bereft  of 
a father. 

On  account  of  the  predilection  of  juries 
to  render  verdicts  adverse  to  the  insurer 
in  such  cases,  quite  a number  of  insurers 
exempt  the  company  from  liability  in 
double  indemnity  and  accident  policies 
where  death  is  the  result  of  asphyxiation 
from,  or  the  inhalation  of,  gas,  either 
voluntary  or  otherwise. 

A startling  number  of  deaths  occur 
from  overdoses  of  the  so-called  sleeping 
pills.  The  insurance  contract  may,  and 
frequently  does,  exempt  the  company  from 
liability  from  death  I’esulting  from  poison- 
ing as  well  as  from  suicide.  When  do 
such  pills  cease  to  be  medicine,  or  if  you 
please,  sedatives,  and  become  “poison,” 
if  ever?  In  a number  of  adjudicated 
cases,  the  insurance  companies  have  been 
cast  because  they  were  unable  to  prove 
that  the  insured  took  the  overdose  with 
the  intent  of  self-destruction  or  was  con- 
scious of  the  fact  that  he  or  she  was  tak- 
ing a lethal  dose,  although  the  autopsy 
and  laboratory  report  may  show  the 
amount  taken  sufficient  to  kill  several 
people.  As  a result  of  this  situation,  it 
has  become  necessary  to  add  another  ex- 
clusion in  such  contracts  so  as  to  exempt 
the  companies  from  liability  where  death 
is  caused  directly  or  indirectly  from  poi- 
sons or  barbiturates,  whether  taken  in- 
tentionally or  otherwise. 

Regardless  of  the  exempting  clauses, 
most  of  the  reputable  companies  will 
waive  the  clause  and  make  payment  when 
convinced  the  death  of  the  insured  was 
purely  from  accidental  means. 

There  are  so  many  cunning  ways  in 
which  one  can  commit  suicide  and  make 
it  appear  accidental  that  the  insurer  can- 
not be  blamed  for  adopting  such  legiti- 
mate safeguards  as  are  available.  Ex- 
cessive losses  from  such  sources  lead  to 
the  payment  of  higher  premiums  by  other 
policy  holders  who  are  content  to  let  the 
Great  Redeemer  decide  when  the  roll 
should  be  called. 
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t'.VX  AX  EXPERT  WITXESS  BE  COMPELLED  TO 
GIVE  HIS  PKOFESSIOXAL  OPIXIOX  WITHOUT 
COMPEXSATTOX  OTHER  THAX  THE 
ORDIXARY  WITXESS  FEE? 

I wonder  how  one  of  you  would  feel 
should  you  be  compelled  to  attend  court 
as  a witness  and  give  your  opinion  as  an 
expert  witness  and  then  be  informed  that 
for  your  day’s  work  you  would  receive 
the  munificent  sum  of  One  Dollar  plus 
an  allowance  of  Five  Cents  per  mile  each 
from  your  office  or  home  to  the  court 
house.  It  could  happen ! 

It  could  not  happen  in  the  State  of 
Louisiana  because  the  matter  is  covered 
by  statute  as  follows : 

“Witness  called  to  testify  in  court  only  to  an 
opinion  founded  on  a special  study  or  experi- 
ence in  any  branch  of  science,  or  to  make 
scientific  or  professional  examinations,  and  to 
state  the  results  thereof,  shall  receive  addition- 
al compensation,  to  be  fixed  by  the  court,  with 
reference  to  the  value  of  the  time  employed 
and  the  degree  of  learning  or  skill  required.”  i 

In  several  cases,  fees  of  $25  per  day 
have  been  allowed  expert  witnesses  by 
Louisiana  trial  courts,  the  fees  being 
charged  as  a part  of  the  costs  of  court 
and  paid  by  the  losing  party. 

The  Louisiana  Code  also  protects  physi- 
cians living  more  than  ten  miles  from  the 
seat  of  justice  by  providing  that  they 
shall  not  be  compelled  to  attend  court  as 
witnesses  in  civil  cases  “whenever  in  their 
opinion  the  life  of  any  of  their  patients 
might  be  endangered  by  their  attendance 
upon  the  court’’.-  Instead  their  deposi- 
tions may  be  taken. 

The  provision  for  additional  compensa- 
tion was  enacted  in  1884.  I suspect  that 
Louisiana  has  had  a very  active  and  pro- 
gressive State  Medical  Association. 

Speaking  generally,  no  one  can  be  com- 
pelled to  render  services  for  another  with- 
out compensation.  A possible  exception 
exists  in  some  states  where  the  trial  court 
may  and  does  appoint  an  attorney  to 
represent  an  accused  in  a criminal  case 
when  the  defendant  is  unable  to  employ 
counsel. 

In  the  year  1877,  a criminal  case  was 
being  tried  in  Fort  Wayne,  Indiana.  The 
accused  was  being  tried  for  rape.  He 
called  as  a witness  one,  Dr.  A.  A.  Buch- 


man.  During  the  course  of  the  examina- 
tion the  doctor  was  asked  a question  that 
called  for  an  expression  of  his  profes- 
sional opinion.  He  thereupon  stated : 

“The  answer  that  I would  have  to  give  would 
depend  upon  my  professional  knowledge  of  the 
subject,  and  I respectfully  refuse  to  give  my 
professional  opinion  without  being  compen- 
sated.” 

The  Court: 

“To  whom  do  you  look  for  your  pay?” 
Answer : 

“I  expect  the  party  calling  me  shall  compen- 
sate me  or  that  the  court  shall  provide  some 
means  of  compensation.” 

The  court  looked  at  the  accused  and  his 
attorney,  but  their  pocketbooks  were 
closed  and  the  silence  was  appalling.  After 
due  deliberation,  the  court  ruled  the  wit- 
ness would  be  required  to  answer  the 
question  without  compensation  other  than 
the  ordinary  witness  fee.  The  witness 
persisted  in  his  refusal  to  answer,  where- 
upon he  was  ordered  to  jail  for  contempt. 

The  record  fails  to  show  whether  the 
good  doctor  was  Irish  but  indicates  that 
he  was  a scrapper.  He  appealed  the  case 
all  the  way  to  the  Supreme  Court  of  In- 
diana from  which  court  he  emerged  tri- 
umphant. 

In  reversing  the  trial  court  and  order- 
ing the  witness  released  and  discharged 
from  further  prosecution,  the  Supreme 
Court  said : 

“If  physicians  or  surgeons  can  be  compelled 
to  render  professional  services,  by  giving  their 
opinions  on  the  trial  of  criminal  causes,  with- 
out compensation,  then  an  eminent  physician  or 
surgeon  may  be  compelled  to  go  to  any  part  of 
the  State,  at  any  and  all  times,  to  render 
such  service,  without  other  compensation  than 
such  as  he  may  recover,  as  ordinary  witness 
fees,  from  the  defendant  in  the  prosecution, 
depending  upon  his  conviction  and  ability  to 
pay.  This,  under  the  general  principles  of  law 
and  the  constitution  of  the  State,  he  can  not 
be  compelled  to  do.  If  he  knows  facts  perti- 
nent to  the  case  to  be  tried,  he  must  attend 
and  testify  as  any  other  witness.  In  respect 
to  facts  within  his  knowledge,  his  qualifications 
as  a physician  or  surgeon  are  entirely  unim- 
portant. In  respect  to  facts,  as  before  stated, 
he  stands  upon  an  equality  with  all  other  wit- 
nesses, and  the  law,  as  well  as  his  duty  to  the 
public,  requires  him  to  -attend  and  testify  for 
such  fees  as  the  legislature  has  provided.  Not 
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so,  however,  in  respect  to  his  professional 
opinions.  In  giving^  them,  he  is  perfonning  a 
“particular”  service,  which  can  not  be  de- 
manded of  him  without  compensation.”  ^ 

Section  21  of  the  Bill  of  Rights  of  the 
Indiana  Constitution  provides  that  “no 
man’s  particular  services  shall  be  demand- 
ed without  just  compensation’’.  The  Su- 
preme Court  relied  on  that  provision  in 
ruling  for  the  witness. 

In  a companion  case  involving  the  same 
situation  and  decided  in  the  same  year, 
one.  Dr.  Dills  made  the  following  speech 
to  the  court; 

“I  did  not  offer  my  services  here,  any  more 
than  I do  my  professional  services  elsewhere. 
I was  sent  for  and  have  come.  My  time  and 
my  skill  are  my  capital,  and  I can  not  sur- 
render them  gratuitously  to  any  but  the  poor, 
since  it  is  by  my  professional  opinion  that  I 
earn  my  living.  There  is  a distinction  between 
a man  who  sees  a fact  and  is  called  to  prove 
it  in  a court  of  justice,  and  that  of  a man  who 
is  selected  to  give  his  opinion  on  a matter  with 
which  he  is  peculiarly  conversant,  from  the 
nature  of  his  employment  in  life.  The  former 
is  bound,  as  a matter  of  public  duty,  to  speak 
to  a fact  which  happens  to  have  fallen  within 
his  knowledge.  Without  such  testimony,  the 
course  of  justice  would  be  stopped.  The  latter 
is  under  no  such  obligation.  For  the  above- 
named  reasons,  I respectfully  decline  to  give 
the  opinion  of  an  expert  in  the  case  now  pend- 
ing, except  upon  the  payment  of  my  fee  in 
advance.”  ^ 

I would  say  the  witness  was  well- 
briefed  by  his  attorney.  He  also  was  com- 
mitted for  contempt  but  was  released  by 
the  Supreme  Court. 

So  far  as  I have  been  able  to  ascertain, 
those  decisions  stand  as  the  law  of  Indiana 
today. 

Turning  a bit  to  the  Northeast,  we  find 
a similar  holding  in  a Pennsylvania  court 
where  the  litigation  was  between  private 
individuals  in  a civil  case.  A certain  in- 
stitution owned  some  land  that  the  City 
of  Philadelphia  sought  to  condemn.  The 
owner  of  the  land  employed  some  realtors 
to  appraise  the  land.  Their  appraisal  be- 
ing about  the  same  as  that  of  the  City, 
the  institution  neither  paid  them  for  their 
services  nor  called  them  to  testify.  The 
City  subpoenaed  the  witnesses,  placed 
them  on  the  stand  and  sought  to  force  them 


to  testify  as  to  their  appraisals.  Among 
other  things,  they  refused  to  testify  as 
experts  because  their  fees  had  not  been 
paid.  In  upholding  them  the  Pennsylvania 
Supreme  Court  said : 

“The  process  of  the  courts  may  always  be 
invoked  to  require  witnesses  to  appear  and 
testify  to  any  facts  within  their  knowledge; 
but  no  private  litigant  has  a right  to  ask  them 
to  go  beyond  that.  The  state  or  the  United 
States  may  call  upon  her  citizens  to  testify  as 
experts  in  matters  affecting  the  common  weal, 
but  that  is  because  of  the  duty  which  the 
citizen  owes  to  his  government,  and  is  an  ex- 
ercise of  its  sovereign  power.  So  also  where 
the  state  or  the  United  States,  in  her  sovereign 
capacity,  charges  the  citizen  with  crime,  she 
may,  if  need  be,  lend  her  power  in  that  regard 
to  the  accused;  for  she  is  vitally  interested, 
as  such  sovereign,  that  public  justice  shall  be 
vindicated  within  her  borders.  Perhaps,  also, 
under  like  circumstances,  she  may  also  lend  her 
power  in  civil  cases.  But  the  private  litigant 
has  no  more  right  to  compel  a citizen  to  give 
up  the  product  of  his  bi’ain  than  he  has  to 
compel  the  giving  up  of  material  things.  In 
each  case  it  is  a matter  of  bargain,  which,  as 
ever,  it  takes  two  to  make,  and  to  make  un- 
constrained.” 5 

It  will  be  noted  the  decision  protects 
expert  witnesses  in  litigation  of  a civil 
nature  between  private  parties  and  that 
the  rule  would  not  apply  in  criminal  cases 
or  in  civil  cases  involving  the  State  or  the 
Federal  Government. 

So  far  the  experts  have  batted  1,000 
percent.  Perhaps  in  listening  to  the  pro- 
nouncements of  these  courts,  you  gentle- 
men have  been  exclaiming  to  yourself, 
“A  Daniel  come  to  judgment’’.  Now  let 
us  turn  to  the  other  side  of  the  picture. 
Decisions  to  the  contrary  have  been  ren- 
dered in  Alabama,®  Arkansas,"  California,® 
Colorado,®  Georgia,^®  Illinois, “ Minne- 
sota,^- Missouri,^®  and  Ohio.^^ 

Perhaps  the  same  rule  prevails  in  sev- 
eral other  jurisdictions.  Most  of  the  cases 
involved  criminal  proceedings  but  some  of 
them  involved  civil  suits  between  private 
litigants. 

With  the  exception  of  Louisiana  and 
Indiana,  it  is  now  fairly  well  settled  that 
in  criminal  cases  if  a physician  is  called 
as  a witness  and  during  the  course  of  his 
examination  is  asked  the  question  that 
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calls  for  his  professional  opinion,  he  may 
not  refuse  to  answer  on  the  ground  that 
he  has  not  received  a fee  as  an  expert 
witness.  In  Louisiana  he  could  be  com- 
pelled to  testify  as  the  court  is  authorized 
to  allow  an  extra  fee  even  though  no  prior 
arrangement  or  agreement  has  been  made. 
In  the  other  jurisdictions,  if  he  I’efuses 
to  testify  he  may  be  punished  for  con- 
tempt of  court  either  by  fine  or  jail 
sentence  or  both,  but  usually  a jail  sen- 
tence of  short  duration  is  imposed. 

The  decisions  are  in  accord  that  a court 
cannot  force  a physician  to  examine  a 
patient  or  a dead  body  or  to  perform  an 
operation  or  an  autopsy  for  the  purpose  of 
preparing  himself  as  a witness,  without 
extra  compensation,  but  it  can  make  him 
testify  as  to  facts  known  by  him  and  also 
to  express  his  professional  opinion  when 
called  upon  to  do  so,  except  in  Louisiana 
and  Indiana. 

In  an  Illinois  case  the  City  of  Spring- 
field  was  sued  for  damages  by  a woman 
who  sustained  injuries  because  of  a defec- 
tive sidewalk.  The  City  sued  a physician 
who  had  not  treated  the  plaintiff.  A hy- 
pothetical question  was  propounded  that 
called  for  the  expression  of  an  opinion  as 
to  whether  or  not  the  alleged  injuries 
were  the  probable  result  of  a fall.  The 
trial  occurred  in  1897.  The  doctor  must 
have  been  a friend  of  Dr.  Buchman  of 
Indiana  or  perhaps  he  had  read  the  deci- 
sion of  the  Indiana  Supreme  Court.  At 
any  rate,  he  proceeded  to  make  a nice 
speech  to  the  court  about  his  rights  and 
stated  he  would  not  give  his  opinion  un- 
less he  should  be  paid  a fee  of  $10.  Upon 
his  persistent  refusal  to  answering  the 
question  he  was  held  in  contempt  of  court 
and  fined  $25.  Upon  appeal  the  judgment 
of  conviction  was  affirmed  by  the  Su- 
preme Court  of  Illinois.  It  was  held  that 
the  legislature  fixed  witness  fees  at  $1 
per  day  for  each  day’s  attendance  and  5^ 
per  mile  each  way  for  necessary  travel, 
and  it  being  the  duty  of  a good  citizen  to 
aid  the  court  in  administering  justice,  the 
good  doctor  was  wrong  in  his  refusal  and 
would  have  to  suffer  the  consequences. 


It  was  stated  that  the  statutes  are  applic- 
able to  the  high  and  the  low  and  that  no 
distinction  should  be  made  between  ex- 
perts and  others ; that  the  time  lost  in 
attending  court  means  as  much  to  the 
commonest  laborer  as  that  of  the  most 
skillful  and  highly-educated  and  trained 
expert.  In  the  course  of  its  opinion,  the 
court  made  the  following  interesting  ob- 
servation : 

“If  the  pi-ecedent  is  once  established  that  ex- 
pert witnesses  must  be  paid  a reasonable  com- 
pensation for  their  testimony,  then  it  will  not 
be  long  before  such  testimony  will  be  offered 
to  the  highest  bidder.  The  temptation  will  be 
to  give  opinions  in  favor  of  that  party  to  the 
suit  who  will  pay  the  highest  price.  The  testi- 
mony of  expert  witnesses  will  thus  become 
partisan  and  one-sided.  The  theory  upon  which 
such  witnesses  are  required  to  testify  in  cases 
like  this  is  that  they  are  amici  curiae,  and 
that,  testifying  under  the  sanction  of  an  oath, 
they  do  so,  not  with  intent  to  take  the  part  of 
either  contestant  in  the  suit  but  with  a view 
to  arriving  at  the  truth  of  the  matter,  and  for 
the  purpose  of  aiding  the  court  to  pronounce 
a correct  judgment.”  is 

Finally,  the  most  recent  case  on  the 
subject  was  decided  by  the  California 
Supreme  Court  in  1951  wherein  it  was 
held  that  a physician  who  has  acquired 
knowledge  of  a patient  or  of  special  facts 
in  connection  with  a patient  may  be 
called  upon  to  testify  with  relation  there- 
to without  payment  of  more  than  the 
ordinary  witness  fee  although  the  testi- 
mony is  based  on  knowledge  and  opinions 
that  are  the  result  of  his  special  learning.* 
Notwithstandnig  the  law  on  the  subject, 
I feel  certain  you  gentlemen  will  not  be 
called  upon  in  many  cases  to  testify  as 
expert  witnesses  without  adequate  com- 
pensation. The  legal  profession  is  fully 
conscious  of  your  years  of  preparation  and 
of  the  vast  sums  expended  for  your  edu- 
cation and  training  and  that  you  are  en- 
titled to  just  compensation  for  your  ser- 
vices. I can  see  some  logic  for  the  posi- 
tion of  the  courts  in  the  administration  of 
justice  in  the  prosecution  of  criminals 
and  also  situations  where  the  State  or 


* City  and  County  of  San  Francisco  v.  Superior 
Court,  etc.  231  Pacific  2d  26,  25  A.L.R.  (2d) 
1418,  decided  in  1951. 
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Federal  Government  is  involved  in  a civil 
proceedings.  It  does  seem  to  me,  however, 
that  to  require  the  service  of  experts  in 
civil  litigation  between  private  individuals 
is  unjust  and  should  not  be  tolerated. 

If,  perchance,  the  privilege  is  too  much 
abused  as  to  any  of  you  in  your  jurisdic- 
tions, I am  sure  that  a cordial  invitation 
would  be  extended  you  to  come  to  Indiana 
or  Louisiana  where  you  can  enjoy  the 
blessings,  shelter  and  the  protection  of 
their  Constitution  and  Statutes. 

In  closing,  gentlemen,  may  I sound  a 
note  of  warning  concerning  something  in 
which  all  of  us  should  be  interested. 
Something  which  is  of  vital  interest  to 
your  profession  and  the  business  in  which 
I am  presently  engaged.  Something  that 
should  be  of  interest  to  every  citizen 
throughout  the  nation  who  still  entertains 
what  may  be  called  the  old-fashioned  i be- 
lief in  private  enterprise — the  doctrine  on 
which  this  country  was  founded  and  under 
which  it  has  grown  to  be  the  richest  and 
most  powerful  nation  in  the  world. 

Of  course,  I refer  to  creeping  socialism 
in  our  government  and  the  efforts  of  poli- 
ticians, be  they  Republicans,  Democrats, 
socialists,  mugwumps,  to  put  the  Govern- 
ment in  every  phase  of  business  and  dis- 
place private  enterprise. 

It  is  an  insidious  growth,  inch  by  inch, 
step  by  step,  nurtured  by  honeycombed 
appeals  to  labor,  to  the  aged,  the  indigent, 
the  indolent  and  the  gullible  that  is 
spreading  like  creeping  cancer  and  strik- 
ing at  our  very  vitals.  Unfortunately, 
there  are  smart  men,  great  men  and  men 
of  tremendous  influence  who  for  one  rea- 
son or  another  feel  that  more  and  more 
we  should  turn  to  and  depend  upon  the 
Government  at  Washington  to  solve  prob- 
lems that  are  and  should  be  the  business 
of  the  states  and  of  the  local  communities 
in  which  we  live. 

Socialized  insurance  today  can  lead  to 
socialized  medicine  tomorrow  and  vice  ver- 
sa. Nationalization  of  our  great  railroads, 
public  utilities,  air  lines  and  steamship 
companies,  industries,  agriculture  and  la- 
bor itself  are  also  potential  victims.  Once 


the  dam  is  cracked,  it’s  difficult  to  stem 
the  torrent.  Eventually  the  Government 
would  have  a hand  in  every  business  of 
every  nature.  The  schemes  sound  plausible 
and  reasonable  in  the  beginning.  It  is  pro- 
posed, in  effect,  that  the  states  or  private 
industry  perform  certain  services  for  the 
people  but  with  the  aid  of  the  Federal 
Government.  Naturally,  such  aid  calls  for 
certain  restrictions  on  the  part  of  the 
Federal  Government  so  that  the  state  or 
private  industry  rendering  the  services  is 
not  a free  agent.  This  is  but  the  first  step 
in  the  direction  of  the  Government  eventu- 
ally assuming  full  control  of  such  opera- 
tions. From  an  economical  standpoint,  the 
same  services  can  be  rendered  by  the  state 
or  private  industry  with  much  less  cost  to 
the  taxpayer. 

I am  sure  we  all  feel  that  in  the  light 
of  this  progressive  world  we  can  no  longer 
prescribe  to  a strict  doctrine  laissez  faire 
but  have  to  think  where  the  Federal  Gov- 
ernment should  lend  a helping  hand.  Due 
restraint  should  be  exercised  lest  the 
helper  become  the  sole  performer. 

The  time  has  come  when  those  who 
want  to  preserve  the  form  of  government 
that  has  made  us  the  freest  people  and  the 
richest  nation  in  the  world  must  stand  up 
and  be  counted  and  make  our  voices 
heard.  Let  our  representatives  in  Wash- 
ington know  how  we  feel  and  persuade 
others  to  do  likewise.  Eternal  vigilance, 
alertness  and  effort  are  the  watchwords 
of  freedom  and  liberty. 
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A NEW  DIAGNOSTIC  AND  SURGICAL 
PROBLEM,  INFLAMMATORY  FIBROID 

POLYPS  OF  THE  STOMACH  * 

ANDREW  RANIER,  M.  D.  f 
Lake  Charles 

Solitary  polyps  6f  the  pyloric  antrum 
are  a diagnostic,  therapeutic,  and  prog- 
nostic problem  to  clinicians,  roentgenolo- 
gists, gastroscopists,  and  pathologists. 
They  may  be  classified  according  to  their 
histology  (Table  1)  : 

TABLE  1 

SOLITARY  POLYPS  OF  THE  STOMACH 

A.  Adenomatous 

1.  Benign 

2.  Malignant 

B.  Nonadenomatous 

1.  Neoplastic 

2.  Inflammatory 

3.  Miscellaneous 

In  1952  Dr.  Elson  B.  Helwig  and  this 
author  ® reported  10  new  cases  of  a dis- 
tinctive nonadenomatous  polyp  that  in  the 
past  had  masqueraded  under  such  diverse 
terms  as  eosinophilic  granuloma  of  the 
stomach,^  gastric  submucosal  granuloma 
with  eosinophilic  infiltration,’^  neurofib- 
roma,'’ atypical  schwannoma,”  hemangio- 
endothelioma,” hemangiopericytoma, 
polypoid  fibroma  ® and  fibrinous  polyp.’” 
Despite  the  variation  in  terminology,  the 
basic  gross  and  microscopic  features  were 
so  strikingly  similar  that  after  special 
study  the  sole  designation,  “inflammatory 
fibroid  polyp”  was  considered  by  the  au- 
thors as  most  descriptive  until  a name 
could  be  established  on  the  basis  of  the 
exact  etiology. 

The  clinical  and  pathological  features 
of  this  polyp  are  reviewed  and  an  addi- 
tional case  is  reported  as  an  example  of 
the  correct  approach  to  the  problem. 


' Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t From  the  Department  of  Pathology,  St.  Pat- 
rick’s Hospital,  Lake  Charles,  La. 


CLINICWL  L'EATT'RES 

In  the  10  cases  studied  by  Helwig  and 
Ranier,-'’’  ” the  age  of  the  patient  varied 
from  22  to  90  years  with  the  majority 
being  over  47  years.  Epigastric  pain  un- 
related to  food  intake  was  the  most  com- 
mon symptom  and  was  described  as 
“gnawing”,  “aching”  or  “cramp-like”. 
Nausea  and  vomiting  occasionally  accom- 
panied intermittent  colicky  type  of  pain 
that  suggested  a ball-valve  action  of  the 
polyp.  Free  hydrochloric  acid  was  either 
absent  or  low  in  those  cases  in  which 
gastric  analysis  was  performed.  In  two 
of  the  cases  pernicious  anemia  was  diag- 
nosed while  in  one  case  the  anemia  was 
unexplained.  Eight  of  the  10  cases  ex- 
amined roentgenologically  had  a gastric 
lesion.  In  6 cases  it  was  interpreted  as  a 
polyp  and  in  2 as  a possible  carcinoma. 
Seven  of  the  polyps  were  removed  sur- 
gically; 4 by  subtotal  gastrectomy  and  3 
by  local  excision. 

PATHOLOGY 

In  the  9 cases  in  which  the  site  of  the 
polyp  was  mentioned,  the  pyloric  antrum 
was  specified.  In  each  of  the  cases  the 
polyp  was  single.  Although  most  of  the 
polyps  were  sessile,  a few  were  peduncu- 
lated and  their  diameter  ranged  from  1 to 
2.5  cms.  except  for  one  polyp  with  a diam- 
eter of  5 cms.  The  submucosa  was  the 
principal  site  of  origin  of  the  lesions. 
F^olds  of  mucosa  radiated  from  the  base  of 
some  of  the  polyps.  Mucosa  from  the  con- 
tiguous gastric  wall  covered  the  polyps 
except  in  the  7 cases  in  which  an  erosive 
type  of  ulceration  was  present  at  the 
apex.  At  operation  the  polyps  were  soft 
to  rubbery  and  on  their  cut  surfaces  were 
pink-white  and  glistening. 

Microscopically,  all  of  the  polyps  were 
characterized  by  the  presence  of  fibro- 
blastic, reticular  and  fibrillar  connective 
tissue,  blood  vessels  of  varying  size  and 
mural  thickness  and  infiltrations  of  in- 
flammatory cells  in  various  proportions 
with  a predominance  of  eosinophilic  leuco- 
cytes. The  description  conforms  with  that 
detailed  by  a number  of  authors  for  a gas- 
tric lesion  that  they  have  given  a variety 
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of  names,  such  as  listed  in  the  introduc- 
tion. 

PATHOGENESIS 

The  variety  of  names  originally  given 
to  this  polyp  and  the  resulting  confusion 
in  the  literature  stem  from  the  various 
interpretations  of  the  pathogenesis  of  this 
lesion.  The  neurogenous,  vascular,  aller- 
gic, and  neoplastic  theories  are  untenable 
in  view  of  a comprehensive  detailed  study 
of  the  histologic  features  with  the  aid  of 
special  stains. Although  an  infectious 
agent  is  suspected  on  the  basis  of  the 
natural  history  and  pathologic  changes,  no 
specific  agent  has  been  identified  to  date. 
The  gross  resemblance  of  the  polyp  to 
granuloma  pyogenicum  of  the  skin  ' sug- 
gests that  this  lesion  may  represent  the 
glandular  counterpart  of  the  same  process. 
Although  it  is  recognized  that  the  adeno- 
matous polyp  is  associated  with  pernicious 
anemia  no  mention  of  the  association  of 
inflammatoiT  fibroid  polyp  with  perni- 
cious anemia  is  made  in  the  literature.- 
The  inflammatory  fibroid  polyp  must  be 
differentiated  from  the  adenomatous  polyp 
that  has  a premalignant  connotation  and 
dictates  a different  surgical  approach. 

There  is  no  doubt  that  the  polyp  once 
established  is  enlarged  due  to  peristalsis. 
The  peculiar  arrangement  of  the  reticular 
and  connective  tissue  in  some  of  the 
polyps  can  be  explained  by  a proliferative 
reaction  on  the  part  of  specialized  con- 
nective tissue  in  the  submucosa  that  per- 
mits peristalsis. 

CASE  REPORT 

(Case  of  Drs.  Ben  Goldsmith  and  J.  R. 
Romero,  Lake  Charles,  La.)  A 56  year  old  white 
farmer  was  admitted  to  St.  Patrick’s  Hospital 
on  September  20,  1954,  with  the  chief  complaint 
of  “dull  aching:’’  epigastric  pain  of  three  years’ 
duration  sometimes  radiating  over  the  entire 
abdomen  but  unrelated  to  food  intake.  The 
pain  became  more  constant  and  severe  during 
the  six  weeks  prior  to  admission. 

Past  History:  No  pertinent  information  was 

obtained. 

Physical  Examination : No  abnormalities  were 
noted. 

Laboratory  and  X-ray  Findings:  Hematocrit: 

46%;  Hemoglobin  15.1  gms./lOO  ml.;  Leuco- 
cyte count  6,000/cu.mm.;  Differential:  Neutro- 
philes  60%;  Lymphocytes  38%;  Eosinophiles 
2%.  Urinalysis  negative.  Kahn  negative. 


Gastric  Study:  The  stomach  was  high  trans- 
verse type  with  slight  cascading.  Peristalsis  was 
normal  with  waves  beginning  in  the  middle  third 
of  the  stomach  and  extending  through  to  the 
pylorus.  A polypoid  type  of  radiolucency  was 
present  in  the  antral  region  measuring  about 
1.5  by  1 cm.  (Fig.  1).  The  polyp  appeared 


Figure  1.  Roentgenogram  showing  polyp  of 
pyloric  antrum. 


broad-based  and  was  only  slightly  moveable. 
No  other  abnormalities  were  detected.  Pyloro- 
spasm  was  not  present.  The  remainder  of  the 
mucosal  folds  in  the  same  region  were  normal. 
(Dr.  Lesley  Warshaw). 

Hospital  Course:  Following  a conference  with 
the  radiologist  and  pathologist,  the  surgeon  de- 
cided that  the  best  course  of  action  was  to  open 
the  stomach  and  remove  the  polyp  with  a cuff 
of  normal  mucosa  at  the  base  and  examine  the 
polyp  by  frozen  sections.  A clamp  was  placed 
across  normal  mucosa  at  the  base  and  the  ses- 
sile polyp  was  removed  from  its  site,  3 cms. 
from  the  pylorus  on  the  posterior  wall  of  the 
antral  portion  of  the  stomach.  Frozen  sections 
were  reported  as  inflammatory  fibroid  polyp. 
The  mucosa  at  the  site  of  excision  was  sutured 
and  the  stomach  was  closed. 

Grossly,  the  sessile  polyp  possessed  a dark 
red  smooth  and  velvety  surface  that  suggested 
erosion.  The  rounded  summit  was  partially 
covered  by  a grey-white  (Fig.  2)  membrane. 
The  polyp  measured  0.9  cms.  in  diameter  and 
projected  1.4  cms.  above  the  normal  mucosa. 
The  cut  surfaces  were  pink-white,  glistening  and 
moderately  firm  in  the  center  with  increasing 
softness  toward  the  periphery. 

Microscopically,  the  mucosa  at  the  lateral 
margins  became  gradually  attenuated  until  it 
was  replaced  by  granulation  tissue  partially 
covered  by  a fibrinopurulent  exudate.  (Fig. 3) 
The  muscularis  mucosae  became  gradually  split 
and  frayed  from  the  lateral  margins  to  the 
center.  The  core  of  the  polyp  was  composed  of 
small  capillaries  surrounded  by  fibrillar  connec- 
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Figure  2.  Solitary  sessile  polyp  with  eroded 
apex  covered  with  membrane. 


Figure  3.  Hemisection  of  sessile  polyp  in  Fig. 
2.  Note  erosion  of  surface  and  granulation  tis- 
sue reaction.  H.  and  E.,  X5. 

tive  tissue  arranged  in  concentric  rings  and 
parallel  (Fig. 4)  bundles.  A myriad  of  eosino- 
philic leucocytes  and  fewer  lymphocytes  infil- 
trated the  connective  tissue  core  that  took  the 
stain  for  collagen  with  Masson’s  stain.  An  oc- 
casional gland  was  isolated  from  the  surface 
mucosa  by  the  proliferative  process. 

The  postoperative  course  was  uneventful  and 
the  patient  was  discharged  on  October  2,  1954. 
On  his  last  visit,  April  25,  1955,  seven  months 
since  the  operation,  there  was  no  recurrence  of 
pain. 

DISCUSSION 

Examination  of  frozen  sections  estab- 
lished the  inflammatory  nature  of  the 
polyp  and  eliminated  the  necessity  of  per- 


Figure 4.  Concentric  arrangement  of  fibrillar 
connective  tissue  about  blood  vessel  (lower  left)  ; 
parallel  fibers  elsewhere.  Note  the  myriad  of 
eosinophilic  leucocytes.  H.  and  E.  X75. 

forming  the  much  more  serious  operation 
of  subtotal  gastrectomy. 

It  is  evident  from  the  above  histologic 
description  that  the  term,  inflammatory 
fibroid  polyp,  best  describes  a benign 
growth  arising  from  mucous  membrane 
(polyp),  possessing  a fibrous  character 
and  resembling  a fibroma  (fibroid),  and 
lastly  bearing  a pronounced  inflammatory 
nature. 

SUMM.VRY 

The  clinicopathologic  features  of  inflam- 
matory fibroid  polyps  of  the  stomach  as 
described  by  Helwig  and  Ranier  are  re- 
viewed. 

An  additional  case  is  reported  as  an 
example  of  the  proper  management  of 
solitary  polyps  of  the  stomach. 
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DISCUSSION 

Dr.  Lesley  M.  Warshaw  (Lake  Charles)  : Ra- 
diological and  surgical  explorations  are  primary 
in  establishing  the  presence  of  the  inflammatory 
fibroid  gastric  polyp;  however,  frozen  section 
examination  of  the  specimen  must  be  performed 
to  eliminate  the  more  common  adenomatous  and 
malignant  polyps.  Gastroscopy,  when  available, 
would  be  of  value.  Accurate  diagnosis  is  the 
result  of  combined  efforts. 

From  the  radiologists  viewpoint  careful  de- 
tailed examination  of  the  stomach  is  necessary, 
utilizing  both  routine  and  specialized  techniques. 
Fluoroscopic,  spot  films,  and  radiographic  visu- 
alization of  the  stomach  are  absolutely  essential. 
The  use  of  the  protected  palpating  hand  to  “iron 
out”  and  carefully  examine  the  mucosal  folds 
is  imperative  in  every  case.  In  practically  every 
patient  the  antrum  of  the  stomach  can  be  pal- 
pated Mucosal  studies  utilizing  thick  barium  or 
one  of  the  special  pieparations  such  as  Rugar, 
in  a fasting  patient,  will  demonstrate  polypoid 
radiolucencies  of  surprisingly  small  size. 

Further  observation  during  the  examination 
should  be  made  with  the  stomach  partially  and 
then  fully  filled  with  barium.  The  antrum  can 
be  filled  with  gas  to  obtain  a contrast  appear- 
ance similar  to  techniques  used  in  barium  con- 
trast studies  of  the  colon.  Usually,  this  is  easily 
performed  by  placing  the  patient  in  the  left 
posterior  oblique  position  so  that  the  gas  previ- 
ously trapped  in  the  fundus  changes  place 
through  gravitation  with  barium  and  collects 
in  the  antrum  and  duodenal  cap.  This  outlines 
the  mucosal  folds  and  contours  nicely.  Effer- 
vescent powders  or  carbonated  beverages  are  of 
some  help  when  properly  used. 

One  word  of  warning — A gas  bubble  can  sim- 
ulate a polyp — however,  by  adequate  examina- 
tion as  above  described  the  differentiation  is 
simple. 

Once  the  organic  lesion  is  visualized  an  at- 
tempt must  be  made  by  the  radiologist  to  de- 
termine not  only  its  location  and  size  but,  of 
much  more  importance,  whether  or  not  there 
are  any  signs  of  involvement  of  the  stomach 
wall  itself.  This  is  the  salient  point  in  the  gross 
differential  diagnosis  between  benign  and  malig- 
nant polypoid  diseases.  To  establish  this  the 
radiologist  must  carefully  note  the  nature  of 
the  peristaltic  waves,  gastric  wall  flexibility  and 
mobility  in  the  area  of  the  base  of  the  polypoid 
lesion.  It  is  also  of  some  importance  to  attempt 
to  determine  whether  the  base  is  broad  or 
pedunculated  and  this  can  be  done  by  watching 


its  movements  in  relation  to  the  point  of  attach- 
ment. Pedunculated  polyps  are  more  likely  to 
be  benign  but  if  malignant  should  certainly  offer 
a better  prognosis  than  the  broad-based  sessile 
types. 

As  brought  out  by  Dr.  Ranier,  this  lesion  has 
been  confined  to  the  antrum  of  the  stomach  in 
all  reported  cases  to  date.  Needless  to  state, 
any  polypoid  lesion  arising  in  the  antrum  and 
apparently  not  causing  stiffening  or  infiltration 
of  the  gastric  wall  should  awaken  interest  as 
a possible  inflammatory  fibroid  polyp.  Such 
combined  recognition  can  save  the  patient  a 
gastric  resection. 

o 

THE  SURGICAL  MANAGEMENT  OF 
TIETZE’S  SYNDROME 

JAMES  T.  NIX,  M.  D.,  Ph.D.  (Surg.) 

MATTHEW  A.  ALBERT,  M.  D. 

New  Orleans 

Tietze’s  syndrome  is  characterized 
by  a painful,  nonsuppurative  enlargement 
of  a costal  cartilage.  The  condition  is  be- 
nign in  character  and  of  undetermined 
etiology.  Many  methods  of  treatment  have 
been  reported : deep  x-ray  therapy,  nitro- 
gen mustard  ^ local  infiltration  with  pro- 
caine,' corrective  postural  exercises  and 
bed  boards,-  and  surgical  removal  of  the 
involved  cartilage. ^ 

This  report  encompasses  4 cases  of 
Tietze’s  syndrome  treated  by  resection  of 
the  offending  costal  cartilage. 

CASE  REPORTS 

Case  No.  1. — V.  A.,  a twenty-thi’ee  year  old 
white  female,  was  first  seen  May  29,  1950.  She 
complained  of  a painful  swelling  on  her  right 
chest  wall.  Physical  examination  revealed  a local- 
ized tender  enlargement  of  the  second  right  costal 
cartilage  at  the  chondi’osternal  junction.  X-rays 
of  this  area  were  negative.  Excision  of  the  in- 
volved cartilage  was  performed  under  pentothal 
anesthesia  and  the  specimen  was  reported  as 
chondroma.  The  patient  made  an  uneventful  re- 
covery and  has  had  no  further  discomfort. 

Case  No.  2. — A.  F.,  a thirty-four  year  old  white 
female,  was  seen  March  4,  1952,  and  found  to 
have  a tender  mass  in  the  right  fourth  costo- 
chondral area  of  unknown  duration.  In  addition 
she  had  a well  defined  mass  in  the  upper  outer 
quadrant  of  the  left  breast.  At  the  time  of  ex- 
cision of  the  breast  mass  (proven  benign),  the 
involved  cartilage  was  resected.  The  specimen 
was  reported  as  normal  cartilage.  The  patient 
has  reported  for  regular  check-ups  and  has  re- 
mained free  from  symptoms  referable  to  the 
chest  wall. 

Case  No.  3. — E.  C.,  a thirty-four  old  white 
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female,  presented  herself  for  treatment,  July  9, 
1953,  with  a painful  mass  in  the  left  third  costo- 
chondral area  of  one  year’s  duration.  The  entire 
left  third  costal  cartilage  was  resected  and  the 
specimen  was  reported  as  chondroma.  The  pa- 
tient’s postoperative  course  was  uneventful  and 
there  has  been  no  recurrence  of  symptoms. 

Case  No.  h- — P.  S.,  a forty-one  year  old  white 
female  was  seen  December  29,  1954,  because  of 
vaginal'  spotting  and  a tender  mass  at  the  second 
left  costochondral  junction.  A subtotal  hysterec- 
tomy had  been  done  elsewhere  in  1950.  She  was 
admitted  to  the  hospital  where  the  cervical  stump 
was  removed  and  the  second  left  costal  cartilage 
resected.  The  specimen  was  reported  as  cartilage 
with  proliferation  under  the  perichondrium.  Re- 
covery was  uneventful  with  relief  of  chest  pain. 

COMMIT  NT 

In  all  4 of  our  patients,  x-rays  were 
negative,  there  was  no  history  of  trauma, 
and  symptomatic  relief  followed  surgical 
excision  of  the  offending  cartilage.  In 
each  patient,  the  prominent  symptom  was 
pain  of  long  duration  aggravated  by  local 
pressure  and  not  relieved  by  rest.  Com- 
mon to  all  4 cases  was  the  presence  of  a 
visible  palpable  mass.  In  each  of  our  4 
cases  the  entire  costal  cartilage,  including 
the  chondrosternal  articulation,  was  ex- 
cised. The  recent  occurrence  of  a chondro- 
sarcoma of  the  costal  cartilage  in  one  of 
our  patients  (not  included  in  this  report) 
impressed  upon  us  the  importance  of  sur- 
gical excision  to  exclude  a malignant 
lesion. 

We  therefore  believe  that  the  surgical 
approach  to  Tietze’s  syndrome  is  the 
treatment  of  choice  because  of  the  positive 
identification  of  the  mass,  the  simplicity 
of  surgical  excision,  and  postoperative 
symptomatic  relief. 

SUMM.VKY 

Four  patients  with  Tietze’s  syndrome 
have  been  presented.  Each  patient  was 
treated  by  resection  of  the  entire  costal 
cartilage  including  the  chondrosternal  ar- 
ticulation. An  apparent  cure  was  obtained 
in  each  instance. 
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“XANTHOMAS”  OF  TENDON 
SHEATHS  * 

WALDO  H.  HANNS,  M.  D.  f 
MARY  S.  SHERMAN,  M.  D.  f 
New  Orleans 

Three  concepts  for  the  pathogenesis  of 
xanthomatous  lesions  of  tendon  sheaths 
have  been  reported.  From  an  analysis  of 
274  lesions  reported  in  the  literature  and 
70  cases  of  their  own  Galloway  and  asso- 
ciates 1 concluded  that  the  lesion  repre- 
sents essentially  xanthomatosis  arising  in 
the  presence  of  an  altered  cholesterol-cho- 
lesterol ester  ratio  and  repeated  minor 
trauma.  From  a study  of  a detailed  de- 
scription of  55  cases  of  tendon  sheath 
lesions  and  several  related  lesions  of  syno- 
vial membranes  of  .ioints  and  bursae, 
Jaffe  and  coworkers  ^ concluded  that  all 
these  lesions  are  essentially  variations  of 
the  same  process,  the  result  of  an  inflam- 
matory response  of  unknown  etiology,  and 
classified  them  as  pigmented  villonodular 
synovitis,  bursitis,  and  tenosynovitis.  They 
believed  the  basic  pathologic  process  to  be 
one  of  phagocytosis  and  fibrosis,  both  of 
which  are  characteristic  of  chronic  in- 
flammation. From  an  investigation  of  85 
cases  Wright  ^ concluded  that  xanthomas 
of  tendon  sheaths  and  synovial  membranes 
are  true  synovial  cell  neoplasms  and  pro- 
posed that  these  lesions  be  called  benign 
synoviomas. 

All  these  authors  agree  that  the  poly- 
hedral stromal  cell  is  the  essential  cell  of 
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the  lesion  and  that  its  phagocytic  nature 
is  responsible  for  the  variable  appearance 
of  the  tumor  through  the  formation  of 
foam  cells,  hemosiderin  filled  cells  and 
giant  cells.  Wright  pointed  out  that 
phagocytosis  is  a basic  function  of  a syno- 
vial cell  together  with  its  secretory  ability 
for  articular  lubrication.  Both  of  these 
qualities  seem  to  be  retained  in  the  neo- 
plastic cell  and  an  important  characteris- 
tic of  these  tumors  is  the  presence  of 
synovial  lined  clefts. 

The  histologic  appearances  of  five  le- 
sions of  tendon  sheaths  and  one  lesion  of 
a joint  will  be  described  and  compared 
with  the  descriptions  of  such  lesions  in 
the  literature. 

REPORT  OF  CASES 

Case  A^o.  1. — A white  woman,  aged  36  years, 
had  a small,  gradually  enlarging  mass  near  the 
proximal  interphalangeal  joint  of  the  right  ring 
finger.  This  had  been  noted  for  only  ten  days. 
The  tumor  was  locally  excised  from  the  sheath 
of  the  flexor  tendons.  It  was  less  than  1 centi- 
meter in  diameter,  oval  shaped  and  of  reddish 
color.  The  cut  surface  was  white  with  red  flecks. 
Microscopically,  the  lesion  consisted  of  loose, 
dense  nests  of  polyhedral  and  spindle  cells  resem- 
bling synovial  membrane  at  the  edges  of  the 
tumor  which  were  not  covered  by  a thin  fi- 
brous capsule.  Many  variable  sized  clefts  were 
foiTned  within  the  mass  and  were  lined  by  simi- 
lar synovial  appearing  cells.  Mitoses  were  com- 
mon. The  tumor  lacked  pigment,  foam  cell's  and 
giant  cells.  It  was  not  fibrotic  (Fig.  1). 

Case  No.  2. — A Negro  girl,  10  years  of  age,  had 
a mass  on  the  flexor  surface  of  the  right  index 
finger  for  about  six  weeks.  This  was  locally  ex- 


Figure 1.  Photomicrograph  (X  100)  of  a 10 
days’  old  tumor  which  shows  masses  of  poly- 
hedral and  spindle  cells  with  clefts  lined  by  syno- 
vial-like  cells  also  noted  at  the  edge  of  the  section. 


cised  and  found  attached  to  the  tendon  sheath 
of  the  flexor  tendons.  It  was  yellow  and  about  1 
centimeter  in  diameter.  Microscopically,  the  tis- 
sue consisted  of  closely  packed  spindle  and  poly- 
hedral cells  resembling  synovial  cells  at  the  edge 
of  the  section  which  was  not  covered  by  a thin 
fibrous  capsule.  Within  the  mass  were  many 
small  and  a few  large  clefts  which  were  lined  by 
similar  synovial  cells.  Mitotic  figures  were  com- 
mon and  giant  cells  were  also  prevalent.  Groups 
of  hemosiderin  containing  cells  were  numerous 
about  the  edge  of  the  mass.  Foam  cells  and 
fibrosis  were  not  observed  (Fig.  2). 

Case  No.  3. — A white  man  63  years  old  had  a 
mass  on  the  volar  surface  of  the  left  index  fin- 
ger for  at  least  four  months.  This  was  locally 
excised  from  its  attachment  to  the  flexor  tendon 
sheath.  The  tissue  was  firm  and  yellow  to 
orange  colored  with  translucent  areas.  Micro- 
scopically, the  tissue  was  composed  of  large 
nests  of  polyhedral  and  spindle  cells  which  re- 
sembled synovial  cells  at  the  edge  of  the  section. 


Figure  2.  Photomicrograph  (X  100)  of  a six 
weeks’  old  tumor  showing  masses  of  polyhedral 
cells  and  two  large  clefts  with  synovial-like  lin- 
ing. Giant  cells  and  pigment  are  also  noted. 

These  nests  were  separated  by  large  masses  or 
narrow  bands  of  typical  foam  cells.  Many  clefts 
were  found  which  were  lined  by  similar  synovial 
cells.  Mitotic  figures  were  not  found.  Giant 
cells  were  common  and  pigment  filled  cells  were 
in  scattered  groups.  No  fibrosis  was  noted 
(Fig.  3). 

Case  No.  h. — A white  woman,  aged  55  years, 
had  a mass  about  the  flexor  surface  of  the  proxi- 
mal phalanx  of  the  right  thumb  for  more  than 
four  months.  It  had  increased  in  size,  notably 
in  the  previous  three  weeks.  The  mass  was 
locally  excised  from  its  attachment  to  the  flexor 
tendon  sheath.  It  was  about  1.5  cm.  in  diameter 
and  was  pink  to  grey  in  color  with  many  small 
yellow  spots  on  the  cut  surface.  Microscopically, 
the  tissue  consisted  of  large  and  small  masses  of 
closely  packed  polyhedral  cells  separated  by 
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Figure  3.  Photomicrogi-aph  (X  100)  of  a four 
months’  old  lesion  showing  masses  of  polyhedral 
cells  separated  by  large  nests  of  foam  cells.  A 
cleft  is  seen  in  the  lower  part  of  the  section. 
Giant  cells  and  pigment  were  also  found  in  this 
tumor. 

thick  strands  of  collagenous  tissue.  Many  of 
these  nests  of  cells  contained  foam  cells  and 
pigment  filled  cell  groups.  Giant  cells  were 
numerous  as  well  in  these  nests  and  appeared  to 
be  in  clefts  foiTned  between  the  polyhedral  cells. 
No  mitoses  were  found  (Fig.  4). 


Figure  4.  Photomicrograph  (X  100)  of  an  old- 
er tumor  showing  polyhedral  cells  and  consider- 
able fibrosis.  Giant  cells  are  present  in  small 
clefts  within  the  polyhedral  cell  masses.  A large 
cleft  is  present  in  the  right  lower  corner. 

Case  No.  5. — A white  man,  aged  68  >ears,  had 
a mass  at  the  base  of  the  right  index  finger  for 
at  least  four  months.  It  was  excised  from  the 
flexor  tendon  sheath.  It  measured  5 by  3 cm. 
and  was  irregularly  lobulated,  firm,  grey-white 
in  color  with  many  yellow  patches  on  the  cut 
surface.  Microscopically,  the  tissue  consisted  of 
nests  of  polyhedral  cells  separated  by  strands  of 
collagenous  tissue.  These  nests  of  polyhedral 
cell's  in  many  areas  were  typical  foam  cells  and 


some  other  areas  were  filled  with  pigment  con- 
taining cells.  Giant  cells  were  common  among 
these  nests  and  giant  cells  frequently  filled 
numerous  small  clefts  lined  by  synovial  like  cells. 
No  mitoses  were  noted  (Fig.  5). 


Figure  5.  Photomicrograph  (X  100)  of  a tumor 
with  more  pronounced  fibrosis  separating  nests 
of  polyhedral  cells  which  are  almost  entirely 
foam  cells.  Many  giant  cells  are  also  present  in 
these  spaces  containing  foam  cells. 

Case  No.  6.-— A white  woman,  aged  35  years, 
had  had  pain  in  the  left  hip  for  about  three 
months.  Roentgenography  revealed  a bone  erod- 
ing lesion  outlined  by  sclerosis  of  bone  on  either 
side  of  the  joint.  Complete  synovectomy  with 
fusion  of  the  left  hip  joint  was  done.  The  syno- 
vial membrane  consisted  of  irregular  masses  of 
reddish-brown  shaggy  tissue,  some  of  which  ap- 
peared necrotic  and  others  granular.  There  were 
several  smooth  circumscribed  fragments  up  to  2 
by  1 cm.  which  were  golden  yellow  and  firm. 
The  tissue  removed  weighed  10  Gm.  Microscopic- 
ally, the  tissue  was  synovial  membrane  which  was 
greatly  thickened  and  thrown  into  innumerable 
villi.  Each  villus  contained  many  large  blood 
vessels.  Between  the  vessels  and  especially  in  the 
nodular  portions  of  the  tissue  were  masses  of 
polyhedral  cells  heavily  laden  with  hemosiderin. 
Similar  cells  without  hemosiderin  surrounded 
many  of  the  vessels.  Synovial  clefts  were  pres- 
ent within  these  masses  but  were  not  pi-ominent. 
Many  of  the  polyhedral  cells  appeared  to  be 
forming  foam  cells.  Giant  cells  were  inconspicu- 
ous. Mitoses  were  not  noted  (Fig.  6 and  7). 

DISOTSSION 

Examination  of  five  xanthomatous  le- 
sions from  tendon  sheaths  and  one  lesion 
from  a joint  synovial  membrane  has  led 
us  to  agree  with  the  concept  of  Wright.^ 
The  stromal  cell  is  a synovial  cell  in  neo- 
plastic growth  and  retains  its  synovial 
characteristics.  Portions  of  the  growths 
not  covered  by  fibrous  capsule  to  compress 
the  structure  have  the  cellular  arrange- 
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Figure  6.  Photomicrograph  (X  100)  of  a lesion 
from  the  synovial  membrane  of  the  hip  joint 
showing  pronounced  thickening  due  to  gi-owth  of 
polyhedral  cells  many  of  which  are  filled  with 
pigment.  The  vascularity  is  prominent. 


Figure  7.  Photomicrograph  (X  100)  of  a sec- 
tion from  a deeper  portion  of  the  tumor  shown 
in  Figure  6 shows  masses  of  polyhedral  cells 
containing  pigment  and  synovial-like  clefts.  The 
appearance  is  quite  similar  to  that  of  the  lesions 
shown  in  Figures  1 to  5. 

ment  of  synovial  membrane.  Wright  ^ has 
shown  that  this  portion  of  the  mass  is 
continuous  with  the  adjacent  synovial 
membrane  in  several  of  the  tumors  which 
he  described.  The  central  portions  of  the 
growth  contain  numerous  small  and  large 
spaces  clearly  lined  by  synovial  cells,  and 
frequently  giant  cells  are  seen  to  project 
into  these  spaces.  The  giant  cells  are  ap- 
parently formed  from  these  lining  synovial 
cells  and  as  well  from  among  the  stromal 
cells  of  the  tumor. 

Phagocytosis  is  pronounced  in  the  syno- 
vial cells  comprising  this  tumor.  Foam 
cells  and  hemosiderin  filled  cells  are  pres- 


ent in  all  but  the  youngest  of  these  tumors 
(Case  No.  1).  The  older  tumors  become 
considerably  fibrosed  perhaps  from  direct 
transformation  of  the  stromal  cells  into 
fibroblasts.  The  multipotential  nature  of 
the  synovial  cell  has  been  repeatedly  de- 
scribed.^ 

Accumulation  of  lipid  and  pigment  by 
these  cells  is  generally  considered  to  be  a 
result  of  trauma  and  maturation  of  the 
tumor.  Stewart  ® was  one  of  the  first  to 
point  out  that  accumulation  of  lipid  by  a 
cell  which  is  essentially  a histiocyte  is  not 
unusual.  F’ibrosis  seems  to  be  an  aging 
process  and  is  a reflection  of  the  synovial 
cell  characteristic  to  differentiate  into 
other  cell  types.  Fibrosis  can  thus  be  con- 
sidered as  a healing  response  and  the  for- 
mation of  foam  cells  as  an  index  of  the 
chronicity  of  the  lesion.  The  first  two 
tumors  described  are  the  youngest  and 
they  do  not  show  either  foam  cells  or 
fibrosis. 

Stewart  ^ also  suggested  that  the  term 
xanthoma  is  a misnomer  for  this  lesion 
and  listed  numerous  tumors  which  contain 
foam  cells  yet  are  not  xanthomatous. 
Since  the  lesions  of  Case  No.  1 and  Case 
No.  2 do  not  show  foam  cells,  it  is  diffi- 
cult to  include  this  lesion  among  the 
essential  xanthomatoses  as  advised  by  Gal- 
loway and  associates.^ 

The  lesion  described  in  Case  No.  6 
shows  the  similarity  of  the  process  devel- 
oping in  a large  synovial  membrane  in  the 
hip  joint.  The  unhampered  growth  of  the 
tissue  into  a joint  space  where  it  is  sub- 
ject to  greater  trauma  probably  accounts 
for  the  more  diffuse  growth  and  greater 
accumulations  of  hemosiderin  filled  cells 
than  in  the  more  confined  lesion  of  a small 
tendon  sheath. 

The  process,  as  seen  in  the  cases  herein 
reviewed,  would  seem  to  be  true  neoplasia 
of  synovial  cells  and  should  be  considered 
a benign  synovioma.  The  benign  nature 
of  these  lesions  is  generally  accepted  but 
recurrences  are  common  unless  they  are 
completely  excised.  Stewart  reported  a 
recurrence  rate  of  48  per  cent  in  his  85 
cases.  One  of  our  patients  (Case  No.  3) 
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has  a recurrent  mass  at  the  operative  site. 
Metastases  have  not  been  reported  but 
instances  of  malignant  synovioma  have 
been  found  in  the  sites  where  benign  syno- 
viomas more  commonly  occur.  Because 
malignant  and  benign  lesions  of  this  type 
are  so  similar,  careful  histologic  study  is 
mandatory. 

SUMMAKV 

Five  “xanthomas”  of  tendon  sheaths  and 
a similar  lesion  of  a joint  synovial  mem- 
brane have  been  described. 

The  lesion  has  the  characteristics  of  true 
neoplasia. 

The  characteristic  feature  is  the  poly- 
hedral cell  stroma  which  differentiates 
into  synovial  lined  spaces  within  the  tu- 
mor. Variations  in  the  appearance  of  the 
tumor  are  due  to  the  developmental  age 
of  the  lesion. 

The  lesion  should  be  considered  as  a 
benign  synovioma  but  current  popular 
usage  prefers  the  term  “xanthoma.” 
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SEXUAL  IMPOTENCE  * 

IRVING  J.  GLASSBERG,  M.  D. 

New  Orleans 

As  a practicing  urologist,  one  is  often 
drawn  into  conversation  by  friends,  both 
professional,  and  nonprofessional  on  the 
subject  of  sexual  impotence.  The  second 
group,  usually  in  the  vicinity  of  fifty  years 
of  age,  or  older,  is  very  jocular  about  the 
matter,  and  broad  hints  are  given  to  the 
effect  that  one  is  privy  to  some  esoteric 
and  mystic  secrets  which  can  produce  an 
immediate  and  gratifying  return  to  a 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  in 
New  Orleans,  May  3,  1956. 


youthful  state  upon  request.  Professional 
colleagues,  on  the  other  hand,  casually  in- 
quire as  to  what  may  be  new  in  the  treat- 
ment of  the  condition,  and,  before  a reply 
is  forthcoming,  launch  at  once  into  an 
exposition  of  their  own  favorite  theories 
and  practices.  All  of  which  forces  us  to 
conclude  that  the  annoying  problem  is 
still  with  us,  as  urgently  as  always.  For, 
indeed,  the  patient  suffering — and  I use 
the  word  deliberately — from  sexual  impo- 
tence has  presented  a strenuous  challenge 
to  the  physician  since  the  dim  days  of 
antiquity.  Medical  history,  for  those  of 
you  who  enjoy  studying  it,  is  replete  with 
curious  and  bizarre  attempts  at  cure  since 
the  distant  past.  One  can  well  believe, 
then,  that  the  modern  practitioner  of  the 
art  of  healing  is  performing  a traditional 
gesture  when  he  throws  up  his  hands  in 
frustration  and  perplexity  while  striving 
to  cure  the  impotent  male.  Nevertheless, 
we  have  made  some  progress,  and  the 
problem  has  become  more  soluble  as  our 
knowledge  and  skill  have  advanced.  Diver- 
gent views  among  doctors  persist,  how- 
ever. Some  hold  all  such  cases  to  be 
psychic  in  origin,  while  others  insist  that 
behind  the  psychic  element  lies  an  ever- 
present lesion.  It  is  the  purpose  of  this 
essay  to  present  a view  attempting  sys- 
tematically to  integrate  these  disparate 
ideas.  The  opinions  have  been  formed 
from  personal  experience  with  cases  in 
private  practice.  I shall  not  review,  here, 
the  extensive  literature. 

Let  us  define  impotence  as  that  state 
in  which  the  male,  after  puberty,  is  unable 
satisfactorily  to  perform  intercourse.  This 
is  broad,  inclusive,  and  without  subtlety. 
It  presents  simply  and  accurately  the 
patient’s  complaint. 

A word  of  caution  at  the  outset — be  pre- 
pared to  give  these  patients  time,  if  you 
accept  them  for  treatment.  A five  minute 
consultation  does  not  suffice,  and  the  ap- 
plication of  a routine  therapy  for  all  pa- 
tients is  pernicious  and  unsupportable. 
With  these,  of  all  patients,  the  cloth  must 
be  cut  to  fit  the  pattern.  One  should  de- 
cide early  just  what  is  expected  and 
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desired  by  the  patient,  and,  after  that, 
whether  or  not  one  feels  capable  of  satis- 
fying the  requirements.  If  the  patient’s 
request  seems  obviously  beyond  one’s  skill, 
as  in  the  case  of  a seventy-year-old  man 
who  limped  into  my  office  assisted  by  a 
cane  and  held  the  receiver  of  his  hearing- 
aid  apparatus  close  to  me  for  my  shouted 
replies,  it  is  best  to  practice  discretion  and 
modesty.  In  such  a case,  valor  is  insuffi- 
cient. We  are  still  disciples  of  a limited 
art. 

At  the  first  consultation,  a patient  and 
searching  history  must  be  obtained.  One 
does  not  waste  time  with  ribald  jokes,  as 
not  only  has  the  patient  already  heard 
them  all,  but  also  his  tide  of  humor  is  at 
low  ebb  at  the  moment.  Instead,  one  seeks 
to  learn  all  that  can  be  elicited,  with  great- 
est emphasis  on  two  points  — the  cir- 
cumstances attending  early  failures,  and 
whether  or  not  an  adequate  erection  has 
ever  occurred  day  or  night,  expected  or 
surprising,  planned  or  unplanned,  since  on- 
set of  the  condition. 

The  circumstances  are  of  primary  im- 
portance. One  must  know  whether  pain 
or  other  physical  discomfort,  fatigue,  or 
anxiety  were  present.  Business  cares,  lack 
of  privacy,  guilty  conscience,  distaste  for 
partner,  or  simple  waning  of  libido  with 
passing  yeai’S — any  of  these  and  their 
ramifications  should  be  known.  Often  the 
patient  has  forgotten,  or  wilfully  conceals, 
such  important  and  necessary  bits  of  in- 
formation in  his  history,  and  adroit  ques- 
tioning can  assist  him  in  recalling  or  ad- 
mitting them.  The  patient  should  be  told 
finnly  that  complete  candor  on  his  part 
is  indispensable.  Not  infrequently,  this 
admonition  serves  to  favor  disclosure  of 
the  pertinent  data  most  desired.  At  the 
same  time,  the  physician  is  able  to  esti- 
mate whether  he  is  faced  with  a case  of 
fixed  impotence,  or  with  a simple  single 
and  transitory  failure.  Such  occasional 
failures  can,  of  course,  beset  any  man,  be 
he  lusty  youth,  deliberate  middle-ager,  or 
still  vigorous  oldster.  Should  such  be  the 
case,  extensive  treatment  is  unnecessary, 
and  some  good  counsel  is  all  that  one  need 


provide.  If  the  complaint  is  that  of  con- 
tinuous failure,  further  consideration  is 
in  order. 

In  regard  to  the  second  major  point,  it 
must  be  reiterated  time  and  again  to  the 
patient  that  a single  perfect  erection  is 
incontrovertible  evidence  of  the  intrinsic 
competence  of  the  mechanism  of  erection. 
Once  comprehended  by  him,  the  battle, 
if  not  half-won,  is  at  least  well  begun,  for 
it  is  well  known  that  man’s  fear  of  bald- 
ness, or  corpulence,  or  other  marks  of 
physical  ageing,  are  as  nothing  compared 
to  his  fear  of  impotence.  If  he  can  be 
assured  from  the  beginning  of  care  that 
he  is  basically  sound  in  body,  the  ground- 
work for  cure  is  already  solidly  prepared. 

One  may  also  take  advantage  of  this 
phase  of  the  consultation  to  relieve  the 
patient  of  any  misconceptions  he  may  en- 
tertain regarding  the  possible  causal  role 
of  coffee,  tobacco,  liquor,  or  other  agent 
which  he  assumes,  or  has  been  told,  is  at 
fault  in  his  case. 

In  questioning  the  patient  about  his 
sexual  practices  and  habits,  names  must 
be  named  and  spades  so  designated.  Do 
not  assume,  for  instance,  that  the  patient 
understands  the  physiological  distortion 
and  pernicious  results  arising  from  the 
practice  of  withdrawal.  Inquire.  You  may 
be  surprised.  Learn  also  what  misinfor- 
mation he  may  have  about  normal  sex 
practice  in  general.  We,  here,  are  well- 
acquainted  with  the  traditional  confusing 
explanations  and  revelations  that  we  re- 
ceived in  the  days  of  our  boyhood  and 
youth.  The  drug-store  and  vacant  lots 
still  have  their  gatherings  of  youngsters. 
To  alter  and  rectify  this  incorrect  infor- 
mation will  require  time,  but  it  also  will 
provide  keys  to  the  individual  problem. 
Every  patient  should  understand  that  sex- 
ual athletecism  is  in  the  province  of  sex- 
ual athletes,  and  that,  just  as  all  of  us  are 
not  uniformly  skilled  to  perform  superi- 
orly in  athletic  games,  so  all  of  us  are  not 
equal  in  our  sexual  potentials.  He  must  be 
helped  to  realize  that  each  man  should  be 
a law  unto  himself,  based  upon  his  own 
endowments,  and  impressions  gained  from 
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hearsay  about  the  performances  of  others 
are  not  applicable,  nor  to  be  emulated. 

With  one  notable  and  important  ex- 
ception, the  physical  examination  cannot 
be  expected  to  yield  information  of  much 
value.  The  exception  is,  of  course,  the 
prostate  and  its  companion  seminal  ves- 
icles and  contained  posterior  urethra.  In- 
flammatory processes  in  this  area  can  be 
the  source  of  much  physiological  mischief 
on  occasion,  and  the  possibility  should  not 
be  forgotten.  One  may  find  every  degree 
of  inflammation  from  mild  to  severe,  in 
the  prostate,  or  seminal  vesicles,  or  about 
the  veru  montanum.  Although  it  is  easy 
to  fall  into  the  error  of  assuming  that  the 
demonstration  of  the  inflammation  has 
thereby  disclosed  the  cause  of  the  com- 
plaint, it  is  nevertheless  equally  unfortu- 
nate to  disregard  the  possible  contribu- 
tory role  played  by  such  change,  and  by 
such  disregard,  fail  to  give  indicated  treat- 
ment. 

When  the  physician  is  satisfied  that  the 
diagnosis  is,  indeed,  that  of  a given  type 
of  impotence,  the  selection  and  design  of 
the  treatment  is  in  order.  In  most  cases, 
this  results  in  the  use  of  both  physical  and 
medicative  elements,  in  conjunction  with 
instruction  concerning  normal  physiology 
and  function.  One  should  avoid,  however, 
being  too  complex  or  erudite  in  explana- 
tion, as  the  patient’s  technical  comprehen- 
sion is  necessarily  limited. 

When  prostatitis  is  found,  massage  of 
the  gland  is  helpful.  However,  permit  me 
to  emphasize  that  unless  improvement  is 
prompt  and  dramatic,  treatment  should 
not  exceed  three  or  four  visits.  Prolonged 
massage  has  never  cured  an  impotent  pa- 
tient in  my  experience.  A few  treatments 
will  relieve  congestion,  which  is  all  that 
one  can  hope  to  do  at  this  point.  During 
the  first  few  days,  it  is  of  value  to  pre- 
scribe a sulfa  pi’eparation  as  a prophylac- 
tic measure  against  an  exacerbation  of 
acute  prostatitis.  The  antibiotic  drugs 
have  no  special  value  here,  and  need  not 
be  used.  It  should  be  recalled  that,  quite 
often,  no  pus  is  obtained  from  the  gland 
at  first,  or  second  massage,  but  does  ap- 


pear soon  after.  When  this  occurs,  drain- 
age has  been  established,  and  from  the 
standpoint  of  the  impotence,  further 
treatment  of  the  gland  is  superfluous. 

In  addition  to  prostatitis,  some  patients 
present  congestive  inflammation  of  the 
veru  montanum,  or  hypertrophy  or  poly- 
posis of  this  structure.  Endoscopy  will 
demonstrate  such  conditions,  but  is  not 
usually  necessary.  Instead,  the  passage  of 
a medium-sized  sound,  perhaps  22  French, 
will  serve  to  treat  such  a state,  particular- 
ly if  followed  by  the  instillation  of  a mild 
silver  nitrate  solution  into  the  posterior 
urethra  by  means  of  a Keyes  instillator. 
Anyone  who  can  pass  a sound,  can  also 
pass  the  latter  instrument.  Unless,  again, 
almost  immediate  improvement  is  noted, 
desist.  Continuous  treatment  is  not  justi- 
fied. Be  parsimonious  here.  It  is  best  to 
discontinue  all  treatment  as  soon  as  the 
desired  result  is  obtained,  as  there  is  no 
experience  to  justify  prolonged  treatment 
for  maintenance  value  in  the  usual  case. 
If  recurrence  of  the  condition  follows  ces- 
sation of  treatment,  occasional  repetition 
may  be  tried.  However,  one  may  well 
wonder  at  this  time  whether  the  treat- 
ment, or  the  idea  thereof,  is  the  effective 
component. 

The  androgenic  hormone  has  failed  to 
be  of  value  in  the  cases  under  my  care, 
and  has  been  discarded.  Having  been  con- 
sulted by  patients  wdth  testicular  dimen- 
sions from  small  to  large,  and  with  phy- 
sical characteristics  from  masculine  to 
effeminate,  it  has  become  apparent  that 
correlation  is  lacking.  Trials  of  the  medi- 
cation supported  the  suspicion,  for  the  less 
virile  types  did  no  better  than  their  more 
imposing  brothers — who  did  not  do  well 
at  all. 

Anesthetic  ointments  for  local  applica- 
tion to  reduce  sensitivity  and  retard  reac- 
tion have  also  proved  to  be  ineffective. 
It  might  seem  that,  for  cases  of  premature 
ejaculation  and  transient  erection,  such 
ointments  would  logically  be  indicated. 
Their  use  has  not  confirmed  the  reasoning, 
and  their  failure  has  been  splendid  and 
complete. 
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This  essayist  has  not  employed  any  of 
the  surgical  procedures  that  have  been  de- 
vised for  the  treatment  of  impotence.  Pli- 
cation of  perineal  musculature,  reduction 
of  speed  of  vascular  drainage  by  inter- 
fering with  dorsal  vein,  implantation  of 
firm  substances,  such  as  cartilage — all 
these  have  been  used.  They  might  be  of 
value  in  some  cases. 

All  of  these  patients  are  anxious,  if  not 
actually  frightened.  For  relief  of  these 
unsettled  emotional  states,  the  mood-modi- 
fying drugs  are  of  distinct  value.  Of  these, 
those  which  relax,  rather  than  stimulate, 
seem  most  helpful.  Here  again,  however, 
medication  should  be  brief — certainly  no 
more  than  a week  or  ten  days.  Prolonged 
medication  has  not  proved  fruitful. 

While  it  is  not  the  intent  of  this  writer, 
nor  the  purpose  of  this  paper,  to  invade 
the  realm  of  the  psychiatrist,  it  seems 
quite  proper  for  us  who  practice  ih  other 
fields  to  give  elementary  psychiatric  assis- 
tance to  our  patients,  within  the  limits  of 
our  ability.  Banal  and  trite  though  it  may 
be,  it  still  must  be  said  that  we  should 
treat  the  whole  patient,  not  the  isolated 
tract.  Furthermore,  many  patients  are  not 
prepared  to  undertake  formal  psychiatric 
study  and  treatment,  for  reasons  of  purse 
or  preference.  Since  the  psychic  factor 
bulks  so  large  in  these  cases,  it  is  well  to 


give  the  patients  some  elementary  in- 
struction as  to  what  constitutes  an  order- 
ly sexual  life.  This  may  be  an  uncongenial 
task  for  the  physician,  but  it  is  sorely 
needed  by  the  patient.  One  will  often  be 
astonished  if  not  exasperated,  by  the  im- 
mature conception  of  normal  sex  practice 
in  adult  males.  Warn  the  patient  against 
trial  performances.  He  should  be  advised 
not  to  attempt  coitus  unless  the  urge  is 
strong  and  not  to  be  put  aside.  He  should 
know  that  there  is  no  established  fre- 
quency of  copulation  for  all  men,  and  that 
his  own  involuntary  rhythmic  physiologic 
impulses  are  his  best  guides.  He  should 
be  relieved  of  the  belief  that  systematic 
coitus  is  necessary  to  health,  as  is  believed 
by  so  many.  This  false  concept  is  kin  to 
the  homage  paid  regular  use  of  laxatives. 

It  is  my  feeling  then,  that,  though  no 
panacea  is  yet  known  for  the  triumphant 
cure  of  all  cases  of  impotence,  a reasoned 
Approach  to  the  problem  can  be  made, 
and  that  methodical  unravelling  of  the 
tangled  elements  can  be  performed  by  the 
average  practitioner.  Once  that  is  done, 
gentle  and  intelligent  use  of  the  simple 
methods  I have  recounted  will  yield,  I 
firmly  believe,  a satisfactory  result  in 
many  cases.  In  none  have  I found  pro- 
longed care  either  rewarding  or  justified 
in  the  final  result. 
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PHYSICIANS’  SUPPORT  FOR  THE 
AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 

Physicians’  support  for  the  American 
Medical  Education  Foundation  is  as  urg- 
ently needed  today  as  when  it  was  first 
proposed.  In  January  1951,  the  sugges- 
tion was  made  in  these  columns  that  the 
medical  profession  contribute  to  the  sup- 
port of  medical  schools  in  order  that  their 
deficiencies  might  be  met  and  that  they 
might  not  fall  into  socialist  domination 


by  way  of  government  support  with  tax 
money.  During  that  year  the  American 
Medical  Association  sponsored  the  Ameri- 
can Medical  Education  Foundation,  to 
raise  funds  from  the  medical  profession. 
Among  a different  group  of  public  citi- 
zens, the  National  Fund  for  Medical  Edu- 
cation was  organized  to  seek  contributions 
from  business,  industry,  and  other  seg- 
ments of  our  society.  Through  the  efforts 
of  their  committees,  the  American  Medi- 
cal Education  Foundation  and  the  Nation- 
al Fund  for  Medical  Education  have  pro- 
vided almost  seven  million  dollars  in  the 
form  of  unrestricted  grants  to  the  nation’s 
medical  schools  since  1951.  Of  this,  the 
medical  profession  has  pi'ovided  slightly 
more  than  50  per  cent  of  the  moneys  dis- 
tributed to  date. 

Impi’essive  as  this  total  is,  much  more 
is  needed  if  we  are  to  keep  the  medical 
schools  operating  in  an  atmosphere  of 
freedom.  The  reasons  for  this  situation 
are  quite  simple.  Excessive  taxation  has 
reduced  money  available  for  endowment. 
Following  this,  a further  reduction  in 
medical  school  resources  came  with  the 
declining  purchasing  power  of  the  dollar. 
The  latter  resulted  from  the  era  of  prof- 
ligate spending,  deficit  financing,  and  in- 
flation of  the  currency,  which  is  now 
going  on.  With  restriction  of  their  re- 
sources, medical  schools  had  great  diffi- 
culty in  holding  adequate  faculties,  both 
full  and  part-time,  because  of  low  aca- 
demic salaries.  Basic  operating  expenses 
doubled  during  the  past  ten  years  and 
are  still  on  the  increase.  Student  tuition 
provides  only  about  one-fifth  of  the  actual 
cost  of  educating  a physician.  Still  fur- 
ther adding  to  the  expense  of  medical 
education  is  the  fact  that  there  is  more 
medicine  to  teach  and  more  staff  members 
are  required  to  teach  it.  In  the  past  two 
decades  there  are  many  specialized  pro- 
cedures and  subdivisions  in  the  field  of 
medicine  which  require  particular  sup- 
port. Provision  for  these,  increases  the 
total  staff  and  the  total  expense. 

A goal  of  two  million  dollars  a year  has 
been  set  as  the  contribution  from  physi- 
cians through  the  American  Medical  Edu- 
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cation  Foundation.  Just  over  half  this  an- 
nual sum  was  provided  in  1954.  It  is  esti- 
mated that  a total  of  ten  million  a year 
will  be  needed,  and  the  remaining  eight 
million — it  is  hoped — will  be  raised  from 
business,  industry,  and  other  sources.  In 
1954,  fifty-seven  thousand  physicians,  or 
28  per  cent  of  the  profession,  made  fi- 
nancial gifts  to  medical  education,  either 
through  their  alumni  associations  or 
through  the  A.  M.  E.  F.  Other  medical 
sources  beside  individual  gifts  from  physi- 
cians have  been  contributed  by  some  State 
Associations  who  raised  dues,  and  many 
worthy  units  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

The  welfare  and  independence  of  our 
medical  schools  is  at  stake  in  this  pro- 
gram. Without  its  continued  and  success- 
ful support,  the  schools  will  be  forced 
either  to  dilute  the  quality  of  the  teaching 
provided,  or  accept  needed  funds^  from 
federal  sources.  Either  alternative  is  un- 
desirable. In  order  to  have  future  mem- 
bers of  the  medical  profession  who  will 
qualify  to  carry  on  the  traditions  that 
medicine  has  inherited,  and  to  discharge 
its  obligation  to  posterity,  funds  must  be 
provided.  If  the  schools  became  dependent 
upon  fedei'al  tax  money,  socialism  as  a 
whole,  and  socialization  of  medicine  in 
particular,  would  become  an  accomplished 
fact  in  less  than  two  generations. 


Where  many  other  countries  have  looked 
in  time  of  financial  stress  to  their  central 
governments  for  legislation  to  solve  their 
social  problems  and  medical  needs,  we,  in 
the  United  States  wish  to  continue  to  rely 
upon  the  intelligence  and  generosity  of 
the  individual,  including  the  physician 
himself,  to  furnish  the  necessary  funds  to 
meet  these  needs.  The  preeminence  of 
American  medicine  today  is  the  result  of 
capability  and  initiative  in  a free  atmos- 
phere. Private  philanthropy  must  provide 
the  means  by  which  this  can  continue. 

Medical  education  is  the  most  expensive 
that  there  is.  Many  reasons  make  it  so. 
Long  periods  of  training,  expensive  lab- 
oratory equipment,  high  ratio  of  teacher 
to  student,  together  with  the  many  com- 
plicated and  highly  technical  procedures 
recently  introduced  into  medical  practice. 
Our  national  health  is  not  the  bounty  of 
the  Creator,  but  a product  of  many  fac- 
tors that  go  to  make  for  healthy  living, 
above  all  good  medical  care.  The  doctors 
who  provide  this  care  and  the  medical 
schools  which  train  them  are  essential. 
Neither  can  continue  without  adequate  fi- 
nancial support. 

The  individual  physician  can  give  to 
the  American  Medical  Education  Founda- 
tion directly  or  he  can  give  through  his 
alumni  organization.  The  important  thing 
is  that  he  should  give. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


DIABETES  DETECTION  DRIVE 
REQUESTS  DOCTORS  COOPERATION 

The  Committee  on  Diabetes  of  the  Louisiana 
State  Medical  Society  wishes  to  have  each  physi- 
cian test  patients’  urine  specimens  for  sugar,  free 
as  a contribution  to  the  Diabetes  Detection  Drive, 
to  be  held  November  13-19,  1955.  The  Commit- 
tee would  like  a report  of  the  number  of  patients 
tested  during  that  week  and  the  number  of  posi- 
tive reactions  obtained. 


If  there  is  a Parish  or  District  Committee  on 
Diabetes  in  the  community  this  information  should 
be  sent  to  them  direct. 

Literature  regarding  the  Diabetes  Detection 
Drive  will  be  sent  to  each  doctor  and  he  is  re- 
quested to  place  the  small  leaflet  entitled  Check 
Facts  on  the  waiting  room  table. 

Free  Clinitest  or  Galitest  powder  are  available 
on  request  directly  to  the  Committee.  Please  ad- 
dress communications  to  Dr.  Daniel  W.  Hayes, 
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Chairman,  Committee  on  Diabetes,  Louisiana 
State  Medical  Society,  1430  Tulane  Avenue,  New 
Orleans  12,  Louisiana. 


MEDICAL  SCHOOLS  MAY  FACE 
RECRUITMENT  PROBLEM 

American  medical  schools  set  all-time  enroll- 
ment and  graduation  records  in  1954-55,  but 
they  may  face  a student  recruitment  problem  in 
the  next  few  years,  according  to  a report  by  the 
American  Medical  Association. 

Prepared  by  the  A.M.A.’s  Council  on  Medical 
Education  and  Hospitals,  the  55th  annual  report 
on  medical  education  said  1954-55  was  a year  of 
“steady  progress”  in  various  phases  of  medical 
education. 

An  enrollment  problem  may  result  because  ap- 
plications to  medical  schools  have  been  decreas- 
ing for  the  past  five  years.  However,  the  de- 
crease this  year  was  smaller,  and  it  is  hoped  that 
a plateau  has  been  reached.  In  the  meantime, 
some  schools  may  have  difficulty  in  filling  all 
available  openings  with  qualified  students. 

Only  16.8  per  cent  of  the  entering  class  in 
1954-55  had  an  “A”  college  record,  while  69  per 
cent  had  “B”  and  14.2  per  cent  had  “C”. 

There  were  6,977  physicians  graduated  last 
year  from  75  approved  four-year  medical  schools. 
This  is  the  sixth  consecutive  year  that  a gradu- 
ation record  has  been  set.  There  has  been  an 
increase  of  over  1,400  in  the  number  of  gradu- 
ates since  1950. 

Next  year’s  class  probably  will  be  slightly 
smaller.  However,  the  report  said  any  decrease 
will  be  “only  an  incident”  in  a continually  ex- 
panding number  of  graduates  in  years  ahead, 
since  classes  scheduled  for  graduation  in  subse- 
quent years  are  somewhat  larger  than  next  year’s. 
Seven  more  schools  will  be  graduating  physicians 
by  1960. 

Four  are  new  schools  just  opened  or  in  various 
stages  of  development;  Albert  Einstein  College  of 
Medicine  at  Yeshiva  University,  New  York  City; 
University  of  Miami  Medical  School,  Coral  Gables, 
Fla.;  Seton  Hall  College  of  Medicine,  Jersey  City, 
N.  J.,  and  University  of  Florida  School  of  Medi- 
cine, Gainesville,  Fla. 

The  other  three  are  two-year  basic  medical 
science  schools  that  are  expanding  their  programs 
to  four  years:  University  of  Mississippi  School  of 
Medicine,  Jackson,  Miss. ; University  of  Missouri 
School  of  Medicine,  Columbia,  Mo.,  and  West  Vir- 
ginia University  School  of  Medicine,  Morgantown, 
W.  Va. 

Eighty-two  per  cent  of  the  first  year  class  in 
1954-55  will  be  liable  for  military  service  on 
completion  of  medical  school  and  internship  train- 
ing. Seventy-three  per  cent  of  the  class  graduated 
in  June,  1955,  was  liable  for  such  service,  the  re- 
port said. 

Total  enrollment  in  American  medical  schools 
during  1954-55  was  28,583. — an  increase  of  356 


over  the  preceding  year.  Approximately  two- 
thirds  of  the  increase  is  accounted  for  by  the 
addition  of  the  University  of  California  School 
of  Medicine,  Los  Angeles,  to  the  approved  list. 

The  entering  class  of  7,576  in  the  nation’s 
medical  schools  was  the  largest  ever  enrolled. 
This  was  an  increase  of  127  over  the  preceding 
year.  Half  of  the  increase  in  the  entering  class 
was  accounted  for  by  the  addition  of  a first  year 
class  at  the  newly  approved  California  school. 

The  number  of  individuals  other  than  under- 
graduate medical  students  who  received  all  or 
part  of  their  instruction  from  medical  faculties 
was  twice  as  great  as  the  total  number  of  under- 
graduate medical  students.  These  include  stu- 
dents in  dentistry,  pharmacy,  nursing,  medical 
technology,  and  arts  and  science,  interns,  resi- 
dents, physicians  working  for  advanced  degrees, 
and  other  graduate  students  in  the  basic  sciences. 

The  report  also  said  projected  1955-56  bud- 
gets show  there  has  been  a “modest  improvement” 
in  medical  school  financing. 

Approximately  95  per  cent  of  support  of  im- 
portant research  now  conducted  in  medical  schools 
is  made  possible  and  is  dependent  upon  grants- 
in-aid  from  outside  agencies.  Estimates  for  1955- 
56  indicate  that  outside  agencies  will  give  about 
$54.5  million  to  medical  schools  for  the  support 
of  research  activities  and  slightly  over  $7  million 
for  special  teaching  programs. 

This  is  in  addition  to  the  estimated  $98  million 
from  tuition,  endowment  income,  legislative  ap- 
propriation, gifts  and  grants  that  support  the 
basic  teaching  programs  of  the  medical  schools. 

More  than  $2  million  was  given  to  medical 
schools  during  1954  by  the  National  Fund  for 
Medical  Education.  This  fund  is  supported  by 
business  and  industry  and  by  physicians  who  con- 
tribute to  the  fund  through  the  American  Medi- 
cal Education  Foundation.  The  A.M.A.  annually 
gives  a direct  contribution  to  the  foundation. 

During  1954-55  completed  construction  by 
medical  schools  totaled  more  than  $99  million  and 
construction  initiated  totaled  more  than  $80  mil- 
lion. In  addition,  many  hospitals  and  clinic  fa- 
cilities used  in  teaching  were  financed  by  govern- 
ment or  private  funds  and  not  by  the  schools. 

There  are  251  faculty  vacancies  reported  for 
the  1955-56  session — seven  less  than  in  1954-55. 
In  view  of  the  new  schools  and  new  faculty  ap- 
pointments, this  slight  improvement  is  perhaps 
more  significant  than  it  appears,  the  report  said. 

There  were  1,537  women  attending  medical 
school.  This  was  a slight  increase  over  the  pre- 
vious year.  The  345  women  graduates  was  the 
smallest  number  since  1947. 

The  year  witnessed  the  largest  recorded  at- 
tendance— 105,466 — at  1,719  short  courses,  con- 
ferences, assemblies,  seminars,  and  study  and 
circuit  courses  for  practicing  physicians  washing 
additional  training. 
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NARCOTICS 

The  following  is  a statement  of  the  amended 
regulations  of  the  Federal  Commissioner  of  Nar- 
cotics concerning  the  prescribing  orally  (by  tele- 
phone) of  narcotic  drugs. 

FINDING  AND  DESIGNATION  OF  NARCOTIC 
DRUGS  AND  COMPOUNDS  OF  NARCOTIC 

DRUGS  SUBJECT  TO  ORAL  PRESCRIPTION 

PROCEDURE 

Pursuant  to  authority  delegated  by  Treasury 
Department  Order  No.  180-2  (19  F.  R.  6399), 
and  under  section  7 of  the  act  of  August  31,  1954 
(68  Stat.  1001);  26  U.  S.  C.  4705),  and  article 
172  of  Narcotic  Regulations  5 (26  CFR  151.172; 
20  F.  R.  1132),  the  following  narcotic  drugs  and 
compounds  of  narcotic  drugs  are  hereby  found 
and  designated  to  possess  relatively  little  or  no 
addiction  liability: 

§ 151.172a.  Narcotic  drugs  and  compounds  for 
which  oral  prescription  is  authorized.  (a)  Any 
isoquinoline  alkaloid  of  opium  or  any  salt  of  any 
such  isoquinoline  alkaloid,  alone  or  in  combina- 
tion with  other  active,  non-narcotic  medicinal  in- 
gredients. 

(b)  Apomorphine  or  any  salt  thereof,  alone  or 
in  combination  with  other  active,  non-narcotic 
medicinal  ingredients. 

(c)  N-allyl-normorphine  (Nalorphine,  Nalline) 
or  any  salt  thereof,  alone  or  in  combination  with 
other  active,  non-narcotic  medicinal  ingredients. 

(d)  Any  compound  consisting  of  methylmor- 
phine  (codeine)  or  of  any  salt  thereof  with  an 
equal  or  greater  quantity  of  any  isoquinoline 
opium  alkaloid  or  salt  thereof,  where  the  content 
of  methylmorphine  or  any  salt  thereof  does  not 
exceed  eight  grains  per  fluid  ounce  or  one  grain 
per  dosage  unit  of  the  compound. 

(e)  Any  compound  consisting  of  methylmor- 
phine (codeine)  or  of  any  salt  thereof  with  one 
or  more  active,  non-narcotic  ingredients  in  recog- 
nized therapeutic  amounts,  where  the  content  of 
methylmorphine  or  salt  thereof  does  not  exceed 
eight  grains  per  fluid  ounce  or  one  grain  per 
dosage  unit  of  the  compound. 

(f)  Any  compound  consisting  of  dihydroco- 
deinone  (Hydrocodone,  Dicodid,  Hycodan)  or  of 
any  salt  thereof  with  a four-fold  or  greater  quan- 
tity of  any  isoquinoline  opium  alkaloid  or  salt 
thereof,  where  the  content  of  dihydrocodeinone 
or  any  salt  thereof  does  not  exceed  one  and  one- 
third  grains  per  fluid  ounce  or  one-sixth  grain 
per  dosage  unit  of  the  compound. 

(g)  Any  compound  consisting  of  dihydroco- 
deinone (Hydrocodone,  Dicodid,  Hycodan)  or  any 
salt  thereof  with  one  or  more  active,  non-narcotic 
ingredients  in  recognized  therapeutic  amounts, 
were  the  content  of  dihydrocodeinone  or  of  any 
salt  thereof  does  not  exceed  one  and  one-third 
grains  per  fluid  ounce  or  one-sixth  grain  per 
dosage  unit  of  the  compound. 

(h)  Any  compound  consisting  of  dihydrohy- 


droxycodeinone  (Oxycodone,  Eucodal)  or  any 
salt  thereof  with  one  or  more  active,  non-narcotic 
ingredients  in  recognized  therapeutic  amounts, 
where  the  content  of  dihydrohydroxycodeinone 
or  of  any  salt  thereof  does  not  exceed  two-thirds 
grains  per  fluid  ounce  or  one-twelfth  grain  per 
dosage  unit  of  the  compound. 

(i)  Any  compound  consisting  of  ethylmor- 
phine  (Dionin)  or  of  any  salt  thereof  with  one 
or  more  active,  nonnarcotic  ingredients  in  recog- 
nized therapeutic  amounts,  where  the  content  of 
ethylmorphine  or  any  salt  thereof  does  not  ex- 
ceed one  and  one-third  grains  per  fluid  ounce  or 
one-sixth  grain  per  dosage  unit  of  the  compound. 

Because  the  finding  and  designation  made  by 
this  Treasury  decision  relieves  restrictions,  it  is 
found  unnecessary  to  issue  the  decision  with 
notice  and  public  procedure  thereon  under  sec- 
tion 4 (a)  of  the  Administrative  Procedure  Act, 
approved  June  11,  1946,  or  subject  to  the  effec- 
tive date  limitation  of  section  4 (c)  of  that  act. 

This  Treasury  decision  shall  be  effective  upon 
its  filing  for  publication  in  the  FEDERAL  REG- 
ISTER. 

(68  Stat.  1001;  26  U.  S.  C.  4705) 

[SEAL]  G.  W.  CUNNINGHAM, 

Acting  Commissioner  of  Narcotics. 
SEPTEMBER  1,  1955. 

[F.  R.  Doc.  55-7200;  Filed,  Sept.  2,  1955; 

8:56  a.  m.] 


BOSTON  CLINICAL  SESSION 

This  year’s  American  Medical  Association  clini- 
cal meeting  in  Boston  Nov.  29  through  Dec.  2 is 
expected  to  be  the  largest  ever  held,  the  A.M.A. 
has  announced. 

The  postgraduate  education  meeting,  aimed  at 
helping  to  solve  the  daily  practice  problems  of 
the  family  physician,  is  expected  to  be  attended 
by  some  4,000  persons,  a large  Increase  over 
last  year’s  meeting.  About  200  scientific  papers 
and  exhibits  have  been  scheduled  for  presenta- 
tion, according  to  Dr.  Thomas  G.  Hull,  secretary 
of  the  A.M.A.’s  Council  on  Scientific  Assembly. 

Meetings  will  be  held  in  Mechanics  Hall  and 
at  the  Statler  Hotel  where  the  House  of  Dele- 
gates, the  A.M.A.’s  policy-making  body,  will  hold 
sessions.  Papers  will  be  given  in  three  lecture 
halls,  offering  the  physician  a wide  variety  of 
choice  in  subjects. 

Closed  circuit  television  programs,  originating 
in  New  England  Deaconess  hospital,  will  bring 
live  operations  in  color  to  the  lecture  hall.  The 
program  is  again  being  sponsored  by  Smith,  Kline 
and  French  Laboratories  of  Philadelphia. 

More  than  50  motion  pictures  will  be  shown 
during  the  meeting,  in  the  Paul  Revere  Annex 
of  Mechanics  Hall.  A new  medical  film  will  be 
premiered  at  a special  program  at  8 p.m.  Wed- 
nesday, Nov.  30,  in  the  Georgian  Room  of  the 
Statler  Hotel.  Following  the  premiere  will  be  a 
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special  film  and  discussion  on  “Total  Right  He- 
patic Lobotomy”  by  Drs.  George  T.  Pack  and 
Richard  D.  Brasfield,  Memorial  Hospital,  New 
York  City. 

The  General  Practitioner  of  the  Year  will  be 
named  during  the  meeting.  Last  recipient  of  the 
award,  chosen  in  Miami,  was  Dr.  Karl  Pace  of 
Greenville,  S.  C. 

An  entertainment  sidelight  of  the  meeting  will 
be  a special  concert  for  registrants  by  the  Boston 


Symphony  on  Thursday,  Dec.  1.  Tickets  will  be 
given  at  the  registration  desk  in  Mechanics  Hall, 
courtesy  of  Winthrop  Stearns,  Inc.,  New  York 
pharmaceutical  house. 

Louisiana  was  well  represented  at  the  annual 
session  in  June,  1955.  We  sincerely  hope  that  a 
large  number  of  our  members  will  attend  the 
Boston  meeting  since  a very  interesting  program 
has  been  planned.  Will  look  forward  to  seeing 
you  in  Boston. 
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CALENDAR 

AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

PARISH 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

PROGRAM  AND  STANDING  COMMITTEES 
FOR  1956 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Standing  Committees 

ADVERTISING  and  PUBLICITY 
Boni  .T.  DeLaureal,  M.  D.,  Chairman 
Lawrence  H.  Strug,  M.  D.,  Vice-chairman 
BADGE 

C.  J.  Tripoli,  M.  D.,  Cliairman 
Thomas  E.  Weiss,  M.  D.,  Vice-cliairman 

CONSTITUTION  and  BY-LAWS 
.Tohn  T.  Sanders,  M.  D.,  Chairman 
Walter  E.  Levy,  M.  D.,  Vice-chairman 
FINANCE 

Edwin  H.  Lawson,  M.  D.,  Cliairman 
William  K.  Arrowsmith,  M.  D.,  Vice-chairman 
HALLS  and  SCREENS 
Andrew  V,  Friedrichs,  M.  D.,  Chairman 
M.  L.  Stadiem,  M.  D.,  Vice-cliairman 
HOSPITALS 

.Tames  D.  Rives,  M.  D.,  Chairman 
Gilbert  C.  Tomskey,  M.  D.,  Vice-chairman 
HOTELS 

Woodard  D.  Beacham,  M.  D.,  Chairman 
.Tulian  Gra,v  Parker,  M.  D.,  Vice-chairman 
POSTCLINICAL  TOUR 
Donovan  C.  Browne,  M.  D.,  Chairman 
Carl  E.  Cranberry,  M.  D.,  Viee-chairman 
PRINTING 

Philips  J.  Carter,  M.  D,,  Chairman 
.T.  Durel  Landry,  M.  D.,  Vice-chairman 


RECEPTION 

Walter  P.  Gardiner,  M.  D.,  Chairman 
Lucien  A.  LcDoux,  M.  D,,  Vice-chairman 
REGISTRATION 
Val  H.  Fuchs,  M.  D..  Chairman 
Richard  W.  Vincent,  M.  D.,  Vice-cliairinan 

ROTT  N I ) T A B L E LT  ^ N Cl  I E O N S 
Alton  Oclisner,  M.  D.,  Cliairman 
William  W.  Frye,  M.  D.,  Vice-chairman 

TECHNICAL  EXHIBITS 
Roliert  A.  Roliinson,  M.  D.,  Chairman 
Max  M.  (Jreen,  M.  D.,  Vice-cliairman 

TELEPHONE  and  TRANSPORTATION 
Frank  T.  Kurzweg,  M.  Tl.,  Chairman 
Peter  Everett,  M.  I).,  Vice-chairman 
TELEVISION 

C,  Gordon  ,Tohnson,  M.  D.,  General  Chairnian 
Philip  M.  Tiller,  ,Tr.,  M.  I).,  Chairman,  Medical  Section 
Louis  A.  Monte,  M,  D.,  Vice  cliairman.  Medical  Section 
H.  Reicliard  Kahle,  M.  D.,  Chairman.  Surgical  Section 
.Tohn  G.  Menviile,  M.  D.,  Vice-cliairman.  Surgical  Section 

Program  Committees 

ANESTHESIOLOGY 
Ansel  Caine.  M.  D..  Chairman 
.Tohn  Adrian!,  M.  D..  Vice-chairman 

DERMATOLOGY 
V.  Medd  Henington.  M.  D..  Chairnian 
Barrett  Kennedy,  M.  D.,  Vice-chairman 

GASTROENTEROLOGY 
Gordon  Mdlardy,  M.  D.,  Chairman 
.Tules  Myron  Davidson,  M.  D.,  Vice-chairman 
GYNECOLOGY 

Conrad  G.  Collins,  M.  D.,  Chairman 
O.  R.  Depp,  M.  D.,  Vice-chairman 


466 


Medical  News  Section 


INTERNAL  MEDICINE 
George  E.  Burch,  M.  D.,  Chairman 

M.  E.  St.  Martin,  M.  D.,  Vice-chairman 

NEUROPSYCHIATRY 
Theodore  L.  L.  Soniat,  M.  D.,  Chairman 
T.  A.  Watters,  M.  D.,  Vice-chairman 
OBSTETRICS 

Simon  V.  Ward,  M.  !>.,  Chairman 
George  T.  Schneider,  M.  D..  Vice-chairman 
OPHTHALMOLOGY 
Walter  P.  Diaz,  M.  D.,  Chairman 

N.  Leon  Hart,  M.  D.,  Vice-chairman 

ORTHOPEDIC  SURGERY 
Irvin  Cahen,  M.  I).,  Chairman 
Lyon  K.  Loomis,  M.  1).,  Vice-chairman 
OTOLARYNGOLOGY 
Harold  G.  Tabb,  M.  D„  Chairman 
Mercer  G.  Lynch,  M.  D.,  Vice-chairman 
PATHOLOGY 
William  H.  Harris,  M.  D.,  Chairman 
Aldea  Maher,  M.  D.,  Vice-chairman 
PEDIATRICS 

Roy  E.  de  la  Houssaye,  YI.  D.,  Chairman 
.Tames  L.  Treadway,  JI.  D.,  Vice-chairman 
RADIOLOGY 

Joseph  N.  An4,  M.  D.,  Chairman 
Louis  J.  Bristow,  Jr.,  M.  D.,  Vice-chairman 
SURGERY 

Howard  Mahorner,  JI.  D.,  Chairman 
C.  Richard  Walters,  JI.  D.,  Vice-chairman 
UROLOGY 

W.  E.  Kittredge,  M.  D.,  Chairman 
R.  jf.  Willoughby,  JI.  D.,  Vice-chairman 

POLITICS  AND  MEDICAL  CARE 

Someone  mailed  Dr.  F.  J.  L.  Blasingame, 
A.M.A.  Trustee  from  Texas,  the  following  clip- 
ping, entitled  “Private  Security,”  from  the  Dallas 
Morning  News: 

“Ninety-five  of  every  100  workers  are  now 
covered  by  some  kind  of  private — not  govern- 
ment— benefit  program.  This  is  not  the  brag  of 
private  business.  It  is  a government  figure. 

“Nine  of  ten  have  life  insurance.  Eight  of  ten 
have  hospital  insurance,  and  more  than  half  of 
those  have  surgical  policies.  Six  of  ten  are 
covered  for  sickness  and  accident.  Five  of  ten 
have  medical  care.  Six  of  ten  have  their  own 
company  pension  coverage. 

“Yet,  there  is  growing  pressure  in  Washing- 
ton for  the  Federal  Government  to  get  into  the 
medical  business.  It  makes  just  as  much  sense 
as  the  government  going  into  the  automobile 
business  so  that  those  who  don’t  have  a car  can 
have  one — at  taxpayers’  expense.  That  pressure 
is  for  political  ‘care,’  not  medical  care.” 

ATTENTION  TO  NORMAL  HEPATIC 
FUNCTION  RECOMMENDED  IN 
TREATMENT  OF  OBESE  PATIENTS 

Closer  attention  to  liver  function  in  the  treat- 
ment of  the  obese  is  recommended  by  a physi- 
cian in  Chicago. 

He  states  that  it  may  be  more  significant  than 
an  increased  metabolism  such  as  produced  by 
thyroid  medication. 

Dr.  Hyman  Sapoznik  tried  six  different  formu- 


las on  a group  of  46  private  patients.  Five  of 
the  six  contained  amphetamine  or  a derivative, 
alone  or  in  combination  with  thyroid  hormone. 
The  sixth,  having  only  small  doses  of  d-Ampheta- 
mine  and  phenobarbital,  contained  vitamin  B12, 
methylcellulose  and  lipotropic  agents  as  well. 

Dr.  Sapoznik  reports  on  his  study  in  The 
American  Journal  of  Digestive  Diseases  (22:159, 
1955). 

The  best  reducing  combination  was  the  formu- 
la containing  the  lipotropics,  which  mobilize  body 
fat  for  metabolic  burning.  First  preparation  to 
contain  lipotropics,  it  is  called  Obolip  (Lakeside 
Laboratories,  Inc.). 


ALEVAIRE  EFFECTS  RELIEF  IN  ACUTE 
AND  CHRONIC  ASTHMA 

Effective  relief  was  obtained  in  two  series  of 
patients  with  acute  asthmatic  attacks  and  chronic 
asthma  following  inhalation  of  the  nebulized 
mucolytic  detergent  Alevaire,  it  is  reported  by 
Dr.  D.  Edward  Frank  in  Annals  of  Allergy  (13: 
313,  1955). 

All  14  chronic  asthma  . cases  received  con- 
siderable relief  from  symptoms.  Alevaire,  Dr. 
Frank  widtes,  “appeared  to  be  responsible  for 
100  per  cent  relief  in  one  case,  80  per  cent 
relief  in  nine  cases  and  50  per  cent  relief  in 
four  cases.”  Seven  of  the  patients  discontinued 
using  all  other  symptomatic  medication,  despite 
the  fact  several  had  emphysema  in  addition  to 
asthma.  The  other  cases  reduced  symptomatic 
medications  by  50  per  cent  or  more. 


“PLEASANT”  EFFECTS  OF  NARCOTICS 
DISPROVED 

Some  narcotics  believed  to  produce  pleasant 
stimulation  just  don’t  live  up  to  their  reputation 
under  careful  study,  three  Boston  physicians 
report. 

Much  of  the  result  of  taking  narcotics  de- 
pends on  the  person  and  the  situation,  Drs.  Louis 
Lasagna,  John  M.  von  Felsinger,  and  Henry  K. 
Beecher,  of  Harvard  Medical  School  and  Massa- 
chusetts General  Hospital,  reported  in  a recent 
Journal  of  the  American  Medical  Association. 

They  found  that  normal  persons  don’t  get 
much  “kick”  out  of  such  well-known  narcotics  as 
morphine  and  heroin.  On  the  contrary,  normal 
volunteers  felt  sleepy,  depressed,  and  generally 
unpleasant  after  taking  experimental  doses. 

The  physicians,  seeking  knowledge  on  the  use 
of  drugs  as  pain  killers,  tested  several  drugs  on 
80  volunteers.  Twenty  were  healthy  young  men 
students,  30  were  chronically  ill,  old,  and  hos- 
pitalized, and  30  were  “postaddict”  prisoners  at 
the  U.  S.  Public  Health  Service  Hospital,  Lexing- 
ton, Ky. 


SOUTHERN  MEDICAL  ASSOCIATION 

The  Southern  Medical  Association  will  hold 
its  annual  meeting  in  Houston,  Texas,  November 
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14-17,  1955.  For  the  convenience  of  those  plan- 
ning to  attend,  the  Missouri  Pacific  Lines  offers 
the  following  schedules: 


Leave  New  Orleans  The  Orleanean 
or  The  Houstonian 
Leave  Baton  Rouge  The  Orleanean 
or  The  Houstonian 
Arrive  Houston  The  Orleanean 

or  The  Houstonian 

Return 

Leave  Houston  The  Orleanean 

or  The  Houstonian 
Arrive  Baton  Rouge  The  Orleanean 
or  The  Houstonian 
Arrive  New  Orleans  The  Orleanean 
or  The  Houstonian 


8:35  AM 
10:10  PM 
10:45  AM 
12:20  AM 
6:10  PM 
7:50  AM 


9:05  AM 
9:35  PM 
5:00  PM 
4:55  AM 
7:15  PM 
7:05  AM 


Special  or  extra  sleeping  car  or  cars  will  be 
operated  for  minimum  of  eighteen  passengers. 
Rates  and  further  information  may  be  obtained 
from  City  Ticket  Office,  207  St.  Charles  Street, 
or  by  telephoning  RA.  3181. 


SMOKING  AND  CHRONIC  BRONCHITIS 

Smoking  should  be  considered  taboo  for  the 
person  who  suffers  from  chronic  bronchitis,  ac- 
cording to  Dr.  David  H.  Waterman  of  Knoxville, 
Tenn.,  who  discussed  this  common  chest  ailment 
at  the  Annual  Meeting  of  the  National  Tuber- 
culosis Association. 

The  NTA  and  its  medical  section,  the  American 
Trudeau  Society,  and  the  National  Conference 
of  Tuberculosis  Workers  met  recently  in  Milwau- 
kee Auditorium.  It  was  the  51st  Annual  Meet- 
ing of  the  NTA,  the  50th  Anniversary  Meeting 
of  the  ATS,  and  the  43rd  Annual  Meeting  of  the 
NCTW.  Approximately  2,500  persons  active  in 
the  nationwide  voluntary  movement  against  tu- 
berculosis, represented  in  Wisconsin  by  the  Wis- 
consin Anti-Tuberculosis  Association,  attended 
the  sessions. 

Dr.  Waterman,  who  is  chief  thoracic  surgeon. 
Fort  Sanders  Presbyterian  Hospital,  called  chron- 
ic bronchitis  “probably  the  most  common  chest 
condition  encountered  by  both  general  practi- 
tioner and  specialist  alike”  which,  although  it 
may  be  present  as  a separate  entity,  may  also 
be  found  along  with  such  conditions  as  pulmonary 
emphysema,  silicosis,  soft-coal  workers’  pneu- 
moconiosis, bronchiectasis,  and  asthma.  Co- 
authors of  the  paper  were  Drs.  Sheldon  E.  Domm 
and  William  K.  Rogers,  attending  thoracic  sur- 
geons, and  Arthur  J.  Pollard,  bacteriologist  at 
the  Knoxville  hospital. 


BODY  DEFENSE  MECHANISMS 

Special  mechanisms  by  which  the  body  destroys 
drugs  and  other  “foreign”  compounds  have  been 
discovered,  revealing  that  the  body  has  systems 
of  “counter  agents”  that  attack  and  inactivate 


drugs.  The  counter  agents  are  contained  in  little- 
studied  liver  microsomes,  tiny  particles  of  the 
body’s  cells  too  small  to  be  seen  even  with  a 
microscope. 

This  discovery  stems  from  research  on  the  fate 
of  drugs  in  the  body  being  conducted  by  the 
Public  Health  Service’s  National  Heart  Institute, 
National  Institutes  of  Health,  Bethesda,  Md.  The 
research  team  includes  Dr.  Bernard  B.  Brodie, 
Julius  Axelrod,  Jack  Cooper,  Leo  Gaudette,  Dr. 
Bert  La  Du,  Dr.  Chozo  Mitoma,  and  Dr.  Sydney 
Udenfriend.  A report  of  the  study  appeared  re- 
cently in  the  technical  journal,  SCIENCE. 

Knowledge  of  these  mechanisms  will  be  valu- 
able, according  to  the  study,  in  the  designing  of 
better  drugs  for  specific  action  in  the  body. 

Before  the  discovery  of  this  function  of  liver 
microsomes,  it  was  assumed  that  drugs  were  in- 
activated by  becoming  “enmeshed”  in  biochemi- 
cal mechanisms  which  did  not  distinguish  between 
drugs  or  other  foreign  compounds  and  substances 
used  in  the  body’s  normal  economy.  The  new 
finding  establishes  the  existence  of  chemical 
systems  which  seem  to  work  solely  to  limit  the 
action  of  intruding  foreign  substances  and  which 
may  have  no  function  in  the  handling  of  sub- 
stances that  the  body  uses  for  nutritional  pur- 
poses. 


NEW  DRUG  SHOWS  PROMISE  IN 
RHEUMATIC  DISEASES 

Preliminary  trial  of  a new  drug,  prednisone, 
indicated  it  may  be  “four  to  five  times  more 
potent”  than  two  other  compounds  now  used  to 
relieve  pain  and  other  symptoms  of  rheumatic 
diseases. 

Drs.  Jack  R.  Dordick  and  Edward  J.  Gluck, 
Beth  Israel  Hospital,  New  York,  described  use  of 
the  drug  in  a small  group  of  patients,  in  the 
(May  21)  Journal  of  the  American  Medical  As- 
sociation. 

They  said  these  first  results  show  the  new 
hormone  compound  may  have  distinct  advantages 
in  treating  patients  with  joint  pain,  tenderness, 
stiffness,  and  inflammation  from  rheumatoid 
arthritis,  and  patients  with  rheumatic  heart  dis- 
ease or  gout.  Prednisone  (Meticorten)  appeared 
to  have  fewer  side-effects  than  cortisone  com- 
pounds, which  have  been  used  for  these  diseases. 

The  physicians  treated  15  patients,  including 
12  with  rheumatoid  arthritis.  All  of  them  pre- 
viously had  received  numerous  other  kinds  of 
treatment  with  only  slight  relief.  Within  one 
day,  the  arthritis  patients,  after  taking  predni- 
sone, reported  disappearance  of  pain  and  lessen- 
ing of  stiffness.  In  a few  days  muscle  pain  and 
stiffness  disappeared,  and  patients  were  able  to 
walk,  dress,  and  feed  themselves  with  little  or 
no  pain.  Seven  of  the  12  showed  improvement 
in  walking. 
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SPONGE  RUBBER  BOOT  MADE  FOR 
VARICOSE  VEIN  PATIENTS 

Two  New  York  state  physicians  have  developed 
a zippered  sponge  rubber  boot  to  relieve  severe 
varicose  veins  of  the  lower  leg. 

Drs.  Walter  G.  Gasner,  Mt.  Vernon,  N.  Y.  and 
Maurice  J.  Costello,  New  York  City,  report  initial 
results  with  the  innovation  in  the  (May  21) 
Journal  of  the  American  Medical  Association. 

In  two  women,  severe  varicose  infections  healed 
with  a month’s  wearing  of  the  boot.  It  healed  a 
painful  quarter-size  varicose  ulcer,  present  for 
five  years  on  the  leg  of  a 55-year-old  woman.  A 


BOOK  R 

The  Diagnosis  and  Treatment  of  the  Infertile  Fe- 
male; by  Fred  A.  Simmons,  M.  D.,  Springfield, 
Illinois,  Charles  C Thomas,  1954,  Pp.  83,  Price 
$2.50. 

This  is  a monograph  on  the  study  of  female 
infertility.  The  author  stresses  the  necessity  of 
a thorough  history  and  physical  examination  of 
both  partners,  describing  in  detail  the  disorders 
of  the  genital  organs  and  the  various  endocrine 
glands  involved. 

The  chapters  on  the  various  tests  and  proced- 
ures in  diagnosis  and  treatment  of  the  various 
disorders  are  dealt  with  minutely. 

The  book  includes  two  small  chapters  on  the 
problem  of  adoption  and  psychosomatic  approach. 

Adolph  Jacobs,  M.  D. 


Resuscitation  of  the  Newborn;  by  Joseph  D.  Russ, 

M.  D.,  Springfield,  Illinois,  Charles  C Thomas, 

1953,  Pp.  55,  Price  $2.50. 

Not  many  years  ago  spasticity  in  young  chil- 
dren, now  more  popularly  known  as  cerebral 
palsy,  was  attributed  to  birth  injuries.  More- 
over, these  injuries  were  usually  of  the  head  and 
were  caused  by  disproportion  between  the  head 
and  the  pelvic  outlet.  It  is  true  that  hemorrhages 
on  the  cortical  surface  of  the  brain  and  the  tear- 
ing of  the  more  important  vessels  in  the  tentorium 
and  the  falx  cerebri  still  occur  but  most  such 
cases  come  to  autopsy.  In  the  light  of  later  in- 
formation we  believe  that  cerebral  palsy  is  more 
frequently  caused  by  neonatal  asphyxia,  a condi- 
tion which  has  long  perplexed  obstetricians  and 
pediatricians.  It  is  definitely  the  most  frequent 
cause  of  death  in  the  first  twenty-four  hours  of 
life.  It  is  caused  by  primary  anoxemia  which  re- 
sults in  cerebral  anoxia.  This  condition  cannot 
last  much  beyond  two  or  three  minutes  after  birth 
without  causing  deterioration  of  brain  tissue. 

It  is  obvious,  therefore,  that  measures  of  re- 
suscitation should  be  initiated  within  sixty  seconds 
after  birth  unless  respiration  starts  promptly  and 
normally.  The  first  cry  of  a baby,  therefore,  is 
a heartening  noise  to  all  who  appreciate  the  im- 


three-year-old  varicose  skin  eruption  on  the  legs 
of  a 52-year-old  woman  also  healed,  enabling  her 
to  walk  without  difficulty.  Swelling  in  the  legs 
also  disappeared. 

The  boot  is  made  of  sponge  rubber  a quarter- 
inch  thick,  which  is  placed  around  the  leg  and 
pencil-marked  to  fit.  The  rubber  then  is  cut  out 
with  a razor  blade,  and  edges  closed  with  ad- 
hesive tape  and  a zipper.  A “horse  track’’  band- 
age is  wrapped  around  the  boot  after  it  is  put 
on,  for  additional  support. 

The  action  of  the  leg  muscles  against  the 
sponge  rubber  causes  a “pump-like’’  action  while 
walking,  the  physicians  said. 


E VI  E WS 

portance  of  a deep  inspiration  followed  by  a force- 
ful expiration. 

Dr.  Russ  has  written  this  book  in  which  he  has 
presented  his  own  personal  experience  in  more 
than  2,000  resuscitations.  It  is  published  as  a 
monogi’aph  in  the  American  Lecture  Series  of  the 
publisher.  The  contents  consists  of  five  chapters 
and  an  extensive  bibliography  for  the  benefit  of 
those  who  wish  collateral  reading  on  this  impor- 
tant subject.  Nevertheless,  Dr.  Russ  has  pre- 
sented the  subject  in  a readable  and  comprehensive 
style  and  this  book  should  be  between  the  book- 
ends  on  every  doctor’s  desk  for  convenient  con- 
sultation. 

Robert  A.  Strong,  M.  D. 


PUBLICATIONS  RECEIVED 

J.  B.  Lippincott  Co.,  Phila. : The  National  For- 
mulary, published  by  the  American  Pharmaceuti- 
cal Association  (10th  Edit.). 

Philosophical  Library,  Inc.,  N.  Y. : Textbook  of 
Occupational  Therapy,  by  Eamon  N.  M.  O’Sulli- 
van, B.A.;  Present-Day  Psychology,  edited  by 
A.  A.  Roback,  Ph.D. 

Pocket  Books,  Inc.,  N.  Y. : Understanding  Sur- 
gery, edited  and  compiled  by  Dr.  Robert  E. 
Rothenberg. 

W.  B.  Saunders  Co.,  Phila.:  Office  Procedures, 
by  Paul  Williamson,  M.  D.;  Cancer  Cells,  by  E. 
V.  Cowdry;  Textbook  of  Endocrinology,  edited 
by  Robert  H.  Williams,  M.  D.  (2nd  Edit.) ; Basic 
Surgical  Skills,  by  Robert  Tauber,  M.  D.;  Cardio- 
vascular Surgery,  edited  by  Conrad  R.  Lam, 
M.  D.;  Cardiac  Diagnosis,  a Physiologic  Ap- 
proach, by  Robert  F.  Rushmer,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111. : 
Applied  Medical  Bibliography  for  Students,  by 
William  Dosite  Postell,  edited  by  Roscoe  L. 
Pullen,  M.  D.;  Splenin  A in  Rheumatic  Fever,  by 
Alvin  F.  Coburn,  M.  D.,  Lucille  V.  Moore,  M.  D., 
Mary  Roberts,  R.  N.,  and  Judith  Wood,  M.  D.; 
Clinical  Roentgenology,  by  Alfred  A.  de  Lori- 
mier,  M.  D.,  Henry  Moehring,  M.  D.,  and  John 
R.  Hannan,  M.  D.  (Vol  3). 
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Ulcerative  Colitis 


Smoothage  in  Correction  of  Colon  Stasis 


To  initiate  the  normal  defecation  reflex, 

the  “smoothage^'  and  bulk  of  Metanmcil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 
and  16  ounces.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


specific  against 


0) 

c 

o 


o 

CD 


O 

■ 

o 

o 

o 

o 


>> 
^•3 

o 
o 
o 
o 

s 

3 
0> 
c 
a 


•< 

i 

S' 

I ° 

'8  ^ 
M p 

<u 

Si 

a 


w 


m 

T3 

3 

3 

cc 



:3 

CO 

03 

o 

.2 

a 

*-3 

D 

o 

O 

Vh 

Sm 

bJD 

.2 

O 

3 

o 

Sh 

o 

o 

o 

-M 

03 

Sh 

C A 

g a 

3 -2 
5 w 

'I 

o ? 

4(  « 


o 

o 

Ph 

X 

Pi 

H 

-o 

a 


c .“a  d 

^ ^ CO 

fe,  a; 

•S  C .2 

^ ^ 

• C 

&-I 


3 

CO 

(l> 

O 

-3 


C^* 

‘3 

o 

o 

o 


5 § 


>1  cC 

"a  53 
S 

'w  !/2 


3 

3 

bO 

Si 

O 

<u 

CO 

o; 

-M 

3 

O 

3 


o 

O 

Pi 

X 

H 

Pi 

H 

o 

-fj 

3 

> 


^ I 

3 -p 
^ 3 

QJ 

h ^ 
^ 3 

CO  .3 

3 

Si  3 

a ja 


3 

CO 

3 

3 

CO 

33 

O 

O 

be 

3 

3 


3 


with  little  risk 


? ^ 


0) 

o 

0) 


0) 

CD 

“O 

if) 


<u 

w 

C ^ 


bD  0) 
cC 

o> 

_> 

’■+J 

o 
cS 


CO  I 

J s 

'2  o 

cC  CR 
bJD 

> ^ 

Cu  ^ 

bD  .2 

2 o 


o 
o 

X 
H 

P:h 

H 

2 S ^ 

CO  & ° 


«+-i 

o 

(U 

o 

R 

<u 

'o 

R 
• ^ 

bo 

R 
• ^ 

R 

cC 

a 


20 


ADVERTISEMENT  DEPARTMENT 


In  a Rlter  Cigarette. . . 
it^  the  Filteribu  Depend  on 


f 


The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  believe  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


ONLY  VICEROY  GIVES  YOU 


TWICE  AS  MANY  OF 
THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND! 


■^iCER^ 


Viceroy 

‘filter  ^ip 

CtGARETTES 

l.'ING-SIZE 


KV>CER0Y 


World’s  Most  Popular  Filler  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 


The  organisms  commonly  involved  in 

Bronchiectasis 


staph,  aureus  (9,000X> 


E.  coll  (8.000X) 


H.  Influenzae  ( 16.000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


Strep,  virldans  (9.000X) 


Strep,  faecalis  ( lO.OOOX) 


K.  pneumoniae  (6.500X) 


Aerobacter  aerogenesi  12,500X1 


0.  pneumoniae  (lO.OOOX) 


ELECTRON 

MICROGRAPHS 


PANMYCIN* 

^ M Y .D  R O C m"i_  o R I d e J 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg. /cc.  drops  • 100  mg./ 2 cc.  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous  . ■ 


’trademark.  REG.  U.  6.  PAT.  OFF.— THE  UPJOHN  BRAND  OF  TETRACYCLINE 


you  probably  know  every  answer!) 


>.  Which  is  today's  most  widely  prescribed  broad-spectrum 
antibiotic? 

A.  ACHROMYCIN  — it's  first  by  many  thousands  of 
prescriptions. 

What  are  some  of  the  advantages  of  ACHROMYCIN? 

Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

A,  It  has  proved  effective  against  a wide  variety  of 

infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa. 

In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

For  rapid  and  complete  absorption  they  are  dry-filled, 
sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 
paste. . .tamperproof. 

Who  makes  ACHROMYCIN? 

It  is  produced  — every  gram  — under  rigid  quality 
control  in  Lederle 's  own  laboratories  and  is  available 
only  under  the  Lederle  label. 


Hydrochloride 
Tetracycline  HCl  Lederle 


LEDERLE  LABORATORIES  DIVISION  American  Cfonanud COMPANY  PEARL  RIVER,  NEW  YORK 
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t-?. 


1950  Cortone* 

1952  Hydrocortone* 

1954  'Aiflorone’ 

1955  Deltra^’  ■ 

4 


tablets 


the  deita.  analogue  of  hidrocortisone 


heumatoid  arthritis 
Bronchial  asthma 

Philadelphia  1,  Pa.  ^ » . • 

Division  OP  Merck  & Co.,  inc.  Inflammatory  skin  Conditions  _ 


a 


TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 f r>-  , James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) Co-Uirectors  ^ Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 
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narcotization 


effective 
control  of 
nausea 
vomiting 


motion  sensitivity  in 
every  form  of  travel 


Meniere’s  syndrome, 
cerebral  arteriosclerosis, 
fenestration  surgery, 
streptomycin  toxicity 


radiation  therapy 


vertigo 


associated  with  labyrinthine  dysfunction 


BONAMINE 

Brand  of  meclizine  hydrochloride 


Two  convenient  dosage 
forms  . . . tasteless  Tablets 
(25  mg.)  and  mint-flavored, 
universally  acceptable 
Chewing  Tablets  (25  mg.). 
Bonamine  is  ethically 

promoted.  •Trademark 

Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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Mad.  ('O'" 

b,,a  "P'f  * ».'•  f"  c'®‘J 

<iej*.ann»'®'*  ^ ..,;on  o'  ^ 

d«<.vM.  O'®'  ' ac"-'®^ 

^ P®'""’ Co',  ®'t 

d.hYdtooho'*®  .g(,-,„a'» 

add, 

, Uon  ammon'OO'  ^ 

I ftU'O  °t 


MODIFIED  MILK 

C'“— :x 


J^hdBabu 

5,  0M\0 


. Uom  Grade  ^co'^^,^Cod^^ 
j^ade  uom  c„f,j',ce  N>'"^  „n\aced 

dehvdrocl"'^  ,de.  arrd 

t'''^'"'"^:roniurT' ornate.  ^ 


made  from  grade  A milk* 

*Tfie  f/rsf  in  infant  feeding^* 


This  statement  is  your  assurance  of  the  use  of  high  quality, 
clean  milk.  Make  a habit  of  looking  for  it  on  the  label  of 
the  milk  products  which  you  prescribe  for  infant  feeding. 


FEEDING  DIRECTIONS 

Joker' 

Boiled 

Water 

First  5 days  of  life 

1 part 

2 parts 

Second  5 days 

1 part 

1 ’/2  parts 

After  10th  day 

1 part 

1 part 

*U.  $.  Public  Health  Service  Milk  Code 


THE  BAKER  LABORATORIES,  INC. 

“Pcoc^uGid  ^xe/a^>u^e(Y ^ t^/liedCeaC  "p/co^zd^loio 


MAIN  OFFICE:  CLEVELAND  3,  OHIO 


PLANT:  EAST  TROY,  WISCONSIN 


The  organisms  commonly  involved  in 

Bronchopneumonia 


K.  pneumoniae  (13,000  X) 


Staph,  aureus  (9,000  X) 


H.  influenzae  (16,000  X) 


H.  pertussis  (7,500  X) 


Upjohn 


ELECTRON 

MICROGRAPHS 


41/ of  them  are 
included  in 
the  more  than 
30  orgranisms 
susceptible  to 
broad  - spectrum 


PANMYCIN 

_ MYDWOCMUORIDE  ^ 

100  mg,  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 
100  mg.,  250  mg.^and  500  mg.  vials,  intravenous 


^TRADEMARK.  REG.  U-  S»  PAT.  OrF->-TMe  UPJOHN  eRANO  OF  TETRACYCtlNC 
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'thi  mtmdt 


Foods  high  in  vitamins  and  m’inerals  not 

only  give  your  patient  good  nutrition  naturally, 
but  also  may  supply  vital  elements  still  unknown. 
These  "diet  do’s”  may  tempt  him  to  rely  more 
on  food  than  supplements  for  his  vital  nutrients. 

These  foods  are  best  served  raw — 

Shredded  new  cabbage  and  carrot  slaw  goes  nicely  wirh 
any  meal,  and  combines  the  benefits  of  vitamins  A and  C 
with  some  calcium. 

Dried  apricots  and  figs  stuffed  with  cottage  cheese  and 
peanuts  sit  prettily  in  a bed  of  watercress,  and  provide 
calcium,  iron,  vitamins  A,  B2,  niacin,  and  C. 

Oysters  are  exceptionally  rich  in  both  iron  and  calcium 
and  carry  a generous  amount  of  vitamins  A and  D as  well. 

These  good  foods  can  be  made  even  better — 

Beef  livet  ranks  high  in  iron,  vitamins  A,  and  B-com- 
plex.  Brushed  with  tomato  juice  an  hour  before  cooking, 
it  turns  tender  and  tasty. 

Oatmeal,  rich  in  iron,  gets  even  more  and  a plus  in  cal- 
cium and  vitamin  B^,  when  served  with  molasses  and  milk. 

Custard  contains  calcium  and  vitamins  A,  Bi,  and  B2. 
A topping  of  orange  juice  concentrate  gives  your  patient 
a bonus  in  vitamin  C. 

Although  these  "do’s”  list  only  the  more  familiar 
vitamins  and  minerals,  the  trace  elements  and  other 
micronutrients  are  no  less  important.  And  a varied 
diet  will  help  your  patient  get  the  vital  body  regula- 
tors he  needs. 


United  States  Brewers  Foundation 

Beer — America's  Beverage  of  Moderation 

An  8-oz.  glass  of  beer  contains  10  mg.  calcium,  50  mg.  phosphorus,  l/8th  minimum  daily 
requirement  of  niacin,  and  smaller  amounts  of  other  B-complex  vitamins.(Av9ro9e  of  American  beers) 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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1950  Cortone®  | 

1952  Hydrocortone^ 

1954  ^Alflorone'  I 

1955  'Hydeltra' 

DELTRA' 

(Prednisone,  Merck)  5 mg.  - 2.5  mg.  - 1 mg.  (scored) 

the  delta-1  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  iNa 


HOW 


Our  Direct  Teletype  Service 

Brings  Anything  You  Need  WVlVt 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


IN  DALLAS 

Medical  Arts  Building 
Telephone  PRospect  4881 


& Go-. 

IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15(^  Bottle  of  24  tablets  (2'/4  grs.  each). 


We  will  be  pleased  lo  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 


new  anti-anxiety  factor  with  muscle-relaxing  properties 

relieves  tension 


•Trademark 
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AND  /fu/ah 


for  the  hyperexcitability 
so  often  found  in 


hypertension 
hyperthyroidism 
convulsive  disorders 
difficult  menopause 
psychoneurosis 
hyperhidrosis 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 

Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 

3 or  4 times  daily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 


Tasteless  tablets  of  32  mg.  (Vi  grain) 


WINTHROP 


50  mg.  (%  grain) 

0.1  Gm.  (IV2  grains) 

0.2  Gm.  (3  grains)  scored. 


MEBARAL’ 


BRAND  OF  MEPHOBARBITAL 


get  the  story  from  your  Picker  representative. 


=R  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  ’ hATUESBURg'mTsS^  8°s  "°9.V  sirte. 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^^wedge#  at  inner  corner 
of  heel  where  support  is  most  needed. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE!  Men's  conductive  shoes.  N.  B.  F.  U. 
specifications.  For  surgeons  and  operating  room  personnel, 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  detalfs  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Clossified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


+ 


'■f 

.Since  1860  S.  .Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  tlieir  offices  for  the 
practice  of  medicine,  and  has  always  stood  l)y  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office  ” extended  payment  plan. 
Location  Service.  .\loe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  V rite  or  see  your  local  representative 
for  complete  details. 


S»  ALOE  CO]WP of  Louisiana  1425  Tulane  Ave.,  New  Orleans  12,  La. 

ST.  LOUIS  LOS  ANGELES  SAN  FRANCISCO  SEATTLE  MINNEAPOLIS 


KANSAS  CITY 


DALLAS 


ATLANTA 


WASHINGTON.  D.  C. 


The  organisms  commonly  involved  in 

Pyelitis 


E.  coli  (8,000X) 


Aerobacter  aerogenes  ( 12.500X) 


Salmonella  paratyphi  A (8,000X1 


Strep,  virirlans  (9,000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


Strep,  pyogenes  (8.500X) 


Staph,  aureus  (9,OOOX) 


Strep,  faecalis  (lO.OOOX) 


Upjohn  ' 

ELECTRON 

MICROGRAPHS 

I 

h 


PANMYCIN* 

^ MVDROCMUOniPE  J 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg,/cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


'trademark.  REG.  U.  S PAT.  OFF.  — THE  UPJOHN  BRAND  OF  TETRACYCLINE 
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Pork  in  the  Dietary 


During  Pregnancy  and  Lactation 


Certain  nutrients  are  required  in 
greater  than  normal  amounts  during 
pregnancy  and  lactation.  Pork  meat, 
though  its  cost  is  low,  supplies  a remark- 
ably high  quantity  of  the  nutrients  re- 
quired by  the  maternal  organism  in 
these  periods  of  physiologic  need. 

During  pregnancy  the  maternal  or- 
ganism may  store  3.3  to  5.5  pounds  of 
protein  in  excess  of  that  contributed  to 
fetal  tissue.^  Enough  iron  is  stored  to 
approximate  the  entire  amount  secreted 
in  the  milk  dming  9 months  of  lactation, 
in  addition  to  the  iron  supplied  to  the 
fetus.  ^ 

The  body  of  the  newborn  infant  con- 
tains approximately  500  grams  of  pro- 
tein, 14  grams  of  phosphorus,  and  0.5 
gram  of  iron.^  It  is  estimated  that  the 
lactating  mother,  through  breast  milk, 
provides  a 26  week  old  infant  with  about 
12  grams  of  protein,  76  grams  of  lactose, 
and  1.2  mg.  of  iron  each  day.^ 

Pork  meat,  an  excellent  source  of 
high  quality  protein,  thiamine,  niacin. 


and  iron, ^ also  supplies  valuable  amounts 
of  other  B vitamins,  as  well  as  phos- 
phoriis,  magnesium,  and  potassium. 
The  thiamine  content  of  pork  is  particu- 
larly important,  since  there  are  few 
more  valuable  food  sources  of  this  vi- 
tamin.^ 

Pork  and  pork  sausage — economical, 
good  tasting — are  valuable  components 
of  the  dietary  of  the  pregnant  or  lactat- 
ing woman.  Just  how  valuable,  is  shown 
in  the  table  below. 

1.  Toverud,  K.U.;  Stearns,  G.,  and  Macy,  I.G.:  Maternal 
Nutrition  and  Child  Health,  an  Interpretative  Review, 
Washington,  D.C.,  National  Research  Council,  Bull.  123, 
1950. 

2.  McLester,  J.S.,  and  Darby,  W.J.:  Nutrition  and  Diet 
in  Health  and  Disease,  ed.  6,  Philadelphia,  W.B.  Saunders 
Company,  1952,  p.  241. 

3.  Marrack,  J.R.:  Food  and  Planning,  London,  Victor 
Gollancz,  Ltd.,  1943,  p.  67. 

4.  Wolgamot,  I.H.,  and  Fincher,  L.J.:  Pork  Facts  for  Con- 
sumer Education,  Washington,  D.C.,  United  States  De- 
partment of  Agriculture,  AIB  No.  109,  1954. 

5.  Watt,  B.K.,  and  Merrill,  A.L.:  Composition  of  Foods— 
Raw,  Processed,  Prepared,  Washington,  D.C.,  United 
States  Department  of  Agriculture,  Agricultural  Handbook 
No.  8.  1950. 

6.  Bowes,  A.  deP.,  and  Church,  C.F.:  Food  Values  of 
Portions  Commonly  Used,  ed.  7,  Philadelphia,  Anna 
dePlanter  Bowes,  1951. 


Percentages  of  Recommended  Daily  Dietary  Allowances*  for  Pregnant  (3rd  Trimester) 


ana  Lactating  women  hroviaed  oy  d-uunce  Portions  ot  booked  Pork  Meats  and  pork  dausage 

PREGNANCY  (3rd  trimester) 

Protein 

Iron 

Phosphorus 

Thiamine 

Riboflavin 

Niacin 

Calories 

Ham,  without  bone,  3 oz.,  cooked’’ 

25.0% 

17.3% 

13.5% 

30.0% 

10.0% 

26.7% 

12.5% 

Pork  Chops,  without  bone,  3 oz.,  cooked^ 

25.0% 

17.3% 

13.3% 

47.3% 

10.0% 

28.7% 

10.5% 

Pork  Sausage,  3 oz.,  cooked® 

17.3% 

14.0% 

9.2% 

27.7% 

10.1% 

18.5% 

14.7% 

LACTATION 

Ham,  without  bone,  3 oz.,  cooked® 

20.0% 

17.3% 

10.1% 

30.0% 

8.0% 

26.7% 

10.2% 

Pork  Chops,  without  bone,  3 oz.,  cooked® 

20.0% 

17.3% 

10.0% 

47.3% 

8.0% 

28.7% 

po 

Pork  Sausage,  3 oz.,  cooked® 

13.8% 

14.0% 

6.9% 

27.7% 

8.1% 

18.5% 

12.p% 

•Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences—National  Research  Council,  Publication  302.  1953 


The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago...  Members  Throughout  the  United  States 
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DranO 

POLYMYXIN  B-BACITRACIN  OINTMENT 


tp  cfodm  h/tm£-^heSmc 


For  topical  use:  in  Vz  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/s  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  n.  v. 
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j^kere  s A Sparkle 
to  A Glass  of  W ine 

— That  puts  an  answering  sparkle  into  the  eyes  and 
appetites  of  your  geriatric,  post-surgical,  sick  and  con- 
valescent patients. 

A glass  of  Port,  Sherry,  Burgundy,  Rhine  Wine — 
whatever  taste  pleases  your  patient — can  do  wonders  to 
add  zest  and  bouquet  to  meals,  even  when  appetite  is  at 
low'  ebb. 

Aside  from  these  psychoblologlc  effects  of  wine,  how- 
ever, there  are  physiologic  effects  of  wine  on  the  human 
host,  w'hlch  can  also  be  significant  in  clinical  medicine. 

A definitive  literature  on  these  actions  is  rapidly  accumu- 
lating. 

The  Wine  Advisory  Board  has  recently  accumulated 
in  a concise  brochure  the  highlights  of  recent  work  in 
this  field. 

Herein  are  reported  the  latest  findings  on  the  value  of 
wine  as  a stimulant  to  flagging  appetite,  as  an  aid  to 
digestion,  as  a vasodilator,  as  a daytime  and  night-time 
sedative. 

\\"e  will  be  glad  to  send  you  a copy  of  “Uses  of  Wine 
in  Medical  Practice”  (at  no  e.vpense,  of  course).  Just 
write  to:  Wine  Advisory  Board,  717  jMarket  Street,  San 
Francisco  3,  California. 


1 

1 

i 


i 


1 
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WEIGHT  FOR  WEIGHT, 

THE  MOST  ACTIVE  ANTI-INFLAMMATORY 
AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 


ACETATE 


(FLUDROCORTISONE  ACETATE,  MERCK)  9 ALPHA-FLUOROHYDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  1/1 0th  the  concentration  of  hydrocortisone  (Compound  F). 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  acceptable 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied:  Topical  Lotion  Alflorone  Acetate:  0.1% 
and  0.25%,  in  15-cc.  plastic  squeeze  bottles.  Topical 
Ointment  Alflorone  Acetate:  0.1%  and  0.25%,  5-Gm., 
15-Gm.,  and  30-Gm.  tubes. 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 
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The  individualized  formula  is 
the  foundation  of  the  infant’s  health 
and  future  well  being 


Karo  Syrup... a carbohydrate  of  choice 
in  “milk  modification"  for  3 generations 


Ideal  practice  dictates  periodic  adaptation  of  the  individualized 
formula  to  the  growing  infant  rather  than  the  infant  to  the 
formula.  With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  the  infant. 

A successful  infant  formula  thus  lays  the  foundation  for  early 
introduction  of  semi-solid  foods  in  widening  the  infant’s  spectrum 
of  nutrients. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed  at 
spaced  intervals  and  completely  utilized.  It  is  a balanced  fluid 
mixture  of  maltose,  dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermentation  and  irritation. 
Produces  no  intestinal  or  hypoallergenic  reactions.  Bacteria- 
free  Karo  is  safe  for  feeding  prematures,  newborns,  and  infants 
— well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas;  both 
yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 

Behind  each  bottle  three  generations 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Knox  Gelatine  drink  in  every  package 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study^  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  1955, 

2.  Tyson,  T.  L.,  /.  Invest.  Dermat.  14-:323,  May  1950, 


Chas.  B.  Knox  Gelatine  Company,  Inc.  J 

Professional  Service  Dept.  SJ-11  S 

Jolinstown,  N.  Y.  I 

Flense  send  me  a reprint  of  the  article  by  Rosenberg  | 
and  Oster  with  illustrated  color  brochure,  • 

YOUK  NAME  AND  ADDKESS  I 

• 

! 

» 

i 
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the  drug  of  choice 

...  as  a tranquilizing  (ataractic*)  agent 
in  anxiety  and  tension  states 
..  .in  hypertension 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 


In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

^Ataractic,  from  ataraxia ; calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fabing  at  a recent 
meeting  of  the  American  Psychiatric  Assoeiation.) 
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G-E  MAXISERVICE 


gives  you  the  x-ray  apparatus  you 

need  with  no  initial  capital  investment 


This  is  the  way  to  bring  your  x-ray  facilities 
up  to  date  without  knocking  your  budget  out 
of  kilter. 

The  G-E  Maxiserc'ice  Rental  Plan  puts  modern 
x-ray  apparatus  to  work  for  you  . . . lets  you  serve 
your  patients  more  efficiently  with  equipment  de- 
signed for  the  latest  technics.  Through  periodic 
replacement  feature,  you  can  keep  your  installation 


always  up  to  date  . . . without  "trade-ins.” 

One  monthly  rental  charge  includes  repair  parts, 
tubes,  maintenance  and  local  property  taxes.  It  can 
be  budgeted  as  operating  expense  against  income 
from  your  installation.  Your  capital  is  not  tied  up 
in  apparatus. 

Ask  you  G-E  x-ray  representative  about  the 
Maxiser\'ice  Rental  Plan. 


“T^ogress  is  Our  Most  important  Produd 


GENERAL 


ELECTRIC 


Direct  Factory  Branches: 

NEW  ORLEANS  — 1001  Camp  Street 

SHREVEPORT  — Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 
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aextrogeri 


unexcelled  for 
nutrient  value ••• 


safety..* 

convenience... 


• Contains  (in  normal  dilution)  about 
50  per  cent  more  protein  than  does 
human  milk. 


Dextrogen,  a most  convenient  concentrated  liquid 
formula  for  infants,  is  made  from  whole  milk 
modified  with  dextrins,  maltose  and  dextrose.  Forti- 
fied with  iron  and  vitamin  D,  it  provides  adequate 
amounts  of  all  necessary  nutrients  (except  vitamin  C). 
In  normal  dilution  it  contains  more  pyridoxine 
(vitamin  Bi;)  than  does  human  milk. 

Recjuires  no  stirring  or  whipping,  no  bothersome 
measuring  equipment  . . . merely  add  water, 
and  the  formula  is  ready. 

Dextrogen  feedings  are  most  economical,  too,  costing 
less  than  a penny  per  ounce  in  normal  dilution. 


• Zero  tension  curds  assure  ease  of 
digestion. 

• Fat  content  almost  one-third  lower 
than  that  of  human  milk.  Uniform 
dispersion  by  homogenization  provides 
ease  of  fat  digestion. 

• Less  allergenic. 

• Mixed  carbohydrates  allow  spaced 
absorption  and  easy  assimilation. 

• Constancy,  uniformity,  and  optimal 
safety  secured  by  strict  laboratory 
control. 

» 

The  nutritional  statements  made  in  thii 
advertisement  have  been  reviewed  and  found 
consistent  with  current  medical  opinion  by 
the  Council  on  FocIj  and  Nutrition  of  the 
American  Medical  Associ.ation. 


THE  NESTLE  COMPANY,  INC.  * Professional  Products  Division  • White  Plains,  New  York 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


K.  pneumoniae  (6, 500X) 


Strep,  pyogenes (8, 500X) 


Staph,  aureus  (9.000X) 


PAIMMVCIN 

^ mvdrocmloride:  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


'trademark.  REG.  U.  S.  PAT.  OFF.  — THE  UPJOHN  BRAND  OF  TETRACYCLINE 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 

BUTAZOLIDINT 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."^ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.' 

(1)  Payne,  R.  W.;  Shetlar,  AA.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1:168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
51155  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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POSTGRADUATE  COURSES-1 955-1 956 

FLUID  AND  ELECTROLYTE  BALANCE 
January  16-21,  1956 

This  course  will  consist  of  a review  of  the  fundamental 
principles  of  water  and  electrolyte  metabolism,  as  ap- 
plied to  diagnosis  and  management  of  practical  every- 
day medical  problems.  Frequent  conferences  and  dis- 
cussions at  the  bedside  of  patients  will  be  held.  This 
course  is  designed  to  cover  not  only  the  problems  of 
metabolism  but  also  clinical  applications  of  these  prin- 
ciples. 

PEDIATRIC  NEUROLOGY 
February  27 — March  3 

This  year's  refresher  course  for  qualified  pediatricians 
will  have  as  its  guest  speaker  Dr.  Douglas  Buchanan  of 
the  University  of  Chicago.  A comprehensive  program 
will  deal  with  basic  considerations  and  clinical  manage- 
ment of  convulsive  disorders,  degenerative  diseases  of  j 
the  nervous  system,  infections  of  the  brain  and  menin-  1 
ges,  and  other  such  broad  subjects.  Selected  members 
of  the  entire  medical  school  faculty  will  participate, 
and  stress  will  be  placed  mainly  on  clinical  aspects  of 
neurologic  disorders  of  early  life. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


LEDERLE 


(human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


in  its  completeness 


PILLS 


Digitalis 

( Davies.  Rose ) 

0.1  Gram 

(Itarn.  1 ^ Brains) 

CAUTION:  F«ierai 
law  prohibits  dispena- 
inB  ivithoot  pr«u-rip- 
tion 

6LVIC.  MSt  t C0  IM 
B«it»a.  Mass.,  8 S.» 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gfonamid  coMPAivr  Pearl  River,  New  York 
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THERAPEUTIC  BILE 

for  patients  with  liver  and  gallbladder  disorders 


confirmed 

i in  the  laboratory 

In  the  isolated  perfused 
liver  (rat),  hydroc\xo\&x- 
f . esis  with  Decholin  So- 

f\  . dium  increases  bile  flow 

200  to  300  per  cent— 
with  no  increase  in  total 
soUds.- 


(A)  Hydrocholeresis: 
Bile  capillaries  (rabbit 
liver)  are  filled  with  di- 
lute bile  15  minutes  after 
i.v.  injection  of  sodium 
dehydrocholate. 

(B)  Untreated  control. 


Photomicrographs  Demons  ' 
straie  Hydrotboleresis:  in- 
creased Secretion  of  Highly 
Dilute  Bile^  % 


confirmed 
in  practice 


‘Since  bile  of  this  nature  and  in  this  large  output  can 
flush  out  even  the  smaller  and  more  tortuous  biliarj’ 
radicles,  hydrocholeresis  [with  Decholin  and  Decholin  ] 
Sodium]  aids  in  removal  of  inspissated  material  and  ; 
combats  infection.”-’ 

f 

Decholin®— Decholin  SodiuiVi' 


"true  hydrocholeresis 
—a  f narked  increase 
both  in  volume  and 
fluidity  of  the  bile”^ 


Decholin  Tablets  (dehydrocholic  acid,  Ames)  3%  gr. 
tO.25  Gm.).  Decholin  Sodium  (sodium  dehydrocholate,  Ames) 
20%  aqueous  solution;  ampuls  of  3 cc.,  5 cc.  and  10  cc. 

(1)  Clara.  M.:  Med.  Monatsschr.  7:356,  1953.  (2)  Brauer,  R.  W„  and 
Pessoui.  R.  L.:  Science  7/5:142.  1952.  t3)  Schwimmer,  D.;  Boyd. 
L.  J„  and  Rubin.  S.  H.:  Bull.  New  York  M.  Coll.  76:102,  1953. 


€325S 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  Ames  Company  of  Canada,  Ltd.,  Toronto 
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can  your  diuretic 
upgrade'' your 
heart  patients? 


know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials-parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN* 


BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI-2 

-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  "...a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50.149,  1953. 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


7<e6eanc£ 

LABORATORIES,  INC.,  MILWAUKEE  I.  WISCONSIN 
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FOR  SALE 

FENWICK  SANITARIUM 


Louisiana  Street 


Covington,  La. 


Well-constructed  brick  two-story  build- 
ing on  wooded  square.  Approximately  30 
rooms,  10  baths,  spacious  kitchen,  plenty 
of  storage,  large  porches,  central  heat. 
Equipment  and  furniture  included.  Its  fine 
reputation,  location  and  size  makes  it 
adaptable  as  a clinic,  rest  home,  or  re- 
opened on  its  former  profitable  basis. 


Write  or  Phone  100 

RANDY  POWELL 

COVINGTON,  LOUISIANA 


PHYSICIAN  WANTED 

Locum  Tenens  — For  replacement  for 
two  years  in  semi-rural  community  in 
Southern  Louisiana.  Any  Physician  inter- 
ested please  contact  this  Publication  for 
further  details.  Please  furnish  informa- 
tion as  to  professional  training,  experi- 
ence, and  references. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.  S.,  M.  D., 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


AMERICANS 
AUTHENTIC 
HEALTH  MAGAZINE 


SPECIAL 
HALF-PRICE  RATES  FOR 
PHYSICIANS, 
MEDICAL  STUDENTS,  INTERNS 


a good  buy  in 
public  relations 

. . . place 

today’s  health 

in  your  reception  room 

Give  your  order  to  a member  of  your  local  Medical 
Auxiliary  or  mail  it  to  the  Chicago  office. 


TODAY’S  HEALTH 

PUBLISHED  MONTHLY  BY  THE 
AMERtCAN  MEDICAL  ASSOCIATION 
S3S  NORTH  DEARBORN  • CHICAGO  lO 

Please  enter  □,  or  renew  □,  my  subscription  for  the 
period  checked  below : 

NAME — 


STREET. 


CITY. 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 
Telephone  8-5361 

Ear,  Nose  & Throat  Medicine  Urology 

Gerald  Joseph,  M.  D.  Cheney  Joseph,  M.  D.  Mortimer  Silvey,  M.  D. 

James  K.  Wood,  M.  D.  Charles  Prosser,  M.  D. 

Eye  Obstetrics  & Gynecology  Surgery 

Dalton  S.  Oliver,  M.  D.  Melvin  Schudmak,  M.  D.  Joseph  Sabatier,  M.  D. 

J.  P.  Griffon,  M.  D.  Charles  Mosely,  M.  D. 

SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 

Dr.  Charles  R.  Walters 

GREEN 

CLINIC 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 
Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

uptown  4797 
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DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exdusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  - 0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 
1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

AMERICAN  CANCER  SOCIETY  GRANTS 
FOR 

CANCER  RESEARCH  IN  LOUISIANA 

From  National  1954-55 

Tulane  University: 

Farber,  E„  M.  D.  $ 6,000.00 

Studies  in  Chemical  Pathology 

Segaloff,  A.,  M.  D.  70,000.00 

Relationship  of  Hormones  to  Neoplasia 

Ochsner  Medical  Foundation: 

Horwitt,  B.  N.,  M.  D.  and  Segaloff,  A.,  M.  D 8,478.00 

Biosynthesis  of  Steroids 

1955-56 

Tulane  University: 

Kilbourne,  Edwin  D.,  M.  D.  7,000.00 

Study  of  Factors  Involved  in  Activation  of  Latent  Viral  Infection 

Louisiana  State  University: 

Burdette,  Walter  J.,  M.  D.  9,936.00 

Effect  of  Pupation  Hormone  on  Mammalian  Tumors 

From  Louisiana  Division 

Tulane  University: 

Abbott,  C.  C.,  M.  D.  900.00 

Function  of  Liver  and  Lungs  as  Filters  to  the  Transport  of 
Malignant  Tumor  Cells 

Faulk,  M.  E.,  Jr.,  M.  D.  950.00 

Evaluation  of  Therapy  in  Transplanted  Gliomas 

Watson,  B.  E.  M.,  Ph.D.  762.00 

Quantitative  Study  of  the  Effect  of  Adrenalectomy  on  the 
Growth  Rate  of  the  Ehrlich  Mouse  Ascites  Tumor 

Louisiana  State  University: 

Haddox,  C.  H.,  Jr.,  Ph.D.  3,288.00 

Study  of  Effect  of  Aromatic  Hydrocarbons  on  Enzyme 
Systems  in  Mice  and  Neurospora  crassa  and  their  Effect 
on  Tumorigenesis  in  Drosophila 

Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


Why  so  many 
physicians 


Pab^um  Rice  Cereal 
^ Pablum  Barley  Cereal 
Pablum  Oatmeal 
■■  •*>  ■'Pablum  Mixed  Cereal 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pablum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Yi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


MARY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


BARBARA — like  other  children 
— enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 

Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 
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Bronchitis  generally  responds 

within  a few  hours  to 

ILOTYCIN 


(ERYTHROMYCIN.  LILLY) 


The  common  pathogens  are  rapidly  destroyed;  infec- 
tion resolves  and  soreness  diminishes.  Notably  safe 
and  well  tolerated. 


dosage:  250  or  500  mg.  q.  6 h.  Children, 
5 mg.  per  pound  of  body  weight  q.  6 h. 
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Plan  now  to  attend 

THE  NINETEENTH  ANNUAL  MEETING  OF 
THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
FEBRUARY  27,  28,  29  and  MARCH  1,  1956 

★ ★ 

EIGHTEEN  OUTSTANDING  GUEST  SPEAKERS 
CLINICOPATHOLOGIC  CONFERENCES 
OVER  100  TECHNICAL  EXHIBITS 
THREE  ROUND-TABLE  LUNCHEONS 
MEDICAL  MOTION  PICTURES 
COLOR  TELEVISION 
SYMPOSIA 

ALL-INCLUSIVE  REGISTRATION  FEE,  $20.00 

★ ★ 

THE  POSTCLINIC AL  TOUR  TO  THE  WEST  INDIES  AND 
CENTRAL  AMERICA  BY  PLANE 

visiting 

PUERTO  RICO— VIRGIN  ISLANDS— HAITI— JAMAICA— PANAMA 

GUATEMALA 

leaving  from  New  Orleans  on  March  2 

For  information  conceryiing  the  Assemhhj  meeting  and  tour,  write 

Secretary,  Room  103,  1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 

OXZ5 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  28,  29,  MARCH  1 AND  2,  1956 
PALMER  HOUSE,  CHICAGO 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS 
AND  SPEAKERS  on  subjects  of  interest  to  both  general  practitioner 

and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING  DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time- 
saving TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now 
to  attend  and  make  your  reservation  at  the  Palmer  House. 
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know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral— improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN 


BRAND  OF  C!HLORMERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI.2 

• METHOXY.PROPYLUREA  IN  EACH  TABLET) 


for  ". . .a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,'  W.,  and  Nussbaum,  H.  E.;  J.  M.  Soc.  New  Jersey  50:149,  1953, 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


7<edecirc^ 

' ■*  ' LABORATORIES,  INC.,  MILWAUKEE  I.  WISCONSIN 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  AA.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  1 /-  n'  t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) pred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skirmer,  Director  of  Occupational  Therapy 


Presciiption  Headquarters  Since  190S 


Browne -McHardy  Clinic 

NEW  ORLEANS 

Announces  the  addition  of  a 
CYTOLOGY  DEPARTMENT 

under  the  supervision  of 
MISS  ANNE  C.  STRICKLAND,  B.S. 
Duke  University 

3636  St.  Charles  Avenue  TY.  2376 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  open  request 


more  frequently  prescrib. 


Sensitivity  of  50  Coagulase-Positive  Staphylococci  to  CHLOROMYCETIN  and  Four  Other  Major  Antil! 
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Chloromycetin' 

for  todays  problem  pathogens 

The  increasing  incidence  of  infections  due  to  antibiotic 
resistant  staphylococci  poses  a major  clinical  problemd  "* 
This  is  true  even  when  recently  introduced  antibiotic 
agents  are  employed.’’^’'’  Recent  laboratory  investiga- 
tions, howev'er,  show  that  development  of  staphylococ- 
cic resistance  to  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  seldom  encountered,^’®'^  In  fact, 
CHLOROMYCETIN  “...is  being  used  increasingly  in 
staphylococcic  infections  resistant  to  other  antibiotics.”^ 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  liave  been  associated  with  its  adminis- 
tration, it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood 
studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


20  30  40  50  60  70  80  90  lOO 


References:  (1)  Spink,  W.  \V.;  Arch.  hit.  Med.  94:167,  1954.  (2)  Fin- 
land, M.:  J.A.M.A.  158:188,  1955.  (3)  Tebrock,  H.  E.,  & Young,  W.  N.: 
New  York  J.  Med.  55:1159,  1955.  (4)  LeMaistre,  C.:  M.  Clin.  North 
America  39:899,  1955.  (5)  Kagan,  B.  M.:  J.M.A.  Georgia  44:210,  195.5. 
(6)  Branch,  A.;  Starkey,  D.  H.;  Rodgers,  K.  C.,  & Power,  E.  E.,  in 
Welch,  H.,  & Marti-Ibaiiez,  E;  Antibiotics  Annual,  1954-1955,  New 
York,  Medical  Encyclopedia,  Inc.,  1955,  p.  1125.  (7)  Kutscher,  A.  H.; 
Seguin,  L.;  Lewis,  S.;  Piro,  J.  D.;  Zegarelli,  E.  V;  Rankow,  R.,  & Segall, 
R.:  Antibiotics  & Chemother.  4:102.3,  1954.  (8)  Weil,  A.  J.,  & Stempcl, 
B.;  Antibiotic  Med.  1:319,  1955.  (9)  Jones,  C.  E;  Carter,  B.;  Thomas, 
W.  L.,  & Crcadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955. 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 

* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


HAPPY  HOLIDAY 

There's  a lot  of  satisfaction 
In  the  Business  that  we  do 
But  the  greatest  pleasure  of  all 
Comes  from  serving  folks  like  you. 


PEACOCK., 


SURGICAL  COMPANY  'nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


in  rheumatoid  arthritis 


4-5  times  as  potent  as  cortisone 
or  hydrocortisone,  mg.  for  mg. 


PREDNISOLONE,  SCHERING 


i— J — 1 — CX 


Meticortelone  resembles  Meticorten  in  antirheumatic,  anti- 
inflammatory and  antiallergic  effectiveness. The  availability  of 
these  new  steroids,  first  discovered  and  introduced  by  Schering,  pro- 
vides the  physician  with  two  valuable  agents  of  approximately  equal 
effectiveness  in  cortical  hormone  therapy. 


1 1 


Bibliography;  (1)  Bunim,  3.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  /57:31I,  1955. 
(2)  Waine,  H.;  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  P:  Fed. 
Proc.  74:377,  1955.  (4)  Herzog,  H.  L.,  and  others:  Science  727:176,  1955.  (5)  Bunim,  J.  J.; 
Black,  R.  L.;  Bollet,  A.  J.,  and  Pechet,  M.  M.:  Ann.  New  York  Acad.  Sc.  67:358,  1955. 

(6)  Henderson,  E.:  New  developments  in  steroid  therapy  of  rheumatic  diseases,  presented 
at  New  Jersey  State  Medical  Society  Meeting,  Atlantic  City,  New  Jersey,  April  17-20,  1955. 

(7)  Boland,  E.  W:  California  Med.  82:65,  1955;  abs.,  Curr.  M.  Digest  22:53,  1955.  (8)  King, 
J.  H.,  and  Weimer,  J.  R.:  A.M.A.  Arch.  Ophth.  54:46,  1955.  (9)  Criep,  L.  H.:  Prednisolone 
and  prednisone  in  the  treatment  of  allergic  diseases,  to  be  published.  (10)  Sternberg,  T.  H., 
and  Newcomer,  V.  D. : Am.  Pract.  & Digest  Treat.  6:1102,  1955.  (11)  Gordon,  D.  M.:  Pred- 
nisone and  prednisolone  in  ocular  disease,  to  be  published. 


MBTKchnbLONE,*  brand  of  prednisolone,  Schering. 


MiTfc^RTEN ,*■  brand  of  pfednrsonei  Schering. 
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ADVERTISEMENT  DEPARTMENT 


® Pentobarbital  Sodium,  Abbott 


W hen  little  patients  balk  at  scary, 
disquieting  examinations  (before  you’ve 
begun)  . . . 

When  they’re  frightened  and  tense  (and 
growing  more  fearful  by  the  minute)  . . . 
When  they  need  prompt  sedation  (and 
the  oral  route  isn’t  feasible)  . . . try 


W ith  short-acting  Nembutal,  the  dosage 
required  is  small  and  the  margin  of  safety 
is  wide.  And — since  the  drug  is  quickly 
and  conqtletely  destroyed  in  the  body — 
there  is  little  tendency  toward  morning-after 
hangover.  Keep  a supply  of  all  four  sizes 
of  Nembutal  suppositories  on  hand.  Be 
ready  for  the  frightened  ones 
before  their  fears  begin. 


Qftfrott 


The  organisms  commonly  involved  in 

Pneumonia 


K.  pneumoniae  (6, 500X) 


Strep,  pyogenes (8, 500X) 


l^ohn 

\ 

\ ELECTRON 

MICROGRAPHS 


L 

staph,  aureus  (9.000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


PANMYCIN 

K ^ MVDWOCMI-ORtDE  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 

100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 
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advertis'ement  department 


The  name 

Winthrop-Stearns  Inc. 


Only  the  name  is  changed— nothing  else. 


This  new  name  better  indicates  the  nature 
of  our  operations  which  is  to  supply 
high  quality  therapeutic  and  diagnostic  pharmaceuticals 


'jsar-s  MANUFACTURERS  OF  THE  FOLLOWING  DIAGNOSTIC  AND  THERAPEUTIC  AGENTS 


■3 


V9  ' 


k 


ARALEN®  PHOSPHATE 

AVERTIN®  WITH  AMYIENE  HYDRATE 

CREAMALIN® 

DEMEROL®  HYDROCHLORIDE 
DIODRAST®  35% 

DIODRAST®  70% 

DIODRAST®  COMPOUND  SOLUTION 
DRISDOL®  IN  PROPYLENE  GLYCOL 
DRISDOL®  WITH  VITAMIN  A DISPERSIBLE 
EVIPAL®  SODIUM 
HYPAQUE®  SODIUM 


Trademarks  reg.  U.S.  Pat.  Off. 

I Id  1 ITTfi  ■ 


ISUPREL®  HYDROCHLORIDE 
LEVOPHED®  BITARTRATE 
MEBARAL® 

MILIBIS® 

NEO-SYNEPHRINE®  HYDROCHLORIDE 
pHisoHex® 

PONTOCAINE®  HYDROCHLORIDE 

SALYRGAN®-THEOPHYLLINE 

TELEPAQUE® 

ZEPHIRAN®  CHLORIDE 

and  many  others 


% f 


for  equanimity''... 


Meprobamate 

(2-methyt-2-n-propyl-l,3-propanediol  dicarbamate) 


new  anti-anxiety  factor 
with  muscle-relaxing  properties 
relieves  tension 


Philadelphia,  Pa. 


Usual  dosage;  1 tablet,  t.i.d. 

Supplied;  Tablets,  400  mg.,  bottles  of  48. 

1.  Selling,  L.S.;  J.A.M.A.  157:1594  (April  30)  1955. 

2.  Borrus,  J.C.;  J.A.M.A.  157:1596  (April  30)  1955. 
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PATHOLOGY— A VITAL  LIVING  SCIENCE 


Pathologists  occasionally  encounter  the  remark  from  their  clinical 
colleagues  that  they  are  not  interested  in  the  “living”  patient.  This  is  not 
true  because  the  pathologist  has  as  his  principal  interest,  medical  service 
to  “living”  patients.  This  misconception  stems  from  the  fact  that  the 
specialty  of  pathology,  born  over  a hundred  years  ago,  began  with  the 
performance  of  post-mortem  examination  on  dead  human  bodies.  Because 
the  information  obtained  concerning  disease  was  so  vital  and  basic  to  the 
practice  of  medicine  in  clinicopathologic  correlation  that  pathology  in  its 
various  forms  has  emerged  today  as  the  cornerstone  upon  which  all  good 
clinical  medicine  is  dependent. 

The  clinical  pathologist  is  a diagnostician  familiar  not  only  with  the 
techniques  of  laboratory  methods,  but  especially  their  applications,  limi- 
tations and  interpretations.  He  is  a physician  interested  in  the  healing 
arts  and  the  use  of  the  special  methods  of  his  field  in  the  care  of  the  sick. 
Because  he  is  familiar  with  the  clinical  aspects  of  disease,  and  the  danger 
inherent  in  misleading  laboratory  findings,  he  is  aware  of  the  need  for 
constant  control  of  old  methods  and  the  careful  evaluation  of  new  ones. 
He  is  concerned  with  the  practical  value  of  laboratoiy  tests  in  the  care  of 
the  patient  and  where  consulted  makes  a selection  to  obtain  the  most 
information  at  the  least  expense  to  the  patient.  His  interpretations  of 
biopsy  material,  based  on  familiarity  and  experience  with  fine  differ- 
ential points,  will  indicate  the  need  for  therapy  or  eliminate  needless 
treatment.  His  knowledge  of  rare  entities  in  his  field  enables  him  to 
advise  as  to  what  is  to  be  done.  The  technique  and  clinical  indication  for 
doing  it  is  the  decision  of  his  clinical  colleagues. 

Pathology  is  now  as  much  the  practice  of  medicine  as  any  of  the 
clinical  branches.  For  this  reason,  if  the  supervision  and  performance  of 
some  of  the  more  skilled  parts  is  done  by  non-specialized  medical  per- 
sons, this  value  is  correspondingly  decreased.  Moreover,  pathology  prac- 
tice performed  by  non-medical  persons  is  along  the  lines  suggested  by 
the  “do-gooders”  in  their  plan  for  the  socialization  of  all  medicine.  The 
physicians  practicing  clinical  medicine  should  remember  that  the  patholo- 
gist’s problems  in  preventing  this  are  their  problems  in  preserving  the 
highest  type  of  medical  practice  for  the  greatest  number  of  patients. 

WATCH  FOR  IMPORTANT  ANNOUNCEMENT  NEXT  MONTH 

THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO- 
OPERATION TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN 
THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE 
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KARO 

SYRUP 

BELONGS  IN  THIS  PICTURES 

. . . a carbohydrate  of  choice 

in  milk  modification  for  3 generations 


OPTIMUM  caloric  balance — 60%  of  caloric 
intake,  gradually  achieved  in  easily 
assimilable  carbohydrates— is  assured  with 
Karo.  Milk  alone  provides  28%,  or  less  than 
half  the  required  carbohydrate  intake. 

A MISCIBLE  liquid,  Karo  is  quickly  dissolved, 
easy  to  use,  readily  available  and  inexpensive. 

A BALANCED  mixture  of  dextrins,  maltose 
and  dextrose,  Karo  is  well  tolerated,  easily 
digested,  gradually  absorbed  at  spaced 
intervals  and  completely  utilized. 

PRECLUDES  fermentation  and  irritation. 

Produces  no  reactions,  hypoallergenic. 
Bacteria-free  Karo  is  safe  for  feeding  prematures, 
newborns,  and  infants — well  and  sick 

LIGHT  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon.* 


CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place,  New  York  4,  N.  Y. 


.1 


when  hormones 
are  preferred  therapy. . . 

SCHERING  HORMONES 

assure  superior  quality 

Schering’s  high  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 

minimal  cost 

Manufacturing  know-how  and  continuing  research  by  Schering 


provide  preparations  of  highest  quality  at  minimum  cost. 


Schering 


ORETON 

Methyl 


. METHYLTESTOSTERONE 


Schering  Corporation 

SIOOMMILD,  NEW  JERSEY 


specific 

androgen  therapy 
anabolic 

in  tissue  wasting 

Oral:  10  and  25  mg.  Buccal:  10  mg. 
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most  useful  antibiotic  for  the 
most  prevalent 
infections 


532179 


'Ilotycin’ 

(ERYTHROMYCIN,  LILLY) 


’Ilotycin’  kills  susceptible  pathogens  of  the 
respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

Tlotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


ELI  LILLY  AND  COMPANY  • IN 


Over  96%  of  all  acute  bacterial 
respiratory  infections 
respond  readily 

tions  have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a small 
percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets,  pedi- 
atric suspensions,  I.V.  and  I.M.  ampoules. 


QUALITY  j RESEARCH  / INTEGRITY 


lANAPOLIS  6,  INDIANA,  U.  S.  A. 


The  Journal 
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EMERGENCY  MANAGEMENT  OF 
THORACIC  TRAUMA* 
LAWRENCE  H.  STRUG,  M.  D.  f 
WILLIAM  LEON,  M.  D.  f 
New  Orleans 

Injuries  to  the  chest  wall  and  the  con- 
tents of  the  thoracic  cage  are  occurring 
with  increasing  frequency  in  civilian  prac- 
tice. The  automobile  and  other  high  speed 
transportation  are  responsible  for  this  in- 
creased incidence.  A variety  of  injuries 
to  the  thorax  may  result  in  trauma  not 
only  to  the  thoracic  cage  and  pulmonary 
parenchyma  but  also  to  the  trachea,  bron- 
chi, esophagus,  diaphragm,  heart  and 
great  vessels.  Many  minor  thoracic  in- 
juries go  unnoticed  as  they  cause  little  or 
no  disturbance  in  cardiorespiratory  physi- 
ology. However,  it  is  not  uncommon  to 
see  even  a relatively  minor  thoracic  in- 
jury result  in  serious  alteration  in  the 
dynamics  of  respiration.  Severe  thoracic 
injury  almost  always  causes  major  alter- 
ation in  cardiorespiratory  physiology.  It 
is  with  this  group  that  we  must  be  con- 
cerned. It  is  obvious  that  successful 
management  of  such  cases  depends  largely 
on  careful  evaluation  of  the  injuries.  Im- 
mediate steps  taken  to  rectify  this  type 
of  altered  physiology  can  mean  the  dif- 
ference between  early  recovery  without 
complications,  a chronic  pulmonary  in- 
valid, or  possible  death  of  the  patient.  In 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 

t From  the  Department  of  Surgery,  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
Louisiana. 


view  of  the  increasing  incidence  and  the 
evident  lack  of  knowledge  of  the  immedi- 
ate management  of  such  injuries,  we  think 
that  a reiteration  of  the  principles  of 
early  management  of  chest  trauma  is  in 
order. 

In  the  immediate  management  of  tho- 
racic injuries,  one  is  confronted  with 
(1)  the  disturbances  of  cardiorespiratory 
physiology;  (2)  shock,  which  may  be  neu- 
rogenic or  due  to  blood  loss;  (3)  associ- 
ated injuries;  and  (4)  prevention  of  in- 
fection. 

Disturbances  in  cardiorespiratory  physi- 
ology are  (1)  retained  bronchial  secre- 
tions; (2)  instability  of  the  chest  wall; 
(3)  sucking  wounds  of  the  chest  (open 
pneumothorax)  ; (4)  tension  pneumotho- 
rax; (5)  hemothorax  and  (6)  cardiac 

tamponade. 

It  is  essential  that  all  patients  with 
serious  injuries  of  the  chest  be  sent  to  a 
hospital  as  quickly  as  possible.  The  pa- 
tient should  be  transported  in  the  semi- 
erect  or  semi-reclining  position  lying  on 
the  involved  side  if  possible.  This  serves 
to  splint  the  injured  side,  reduce  the  pain 
and  also  may  prevent  the  transbronchial 
spill  of  secretions  or  blood.  It  is  impera- 
tive that  cardiorespiratory  function  be 
restored  to  near  normal  as  rapidly  as  pos- 
sible. Immediate  x-rays  are  not  neces- 
sary. Tracheal  shift,  tension  pneumotho- 
rax or  hemothorax  can  be  recognized  by 
clinical  means.  Sucking  wounds  of  the 
chest  require  an  occlusive  dressing  of  dry 
gauze. 

In  the  immediate  management  of  severe 
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thoracic  trauma  one  is  confronted  with 
the  treatment  of  shock.  The  use  of  blood 
and  plasma  in  adequate  quantities  is  es- 
sential. Narcotics  should  be  used  sparing- 
ly as  they  depress  the  cough  I'eflex. 

A patent  airway  is  absolutely  neces- 
sary in  the  management  of  thoracic  trau- 
ma. It  is  not  uncommon  for  the  patient 
to  have  blood  as  well  as  excessive  secre- 
tions accumulate  in  the  tracheobronchial 
tree.  He  must  be  encouraged  to  breathe 
deeply  and  cough.  Pain  will  prevent  an 
effectual  cough  and  must  be  relieved.  Re- 
tained secretions  can  be  removed  by  naso- 
tracheal catheterization  or  bronchoscopy 
under  topical  anesthesia.  If  this  is  not 
sufficient,  tracheostomy  should  be  per- 
formed. In  serious  chest  injuries,  this 
should  frequently  be  performed  as  a pri- 
mary procedure.  Tracheostomy  in  itself 
has  never  resulted  in  the  death  of  a pa- 
tient, but  failure  to  do  so  has  veiy  often 
been  a causative  factor.  This  method  pro- 
vides direct  access  to  the  trachea  for  the 
removal  of  seci’etion  and  decreases  the 
respiratory  effort  by  effectively  lessening 
the  dead  space  as  suggested  by  Carter 
and  Guiseffi.  In  our  experience  trache- 
ostomy has  been  of  immeasui’eable  benefit 
in  serious  chest  injuries. 

Another  essential  point  in  the  restoi'a- 
tion  of  normal  cardiorespiratory  physi- 
ology is  full  re-expansion  of  the  lungs. 
It  is  quite  common  in  thoracic  injuries 
for  a pneumothorax,  or  more  often  a 
pneumohemothorax  to  develop.  Obviously 
the  collection  of  fluid  and  air  collapses 
the  lung  on  the  side  involved.  Immediate 
aspiration  of  the  fluid  and  air  should  be 
instituted  so  as  to  facilitate  re-expansion 
of  the  lung.  Thoracentesis  should  be  re- 
peated at  frequent  intervals  until  prac- 
tically full  re-expansion  is  obtained.  An- 
other method  of  accomplishing  the  desired 
result  is  to  insert  a catheter  through  an 
interspace  and  connect  it  to  controlled  suc- 
tion. Frequently  a dilated  stomach  may 
be  responsible  for  the  elevation  of  the 
diaphragm.  A Levin  tube  inserted  into 
the  stomach  will  deflate  it. 

Finally,  the  prophylactic  use  of  anti- 


biotics against  pleural  infection  is  advis- 
able. 

A simple  fracture  of  a rib  can  be  diag- 
nosed without  difficulty  by  clinical  means. 
Breathing  causes  severe  pain  at  the  frac- 
ture site,  with  radiation  along  the  in- 
volved intercostal  nerve.  Strapping  of 
the  chest  to  alleviate  the  pain  is  anti- 
quated as  it  inhibits  full  excursion  of  the 
chest  wall.  Intercostal  nerve  block  con- 
trols the  pain  and  does  not  limit  res- 
piratory movement.  However,  one  must 
block  the  intercostal  nerves  above  and 
below  the  fracture  site  because  of  the 
overlapping  nerve  supply.  These  blocks 
should  be  repeated  if  necessary,  but  one 
nerve  block  usually  is  sufficient.  Our  re- 
cent experiences  with  xylocaine  prove  it 
to  be  a more  efficient  and  longer  lasting 
local  anesthetic.  It  is  imperative  to  fol- 
low these  patients  with  x-ray,  even  in 
simple  rib  fractures,  because  of  the  pos- 
sibility of  the  occurrence  of  a pneumo- 
thorax or  hemothorax. 

Fracture  of  the  sternum  is  rare,  but 
when  it  occurs  it  is  incomplete  and  seldom 
shows  displacement.  Severe  blows  on  the 
sternum  will  result  in  bilateral  fracture 
of  the  ribs  at  the  costochondral  junction, 
either  unilateral  or  bilateral,  causing  a 
parodoxical  motion  of  the  sternal  plate 
with  resultant  serious  conseqences.  These 
include  pneumothorax,  cardiac  failure, 
pericarditis,  cardiac  tamponade  and  medi- 
astinal shift.  It  is  necessary  to  stabilize 
the  sternum  by  some  type  of  fixation  with 
overhead  traction.  A number  of  methods 
of  such  traction  have  been  devised  and 
have  proved  satisfactory.  The  method 
which  we  have  used  with  good  results 
has  been  to  insert  three  Bigelow  screws 
through  the  outer  plate  of  the  sternum 
into  the  inner  plate.  A malleable  bar  is 
then  inserted  through  slots  in  the  head 
of  the  screws,  and  this  is  attached  to  over- 
head traction  by  a spreader,  using  5 to 
10  pounds  to  stabilize  the  chest.  A Back- 
haus  towel  clip  hooked  about  the  sternum 
can  also  be  used. 

Multiple  fractures  of  the  ribs  are  usu- 
ally associated  with  paradoxical  motion 
of  that  segment.  This  is  usually  referred 
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to  as  a stove-in  or  flail  chest.  This  occurs 
mainly  in  the  antero-lateral  plane.  The 
posterior  portion  of  the  chest  wall  is  usu- 
ally well  supported  by  muscles  and  the 
scapula,  which  prevent  extreme  paradoxi- 
cal motion.  Trauma  results  in  diminished 
aeration  of  the  lungs,  and  an  increase  in 
bronchial  secretions.  As  the  cough  is  in- 
effectual the  secretions  cannot  be  expec- 
torated. Mediastinal  emphysema  is  a fair- 
ly common  occurrence  in  this  type  of 
injury,  manifested  by  subcutaneous  em- 
physema of  face,  neck,  and  thorax.  The 
chain  of  events  is  as  follows : There  are 
multiple  alveoli  which  rupture,  the  air 
progressing  along  the  interstitial  planes 
to  the  mediastinum  and  then  into  the  sub- 
cutaneous tissues  of  the  neck.  This  is  a 
severe  chest  injury  and  treatment  should 
be  directed  toward  stabilization  of  the 
chest  wall  and  maintenance  of  a clear 
airway.  Stabilization  can  be  accomplished 
by  applying  sand  bags  to  the  area  of 
paradoxical  movement  of  the  chest.  Back- 
haus  clamps  applied  about  a rib  and  to 
overhead  traction  may  be  used,  and  lastly, 
the  immediate  operative  wiring  of  the 
ends  of  the  fractured  ribs  as  advocated 
by  Coleman  may  be  carried  out.  Trache- 
ostomy is  particularly  valuable  in  main- 
taining a clear  airway,  and  if  in  any 
doubt,  should  be  performed. 

One  of  the  real  dangers  of  trauma  to 
the  thorax  is  the  development  of  air  leaks 
so  large  as  to  result  in  excessive  positive 
pressure  within  the  thorax.  This  is  called 
a tension  pneumothorax.  It  may  consist 
of  air  itself  or  be  accompanied  by  hemor- 
rhage into  the  pleural  cavity.  It  can  be 
suspected  clinically  if  the  patient  becomes 
markedly  dyspneic  with  some  degree  of 
cyanosis,  and  the  mediastinum  is  shifted 
to  the  opposite  side  as  evidenced  by  a 
palpable  shift  of  the  tracTiea.  Percussion 
of  the  involved  side  reveals  a hyper- 
resonant note.  If  air  alone  is  suspected, 
a needle  is  inserted  into  one  of  the  an- 
terior interspaces,  usually  the  second  or 
third,  and  attached  to  a closed  undei’- 
water  seal.  If  one  so  desires,  the  tube 
may  be  attached  to  controlled  suction.  A 
catheter  may  be  substituted  for  the  needle 


and  it  is  left  in  until  the  lung  is  fully 
re-expanded.  One  must  be  fully  cognizant 
of  the  fact  that  a bilateral  pneumothorax 
may  occur  or  that  a contra-coup  pneumo- 
thorax may  exist. 

Hemothorax  may  result  from  a lacera- 
tion of  the  lung  or  a rupture  of  an  inter- 
costal vessel.  Small  lacerations  of  the  lung 
cause  little  or  no  concern  since  the  air 
leak  and  bleeding  soon  subside  as  the 
laceration  is  sealed.  However,  intercostal 
bleeding  can  be  profuse  because  of  the 
pressure  in  the  systemic  circulation.  This 
type  of  bleeding  is  relatively  uncommon 
from  nonpenetrating  wounds.  Aspiration 
of  the  blood  in  the  pleural  cavity  should 
be  immediate,  and  repeated  at  twelve  to 
twenty-four  hour  intervals  until  the  pleu- 
ral cavity  is  relatively  clear  of  blood  and 
air  and  the  lung  is  fully  re-expanded.  Oc- 
casionally multiloculations  of  fluid  occur 
which  make  it  difficult  to  aspirate  all  the 
blood  or  air  from  the  pleural  cavity.  If 
a clotted  hemothorax  results,  decortication 
may  be  necessary  to  accomplish  full  re- 
expansion of  the  lung.  The  optimum  time 
for  decortication  of  a clotted  hemothorax 
is  usually  between  four  and  seven  weeks. 

PENET HATING  WOUNDS  OP  THE  CHEST 

Although  this  type  of  wound  occurred 
with  great  frequency  during  the  war,  the 
incidence  in  civilian  practice  is  sufficient- 
ly. gi-eat  to  warrant  more  detailed  knowl- 
edge of  its  management. 

The  treatment  of  penetrating  wounds 
depends  largely  on  the  severity  and  extent 
of  the  damage  to  the  underlying  lung. 
Ice-pick  wounds  are  fairly  common  and 
attention  is  directed  to  the  underlying 
pulmonary  or  vascular  damage.  Knife 
wounds  involving  only  the  chest  wall 
should  be  cleansed,  debrided  if  necessary, 
and  sutured.  Bleeding  into  the  pleural 
cavity,  if  profuse  and  excessive,  implies 
that  a large  vessel — either  pulmonary  or 
systemic — has  been  injured  and  demands 
immediate  operative  intervention. 

High  velocity  missiles  may  create 
wounds  of  entrance  or  exit  which  are 
relatively  negligible,  and  the  chief  concern 
once  more  is  with  the  underlying  damage. 
Treatment  should  be  directed  toward  get- 
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ting  the  patient  out  of  shock,  maintaining 
an  open  airway,  cleansing,  debridement 
and  closure  of  wounds.  The  patient  should 
be  observed  for  the  possible  occurrence 
of  pneumothorax  or  hemothorax  and  ap- 
propriate treatment  undertaken. 

Retained  missiles  over  1.5  cm.  in  size 
usually  require  operative  removal.  “Suck- 
ing wounds”  of  the  chest  produced  by 
large  missiles  may  create  an  open  pneumo- 
thorax. Occasionally,  the  opening  into  the 
pleui-al  cavity  may  be  plugged  by  tissue 
during  the  expiratory  phase  of  respira- 
tion, thereby  creating  a tension  pneumo- 
thorax. The  sucking  wound  must  be  im- 
mediately sealed  off  with  a tight  dry 
dressing,  the  patient’s  general  condition 
assessed,  treatment  of  shock  instituted,  a 
clear  airway  maintained,  and  as  soon  as 
the  condition  of  the  patient  warrants,  the 
thoracic  wound  is  surgically  treated.  This 
treatment  consists  of  debridement  of  the 
wound,  repair  of  the  underlying  pulmon- 
ary damage,  re-expansion  of  the  lung,  and 
closure  of  the  wound  after  an  intercostal 
tube  drain  is  inserted  through  a depend- 
ent interspace.  The  tube  is  then  connected 
to  an  underwater  seal  or  controlled  suc- 
tion. 

Abdomino-thoracic  wounds  may  be 
caused  by  sharp  instruments  or  missiles 
and  naturally  add  abdominal  complications 
to  those  present  in  the  thorax.  Abdominal 
rigidity  is  commonly  found  in  injuries  to 
the  anterior  chest  wall  and  it  is  not  un- 
common for  the  abdomen  to  be  entered 
with  the  mistaken  diagnosis  of  abdominal 
injury  based  purely  on  the  rigidity.  How- 
ever, if  the  rigidity  persists  after  effec- 
tive treatment  of  the  chest  injury,  the 
possibility  of  further  damage  must  be 
considered.  Perforation  and  hemorrhage 
are  the  two  serious  complications  to  be 
watched  for.  Naturally  in  a large  wound 
allowing  free  exploration,  the  abdominal 
contents  should  be  examined  as  carefully 
as  the  thoracic,  and  early  repair  accom- 
plished. This  may  be  done  through  the 
thoracic  wound  completely,  or  through  a 
separate  abdominal  incision,  or,  if  neces- 
sary, a combined  incision. 


LUNGS 

Injuries  to  the  lungs  may  occur  in  either 
nonpenetrating  or  penetrating  wounds  of 
the  chest.  It  may  involve  the  lung  paren- 
chyma, trachea  or  bronchi.  It  is  extremely 
rare  for  major  vessels  to  be  damaged  in 
nonpenetrating  trauma. 

Lacerations  of  the  lung  parenchyma  are 
most  frequently  caused  by  fractured  ribs 
which  may  result  in  a tension  pneumo- 
thorax or  hemothorax.  Parenchymal 
wounds  are  not  usually  large  and  do  not 
bleed  excessively  unless  major  pulmonary 
branches  are  involved.  If  fluid  and  air 
are  aspirated,  the  lung  will  very  readily 
undergo  full  re-expansion.  Continued 
bleeding  or  persistence  of  a tension  pneu- 
mothorax are  prime  indications  for  ex- 
ploratory thoracotomy. 

Rupture  of  the  trachea  or  bronchi  may 
be  recognized  early  in  a crushed  chest  if 
there  is  a rapidly  increasing  mediastinal 
and  subcutaneous  emphysema,  with  or 
without  pneumothorax.  Bronchoscopy  may 
confirm  the  presence  of  a tear,  and  if 
this  is  the  case,  early  operative  repair  is 
the  treatment  of  choice.  In  these  patients 
with  extensive  rapidly  forming  subcu- 
taneous emphysema,  mediastinal  decom- 
pression and  tracheostomy  should  be  done. 

ESOPHAGUS 

Tears  of  the  esophagus  can  result  from 
spontaneous  rupture,  which  is  directly  due 
to  sudden  increase  in  intra-esophageal 
pressure  caused  by  violent  vomiting.  The 
symptoms  are  usually  an  onset  of  sudden 
severe  pain  in  the  mediastinum  (usually 
in  the  lower  thoracic  region),  shock, 
mediastinal  emphysema  and  left  pneumo- 
thorax. The  treatment  is  early  operative 
repair  of  the  esophagus  through  a left 
thoracic  approach  with  closed  intercostal 
drainage  of  the  pleural  cavity.  Lacera- 
tions of  the  esophagus  caused  by  sharp 
foreign  bodies,  missiles  or  stab  wounds 
are  recognized  by  air  leakage  both  into 
pleural  cavity  and  mediastinum.  If  the 
leakage  of  air  is  minimal,  conservative 
therapy  such  as  antibiotics  and  gastric 
intubation  may  suffice.  In  large  air  leaks 
operative  repair  is  the  procedure  of  choice. 

DIAPHRAGM 

Compression  of  the  abdomen  and  lower 


Strug,  Leon — Emergency  Management  of  Thoracic  Trauma 


473 


chest  may  often  result  in  an  acute  rupture 
of  the  diaphragm.  In  view  of  the  serious 
associated  injuries,  rupture  of  the  dia- 
phragm is  not  often  suspected  or  recog- 
nized. The  fact  that  an  acute  rupture  can 
occur  must  be  constantly  kept  in  mind  in 
crush  injuries  or  when  an  individual  has 
fallen  from  a height.  The  left  leaf  of  the 
diaphragm  is  much  more  frequently  the 
site  of  a tear  and  this  usually  occurs 
transversely  at  the  dome.  However,  one 
must  be  cognizant  of  the  fact  that  rupture 
of  the  right  leaf  does  occur  and  permits 
the  entrance  of  a large  part  of  the  right 
lobe  of  the  liver  into  the  pleural  cavity. 
The  organs  usually  found  in  a traumatic 
diaphragmatic  hernia  on  the  left  are  colon, 
stomach,  spleen,  small  intestine  and  omen- 
tum. 

In  the  majority  of  cases  traumatic  dia- 
phragmatic herniae  do  not  require  emer- 
gency operative  intervention.  However, 
if  severe  respiratory  embarrassment  oc- 
curs, it  may  be  necessary  to  perform  an 
immediate  repair. 

HEAKT 

Contusions  of  the  heart  may  be  caused 
by  violent  compression  of  the  chest,  such 
as  steering  wheel  injuries.  This  may  cause 
sudden  death,  because  of  damage  to  the 
coronary  vessels.  If  the  patient  survives, 
the  contusion  may  give  rise  to  myocardial 
insufficiency  with  corresponding  electro- 
cardiographic changes.  The  treatment  is 
that  carried  out  for  myocardial  insuffici- 
ency from  its  usual  causes.  If  pericardial 
tamponade  occurs  a pericardiocentesis 
.should  be  carried  out. 

Wounds  of  the  pericardium  and  heart 
are  commonly  due  to  stab  wounds  and 
missiles.  If  the  patient  su-rvives  the  im- 
mediate trauma,  cardiac  tamponade  is  to 
be  anticipated.  Pallor,  cyanosis,  distended 
neck  veins,  rapid  pulse  and  fall  in  blood 
pressure  are  indications  of  cardiac  tam- 
ponade. The  heart  sounds  are  distant.  If 
the  cardiac  wound  is  a small  one,  peri- 
cardiocentesis alone  may  be  sufficient. 
However,  in  larger  wounds,  immediate 
exploration  of  the  pericardium  is  manda- 
tory. 


coxci.rsiuNS 

Serious  thoracic  trauma  is  increasing 
and  a clear  understanding  of  the  basic 
principles  in  the  management  of  chest 
injuries  is  necessary.  The  early  re-expan- 
sion of  the  lung  and  re-establishment  of 
a patent  airway  are  two  very  important 
and  necessary  principles  which  must  be 
carried  out  to  restore  normal  cardiores- 
piratory physiology.  In  serious  cases 
tracheostomy  has  proven  of  inestimable 
value.  It  is  important  that  a prompt  diag- 
nosis and  a careful  evaluation  and  follow- 
up of  the  patient  be  carried  out,  lest  late 
complications  develop  and  go  unrecog- 
nized. The  recent  advances  in  therapeutic 
measures  and  their  application  has  re- 
sulted in  the  saving  of  lives  in  what  pre- 
viously had  been  fatal  chest  injuries. 

KE  PE  REN  of; 

1.  (’jirtcr.  I!.  W.  and  (iniseffi,  .T.  : Tniclientoniy  in 

cnisliinir  injuries  of  tlie  chest.  .1,  Tlior.  Sni'K..  in.ll. 

DisrrssKtx 

Dr.  Charles  A.  Beskin  (Baton  Rouge);  Dr. 
Strug  has  covered  this  broad  subject  so  compre- 
hensively, that  there  is  really  little  to  be  added. 

I thoroughly  agree  with  his  concepts,  and  would 
like  to  emphasize  one  or  two  points. 

Too  often,  the  critical  need  for  restoring  im- 
mediate cardiorespiratory  balance  to  the  victim 
of  an  automobile  accident  with  chest  injury  is 
overlooked.  Emergency  tracheotomy  can  be  a 
most  useful,  life-saving  procedure  in  cases  of 
multiple  rib  fractures  with  severe  paradox  and 
ineffective  cough.  It  has  been  shown  that  a 
simple  tracheotomy  can  lower  the  physiologic 
“dead  space”  by  over  100  cc.  and  significantly 
improve  the  efficiency  of  ventilation.  At  the 
same  time,  adequate  bronchial  toilet  can  be  in- 
stituted. 

In  cases  of  extensive  rib  cage  mobility  due  to 
bilateral  fractures  and  sternal  fracture,  skeletal 
traction  often  is  inadequate,  and  one  should  not 
fear  operative  intervention  under  endotracheal 
anaesthesia,  and  reduction  of  the  individual  frac- 
tures by  suture  or  intrameduallary  fixation.  Con- 
trolled positive  pressure  breathing  by  the  anaes- 
thetist will  often  improve  the  trauma  patient 
with  anoxemia  and  CO:*  retention  secondary  to 
an  inefficient,  paradoxing  chest  wall. 

I was  glad  to  hear  Dr.  Strug  emphasize  the 
harm  done  by  strapping  the  chest  for  rib  fractures. 
I have  found  local  intercostal  nerve  block  with 
either  novocaine  or  nupercaine  in  oil  to  be  high- 
ly effective  in  controlling  pain  without  embar- 
rassing respiration. 

One  should  be  particularly  alert  to  the  possi- 
bility of  bronchial  rupture  or  tear  in  the  ever- 
common  steering  post  injuries.  These  cases  give 
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rise  to  overwhelming  tension  pneumothorax  and 
mediastinal  emphysema,  and  are  usually  refrac- 
tory to  simple  tube  drainage  and  suction.  Im- 
mediate thoracotomy  is  indicated,  if  such  a 
complication  is  suspected.  Bronchoscopy  may  be 
revealing  in  some  cases  of  bronchial  tear. 

I would  again  like  to  commend  Dr.  Strug  for 
his  informative  and  lucid  presentation. 

O 

WILMS’  TUMOR:  ITS  BEHAVIOR 
AND  PROGNOSIS  * 

VINCENT  P.  COLLINS,  M.  D.  t 
Houston,  Texas 

CASE  HISTOUY 

In  Juh’  of  1953,  41/2  year  old  Jimmie 
was  admitted  to  hospital  one  week  after 
his  mother  had  noted  an  abdominal  mass. 
He  had  been  complaining  of  abdominal 
pain  for  one  month  and  there  had  been 
some  weight  loss  over  a period  of  three 
months.  The  tumor  filled  the  right  side 
of  the  abdomen  and  x-ray  studies  con- 
firmed its  renal  origin  (Fig.  1).  In  a 


Figure  1 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  The  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 

t Professor  of  Radiology,  Baylor  University 
College  of  Medicine,  Houston. 


radiograph  of  the  chest,  the  right  hilar 
shadow  was  rounded  and  slightly  enlarged. 
A metastatic  lesion  was  considered  but 
could  not  be  confirmed.  Because  of  the 
size  of  the  mass,  preoperative  radiation 
was  carried  out  (1580r  tumor  dose 
through  opposing  10  by  15  cm.  fields  in 
nine  days).  The  mass  diminished  in  size 
during  treatment  and  on  July  29,  1953, 
the  right  kidney  was  removed.  As  far  as 
could  be  determined,  the  local  lesion  was 
completely  removed : there  were  no  evi- 
dent metastases.  The  kidney  contained  a 
6.5  cm.  tumor  and  the  histologic  diag- 
nosis was  Wilms’  tumor.  The  child’s  prog- 
ress after  operation  was  satisfactory.  His 
clinic  visits  were  uneventful.  The  ques- 
tionable pulmonary  lesion  did  not  change. 

In  October  1954,  the  mother  brought  3 
year  old  Frank  to  hospital  with  a story  of 
bloody  urine  for  four  days.  A discrete 
mass  was  palpable  in  the  right  flank. 
Roentgen  studies  disclosed  a mass  in  the 
lower  pole  of  right  kidney  (Fig.  2).  A 


Figure  2 

right  nephrectomy  was  done  on  October 
27,  1954.  The  tumor  was  cleanly  removed 
and  no  metastases  were  encountered.  The 
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kidney  contained  a circumscribed  4 cm. 
tumor  and  the  pathologist’s  diagnosis  was 
Wilms’  tumor.  Postoperative  radiotherapy 
was  given  to  the  operative  site  (2500r 
tumor  dose  through  opposing  6 by  8 cm. 
fields  in  twelve  days).  The  child  was  re- 
turned to  his  family  in  good  condition. 

W’ith  the  recognition  of  the  second  tu- 
mor in  this  family,  a carefully  casual  in- 
quiry was  made  of  other  children.  There 
were  three  and  the  mother  was  invited  to 
bring  them  in  to  hospital  for  examination 
when  Jimmie  and  Frankie  returned  for 
follow-up  in  November. 

Leon,  age  10  (Fig.  3),  was  clinically 
well  but  an  intravenous  pyelogram  showed 
a deformity  of  the  uppermost  calyx  of 
the  right  kidney. 


Figure  3 


Carl,  age  8 (Fig.  4),  had  no  signs  or 
symptoms  but  an  intravenous  pyelogram 
showed  questionable  displacement  of  the 
uppermost  calyx  of  the  left  kidney. 

John,  age  21  months  (Fig.  5),  showed 
no  abnormality  on  physical  or  x-ray  ex- 
amination. 

James,  whose  tumor  was  removed  six- 


Figure 5 


teen  months  before,  now  had  a definite 
pulmonary  metastasis. 

Frank,  whose  tumor  was  removed  in 
October,  remained  free  of  evident  disease. 

The  overwhelming  cancer  problem  in 
this  family  required  management  with 
sympathetic  caution.  James’  pulmonary 
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metastases  were  treated  by  radiotherapy 
(ISOOr  tumor  dose  to  both  lung  fields 
through  opposing  10  by  15  cm.  fields  in 
twenty-one  days).  The  metastatic  lesions 
disappeared  but  massive  recurrence  in 
chest,  mediastinum  and  abdomen  devel- 
oped and  he  died  in  February  1955. 

After  Jimmie’s  death  all  children  were 
re-e.xamined. 

Frank  showed  no  sign  of  recurrent  or 
metastatic  diseases. 

Baby  John  had  no  identifiable  disease. 

Leon  and  Carl  were  thoroughly  re- 
studied with  retrograde  pyelography  and 
retroperitoneal  air  studies.  The  findings 
were  unchanged.  Despite  the  deformities 
shown,  a renal  mass  could  not  be  proven. 
An  aggressive  approach  to  diagnosis  im- 
mediately was  not  favored  by  any  con- 
sultant. 

The  entire  problem  of  Wilms’  tumor  as 
well  as  the  care  of  this  family  was  a sub- 
ject for  thoughtful  appraisal. 

Wilms  described  the  tumor  that  bears 
his  name  in  1899.  It  is  sometimes  called 
mixed  tumor  and  adenomyosarcoma  be- 
cause of  its  varied  histologic  components, 
glandular  elements,  spindle  cells,  and 
smooth  and  striated  muscle  cells.  It  is 
also  termed  embryoma  because  some  at 
least  have  had  to  originate  in  utero.  On 
embryologic  grounds  Nicholson”  places 
the  time  of  origin  within  the  period  of 
the  third  to  ninth  month  of  pregnancy. 

It  is  the  commonest  tumor  of  early 
childhood.  The  peak  incidence  is  between 
three  and  four  years  and  90  per  cent  are 
diagnosed  between  the  ages  of  four 
months  and  eight  years  (Fig.  6).  There 


WILMS'  TUMOR AGE  AT  DIAGNOSIS 


are  isolated  case  reports  of  Wilms’  tumor 
in  adults  including  one  aged  75  years.' 
Because  of  its  deeply  located  site,  it  com- 
monly reaches  a size  of  5 to  10  cm.  in 
diameter  before  diagnosis.  This  growth 
is  asymptomatic  and  the  most  frequent 
story  is  that  the  parent  discovers  the  mass 
while  bathing  or  dressing  the  child.  Poly- 
cystic kidney  and  horseshoe  kidney  are 
the  other  likely  causes  of  a palpable  kid- 
ney at  this  age.  The  hypernephroma  is  a 
renal  tumor  of  adults  with  a peak  inci- 
dence between  50  and  60  years  of  age. 

There  are  several  reports  of  tumor  oc- 
curring in  siblings.  Maslow  ^ reported  an 
instance  of  three  proven  and  one  probable 
Wilms’  tumor  in  one  family,  all  of  which 
ended  fatally.  Involvement  of  both  kid- 
neys in  the  same  child  also  occurs.  Every 
reasonable  effort  must  be  made  to  deter- 
mine that  the  other  kidney  is  free  of 
tumor  before  removing  the  obviously  in- 
volved one. 

There  is  little  delay  in  seeking  medical 
attention  once  an  abdominal  mass  is  dis- 
covered and  it  is  a present  custom  to  con- 
sider treatment  as  a surgical  emergency. 
This  is  the  view  of  Gross of  Boston 
Children’s  Hospital  where  they  have  evalu- 
ated a number  of  approaches  to  therapy, 
surgery  alone,  radiotherapy  followed  by 
surgery  and  surgery  with  postoperative 
radiation.  Their  choice  of  treatment 
methods  is  immediate  surgery  on  admis- 
sion to  hospital  with  the  first  radiotherapy 
administered  postoperatively  before  the 
child  recovers  from  anesthesia.  The  im- 
proving therapeutic  results  are  shown  in 
Table  1. 


TABLE  1 


P.ate 

Patients 

Survivals 

1914-1930 

27 

14.9% 

1931-1939 

31 

32.2% 

1940-1947 

38 

47.3% 

These  figures  were  first  presented  in 
1949^  and  again  in  1953^  with  no  change 
in  the  percentage  of  survivals.  They  attrib- 
ute the  improved  survival  rate  in  the  second 
group  to  reduced  postopei'ative  deaths, 
and  in  the  most  recent  group  to  better 
application  of  postoperative  radiation. 

Guidance  was  sought  in  this  knowledge 
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of  Wilms’  tumor  that  would  apply  to  the 
management  and  care  of  the  members  of 
this  susceptible  family.  The  known  factors 
involved  in  achieving  cure  are  diagnosis, 
surgery,  and  radiation.  The  role  of  each 
should  be  closely  examined. 

Early  diagnosis  is  the  starting  point  of 
every  effort  to  achieve  cure  of  cancer.  In 
the  children  under  consideration  there 
might  be  opportunity  to  establish  diag- 
nosis long  before  the  time  when  tumor, 
if  present,  would  eventually  manifest  it- 
self by  a presenting  mass.  Though  the 
clinical  suspicion  existed  and  was  rein- 
forced by  borderline  abnormalities  in 
x-ray  examination  of  the  kidneys,  the 
presence  of  the  tumor  could  not  be  identi- 
fied with  certainty.  Exploratory  operation 
was  entertained  as  the  only  method  of 
establishing  diagnosis  if  tumor  was  too 
small  to  be  detected  by  clinical  or  x-ray 
examination.  It  was  necessary  to  consider 
the  reaction  of  parents  and  children  to 
further  operations,  to  weigh  the  risk  of 
operative  mortality,  of  damage  to  a nor- 
mal kidney,  and  the  possibility  that  a 
negative  or  indeterminate  finding  would 
be  the  result  of  exploration.  These  might 
all  be  held  unimportant  if  death  were  the 
certain  outcome  of  failure  to.  intervene, 
and  cure  was  the  probable  result  of  sur- 
gical removal. 

In  the  case  of  the  two  older  children, 
aged  eight  and  ten  years,  who  would  be 
candidates  for  surgical  exploration,  diag- 
nosis of  the  tumor,  however  small,  could 
not  be  considered  early  if  it  had  been 
present  since  before  birth.  Accepting  the 
prenatal  origin,  a tumor,  if  present  in 
either  of  these  children,  had  evidently 
grown  more  slowly  than  had  the  tumors 
of  the  younger  brothers  which  had  reached 
the  size  of  clinical  recognition  at  the  ages 
of  three  and  four  and  a half  years.  There 
was  no  available  information  to  indicate 
the  significance  of  rate  of  growth  in  de- 
termining prognosis  or  influencing  treat- 
ment. 

Treatment  in  the  hands  of  Gross  ^ had 
been  reported  as  increasingly  effective 
and  it  would  be  the  aim  of  care  for  this 
family  to  take  every  advantage  of  the 


factors  involved.  The  improvement  in  re- 
sults for  the  period  of  1931-1939  is  as- 
cribed to  diminished  operative  mortality. 
Improvement  in  surgical  facilities,  anes- 
thesia and  supportive  procedures,  con- 
tinued through  the  third  period  to  1947 
but  the  impressive  cure  rate  of  47.3  per 
cent  was  ascribed  to  postoperative  radi- 
ation to  the  operative  site.  This  would 
imply  that  the  patients  were  now  being 
saved  who  formerly  died  of  recurrence  of 
disease  incompletely  removed  from  the 
kidney  bed  at  the  time  of  operation.  It 
also  implied  that  the  disease  tends  to  re- 
main localized  prior  to  the  time  of  diag- 
nosis and  treatment,  but  is  prone  to  recur 
locally  in  the  postopei’ative  period  and 
then  set  about  its  fatal  course  unless 
eradicated  by  radiation. 

Surgical  success  or  failure  must  be 
analyzed  separately.  A patient  is  clinical- 
ly free  of  disease  at  any  given  period 
after  operation  for  either  of  two  reasons. 

1.  The  tumor  was  totally  removed  at 
operation.  This  is  possible  only  because 
the  tumor  remained  localized  to  the  sur- 
gically removed  specimen. 

2.  The  tumor  is  so  slowly  growing  that 
sufficient  time  has  not  elapsed  to  permit 
it  to  grow  to  size  of  clinical  recognition. 

Both  of  these  reasons  are  the  result  of 
a growth  characteristic  of  the  individual 
tumor.  The  number  of  patients  free  of 
disease  is  properly  a measure  of  the  pro- 
portion of  tumors  which  grow  locally  or 
slowly,  rather  than  a measure  of  the  ef- 
ficacy of  treatment. 

Recurrent  disease  indicates  that  total 
removal  of  disease  was  not  achieved  by 
surgery.  For  this  there  are  two  possible 
explanations. 

1.  Tumor  had  metastasized  to  distant 
sites  before  operation.  This  is  a growth 
characteristic  of  the  individual  tumor  that 
is  beyond  the  control  of  present  forms  of 
treatment. 

2.  Tumor  was  locally  incompletely  re- 
moved. This  is  the  sole  area  for  improve- 
ment in  results.  Knowledge  of  the  fre- 
quency of  this  circumstance  of  purely 
local  persistence  is  lacking. 

The  known  and  observable  effect  of 
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radiation  is  demonstrated  in  the  case  his- 
tory of  Jimmy.  The  primary  tumor 
showed  a marked  shrinkage  under  ti*eat- 
ment  and  the  pulmonary  metastases 
showed  temporary  regression.  Although 
these  effects  may  have  limited  usefulness, 
radiation  can  be  offered  for  these  specific 
purposes.  The  effectiveness  of  postoper- 
ative radiotherapy  in  obtaining  cure  after 
incomplete  surgical  removal  rests  on  the 
hopeful  assumption  that : 

1.  In  an  appreciable  number  of  pa- 
tients there  are  residual  tumor  cells  in 
the  operative  field  but  none  have  escaped 
beyond  the  field  to  be  radiated. 

2.  Radiation  can  completely  eradicate 
such  residual  cells  so  that  they  neither 
grow  locally  nor  metastasize. 

While  continuing  to  offer  postoperative 
radiation  on  this  basis,  evidence  must  be 
sought  to  establish  the  validity  of  either 
assumption. 

The  factors  governing  the  outcome  for 
the  patient  with  Wilms’  tumor  were  still 
obscure  and  an  investigation  of  published 
and  unpublished  material  continued  until 
some  252  cases  had  been  studied. ^ 

If  one  accepts  the  prenatal  origin  of 
this  tumor  as  occurring  within  a fixed 
period  of  embryonic  development,  then 
the  time  of  recognition  and  diagnosis 
would  depend  upon  the  rate  of  growth. 
The  most  rapidly  growing  tumors  would 
be  identified  at  birth.  An  average  rate  of 
growth  would  be  shown  by  the  tumors 
appearing  in  the  period  of  peak  incidence 
between  the  third  and  fourth  years.  More 
slowly  growing  tumors  would  appear  later 
in  childhood  or  even  in  adult  life. 

If  the  rate  of  growth  was  characteristic 
of  an  individual  tumor,  then  this  would 
govern  not  only  the  time  of  first  appear- 
ance of  the  primary  tumor  but  it  would 
also  place  limits  upon  the  length  of  time 
in  which  a recurrence  might  be  expected 
to  develop.  A tumor  present  at  birth  had 
to  develop  to  clinically  recognizable  size 
in  a period  of  nine  months  or  less.  If  it 
were  to  recur  following  surgical  removal, 
then  this  should  require  no  longer  than 
an  additional  nine  months.  A tumor  first 
recognized  at  the  age  of  five  years  and 


incompletely  removed  should  again  reach 
the  size  of  clinical  recognition  either  as 
recurrence  at  the  primary  site  or  as  a 
distant  metastasis  in  a period  not  to  ex- 
ceed five  years  plus  nine  months. 

The  records  of  206  patients  gave  in- 
formation concerning  the  patient’s  age  at 
the  time  of  operation  and  the  age  at  the 
time  of  last  negative  follow-up,  recurrence 
or  death.  A period  of  risk  was  postulated 
for  every  patient  which  was  equal  to  the 
age  at  the  time  of  operation  plus  nine 
months.  Within  this  postoperative  inter- 
val, patients  were  at  risk  of  recurrence. 
If  they  lived  beyond  this  period  without 
evidence  of  recurrent  tumor,  they  might 
be  considered  cured  (Fig.  7).  Of  the  206 


patients  studied,  there  were  137  recur- 
rences or  deaths,  all  of  which  recurred 
within  the  period  of  risk.  There  were  20 
patients  within  the  period  of  risk  who 
were  symptom  free.  There  were  49  pa- 
tients who  had  lived  beyond  the  period 
of  risk.  No  instance  of  recurrence  was 
encountered  beyond  the  predicted  period 
of  risk. 

The  significance  of  these  ob.servations 
is  twofold.  It  tends  to  confirm  the  pro- 
posal that  the  rate  of  growth  is  a char- 
acteristic of  an  individual  tumor  and  that 
this  governs  the  time  of  appearance  of 
the  primary  lesion  and  sets  a limit  upon 
the  time  of  recurrence  if  such  is  to  de- 
velop. It  also  offers  a new  method  of 
estimating  the  pi’ognosis  in  a given  pa- 
tient. Whereas  statistical  methods  which 
accurately  determine  survival  rate  predict 
the  outcome  for  a group  of  individuals, 
this  is  a method  of  prediction  applicable 
to  the  individual.  While  it  cannot  predict 
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cure  or  failure  at  the  time  of  diagnosis, 
it  does  predict  a time  limit  on  the  risk  of 
recurrence. 

In  this  respect  a recent  report  by  Falk- 
inburg-  is  of  particular  interest.  This 
was  a patient  in  whom  Wilms’  tumor  re- 
curred eight  years  after  operation.  From 
personal  communication  it  was  established 
that  the  patient  was  7 years  and  8 months 
old  at  the  time  of  the  first  operation ; re- 
currence was  noted  eight  years  and  three 
months  later  at  the  age  of  15  years  and 
11  months.  The  recurrence  was  just 
within  the  predicted  limit  which  would 
have  expired  at  16  years  and  1 month. 

There  is  an  increasing  awareness  that 
arbitrary  periods  such  as  five  years  as  a 
measure  of  survival  are  of  doubtful  value. 
In  the  case  of  Wilms’  tumor  a five  year 
interval  of  observation  is  neither  neces- 
sary nor  useful  in  establishing  the  out- 
come. A shorter  interval  will  suffice  for 
younger  patients,  a longer  interval  is 
necessary  for  older  children  before  de- 
claring them  free  of  risk  of  recurrence. 
Without  a consideration  of  age  of  the 
patients  comprising  the  series  reported  by 
Gross  '*  it  is  not  possible  to  determine  the 
influence  of  treatment  in  producing  a 
five  year  survival  of  47.3  per  cent. 

Gross-*  states  that  in  his  series  of  96 
patients,  only  2 recurrences  developed 
later  than  nine  months  after  treatment. 
In  the  206  patients  reviewed  in  this  study, 
the  records  did  not  always  distinguish 
between  the  time  of  recurrence  and  the 
time  of  death.  Of  137  recurrences  or 
deaths,  51  occurred  nine  months  or  more 
after  operation.  Of  38  dated  recurrences, 
16  were  known  to  have  occurred  nine 
months  or  more  after  operation.  This  ap- 
pears to  indicate  some  undetermined  dif- 
ference in  the  material  of  Gross’  series.' 

As  a result  of  this  study,  our  current 
appraisal  of  Wilms’  tumor  is  that  it  is 
prenatal  in  origin.  The  time  of  appear- 
ance of  the  primary  tumor  is  governed 
by  the  growth  rate  so  that  rapidly  grow- 
ing tumors  appear  at  birth  or  shoi’tly 
after,  and  a few  very  slowly  growing 
tumors  occur  on  into  adult  life.  The 
growth  rate  of  a given  tumor  is  a char- 


acteristic of  that  tumor  and  governs  the 
time  of  recurrence  if  cure  is  not  achieved. 
Following  operation  the  patient  is  at  risk 
of  recurrence  for  a maximum  period  equal 
to  his  age  at  the  time  of  operation  plus 
nine  months.  If  recurrence  does  not  de- 
velop in  this  interval,  the  patient  may  be 
considered  cured.  Younger  patients  may 
be  declared  free  of  risk  of  recurrence  at 
an  earlier  age  than  may  older  patients. 

The  outcome  of  treatment  is  determined 
by  another  growth  characteristic  of  the 
individual  tumor,  that  of  continued  growth 
as  a localized  mass  without  shedding 
metastases  to  distant  sites.  In  the  series 
studied,  49  of  206  passed  the  predicted 
period  of  risk  to  give  a cure  rate  of  25 
per  cent  by  this  method  of  analysis.  This 
means  that  about  one  quarter  of  Wilms’ 
tumors  grow  to  size  of  clinical  recognition 
without  establishing  metastases.  Taking 
into  account  the  duration  of  tumor,  the 
rate  of  growth,  and  the  volume  of  tumor 
achieved  in  the  period  of  silent  develop- 
ment, it  is  felt  that  if  the  individual 
tumor  has  the  ability  to  metastasize,  this 
ability  is  likely  to  be  exercised  before  di- 
agnosis. Metastasis  is  unlikely  to  be  the 
final  act  of  a long  established  tumor 
during  the  immediate  preoperative  period. 

Surgery  is  not  viewed  as  an  emergency 
procedure  if  such  action  jeopardizes  the 
thoughtful  preparation  of  the  patient  or 
the  family.  The  most  distinct  advance  in 
treatment  has  been  the  diminished  oper- 
ative mortality  and  this  must  be  main- 
tained. 

The  effect  of  radiation  is  demonstrable 
only  on  gross  tumor.  Its  usefulness  and 
limitations  in  the  management  of  ad- 
vanced disease  are  not  questioned.  It  is 
useful  in  diminishing  the  size  of  a bulky 
primary  tumor.  The  argument  against 
preoperative  radiation  deplores  the  delay 
in  surgical  removal  but  this  is  short  rela- 
tive to  the  total  duration  of  the  tumor. 
The  argument  for  preoperative  I’adiation 
is  that  the  risk  of  metastases  is  lessened 
if  the  diminished  bulk  of  tumor  can  be 
removed  with  minimum  manipulation.  If 
either  has  merit  they  are  judged  equal 
risks  and  convenience  is  the  guide.  Post- 
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operative  radiation  is  continued  as  a 
standard  procedure  because  on  hypotheti- 
cal grounds  control  of  persistent  localized 
disease  is  the  only  avenue  of  possible  im- 
provement in  current  results.  Material  is 
being  re-examined  to  determine  the  fre- 
quency of  recurrence  in  the  operative  site 
and  whether  this  is  lessened  in  the  group 
of  patients  receiving  postoperative  radi- 
ation. 

Application  of  this  appraisal  to  the 
problem  of  the  family  under  discussion 
leads  to  this  attitude  on  treatment  and 
management. 

In  the  case  of  Jimmy,  the  tumor  was  of 
moderate  growth  rate  and  had  the  ability 
to  establish  distant  metastases.  These 
growth  characteristics  determined  the  ul- 
timate outcome  long  before  diagnosis. 
Treatment  could  not  effect  cure  but  it 
probably  delayed  death  by  some  months. 

Frank’s  tumor  had  a very  slightly  fast- 
er rate  of  growth.  Whether  it  was  capa- 
ble of  establishing  distant  metastases  has 
not  been  established.  Born  on  October  19, 
1951,  and  operated  on  October  27,  1954 
at  the  age  of  36  months,  he  is  at  risk  of 
recurrence  until  the  age  of  81  months 
(36  + 36  -)-  9).  If  no  sign  of  local  re- 
currence or  distant  metastases  is  evident 
at  that  time,  he  may  be  considered  cured. 

Eight  year  old  Carl  and  ten  year  old 
Leon  are  under  troubled  supervision  be- 
cause of  questionable  calyceal  deformities. 
If  either  has  a Wilms’  tumor  it  is  in  the 
group  of  slower  growth  rates.  Whether 
there  is  a relation  between  rate  of  growth 
and  ability  to  metastasize  is  not  estab- 
lished but  if  ability  exists  there  have  been 
many  years  for  metastases  to  have  oc- 
curred. If  metastases  have  not  occurred 
with  this  long  opportunity,  it  seems  likely 
that  this  favorable  growth  characteristic 
will  continue  to  govern  behavior. 

Baby  John  has  no  sign  to  suggest  the 
presence  of  a renal  tumor,  but  he  is  young 
enough  to  harbor  an  occult  tumor  with  a 
growth  rate  slightly  more  rapid  than 
average. 

These  three  children  should  be  followed 
at  intervals  of  three  months  for  the 
youngest,  and  six  months  to  one  year  for 


the  older  brothers.  The  period  may  be  in- 
creased with  age  because  no  change  could 
be  detected  in  very  slowly  growing  tumors 
in  short  intervals  of  time. 

Although  the  record  of  this  family  is 
incomplete  the  considerations  governing  a 
current  problem  are  somewhat  different 
than  retrospective  analysis.  The  report 
may  therefore  be  of  value  in  management 
of  other  patients  in  whom  the  outcome  is 
not  yet  clear. 
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•PELVIC  MASSES  OBSTRUCTING 
VAGINAL  DELIVERY* 

J.  P.  GRIFFON,  M.  D.  f 
Baton  Rouge 

The  discussion  of  pelvic  masses  that 
may  obstruct  vaginal  delivery  must,  of 
necessity,  include  those  which  do  not  ab- 
solutely preclude  vaginal  delivery,  some  of 
which  are  amenable  to  correction  by 
minor  procedures,  as  well  as  those  that 
prohibit  normal  termination.  In  addition, 
we  should  recognize  the  lesions  which, 
after  major  surgery,  allow  the  vaginal 
route  to  be  exercised. 

In  order  to  facilitate  classification, 
these  masses  have  been  subdivided  into 
four  main  categories,  namely:  (1)  vulvo- 
vaginal, (2)  uterine,  (3)  ovarian,  and 
(4)  extragenital. 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

t From  the  Department  of  Obstetrics  and  Gyne- 
cology, Tulane  University  of  Louisiana  School  of 
Medicine. 
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C'ATKGOKV  I.  VrLV()VA(ilXAI. 

Inflammatory  vulvovaginal  lesions  will, 
on  occasions,  produce  obstruction  to  the 
vaginal  passage.  In  1947,  Kaiser  and 
King ' reviewed  38  labors  in  26  patients 
with  lymphopathia  venereum,  in  which 
abdominal  delivery  became  necessary  in  3 
due  to  extensive  scarring  of  the  recto- 
vaginal septum. 

Bartholin  abscess  may  produce  a tumor 
large  enough  to  be  disturbing  but  should 
be  readily  amenable  to  incision  and  drain- 
age and  antibiotic  therapy,  care  being 
taken  to  prevent  contamination  of  the 
uterus. 

Luetic  gummatous  lesions  may,  as  well, 
occur  in  the  vulvar  region.  However, 
their  initial  appearance  concomitant  with 
the  onset  of  labor  would  be  extremely 
unusual  and  they  should  readily  subside 
with  antisyphilitic  treatment  if  discovered 
prenatally. 

Vaginal  cysts,  in  the  vast  majority  of 
instances,  are  small  and  of  no  concern  al- 
though occasionally  one  may  encounter  a 
cyst  of  mullerian  or  wolffian  origin  that 
creates  a hazard.  Aspiration  of  these 
cysts  may  be  easily  accomplished  with  re- 
moval at  a later  date  after  the  puerperium 
and  complete  involution  has  been  experi- 
enced. Probably  the  most  common  tumor 
of  this  type  one  might  expect  to  occur 
would  be  a Gartner  duct  cyst  in  the  an- 
terolateral vaginal  wall. 

Solid  benign  vulvovaginal  tumors  such 
as  fibromata,  fibromyomata  and  lipomata 
may  occasionally  attain  a size  of  such  pro- 
portions as  to  cause  dystocia  but  local  re- 
moval should  satisfactorily  overcome  this. 

Carcinoma  of  the  vulva,  fortunately,  is 
usually  a disease  of  elderly  women,  but 
should  it  be  encountered  during  early 
pregnancy  treatment,  as  in  other  cases  of 
vulvar  cancer,  that  is,  radical  vulvectomy, 
should  be  undertaken.  If  the  patient  is  at 
term  or  in  labor,  cesarean  section  should 
be  done  with  vulvectomy  at  a later  date. 

Primary  carcinoma  of  the  vagina,  a 
rare  lesion  of  poor  prognosis,  if  diagnosed 
during  early  pregnancy  before  the  fetus 
is  viable  would  present  a complex  problem 
in  that,  to  be  effective,  treatment  should 


include  radium,  x-ray  therapy,  and  radical 
surgery,  with  obvious  fetal  loss.  Near  or 
at  term,  a decision  is  not  so  involved  in 
its  consequences,  an  elective  cesarean  sec- 
tion being  indicated  followed  later  by 
definitive  treatment  for  the  malignancy. 

CATE(iOKY  II.  ITTEIUXK 

In  discussing  uterine  masses  obstructing 
vaginal  delivery,  leiomyomata,  or  uterine 
fibroids,  are  the  most  common  tumors 
present.  Duckering  and  associates  - in  a 
review  of  22,283  pregnancies  from  1937 
to  1943,  at  New  York  Hospital,  discovered 
361  cases  of  pregnancy  associated  with 
myoma  uteri  of  significant  size  (6  cm.  or 
more)  for  an  incidence  of  1.4  per  cent. 
These  figures  must  necessarily  vary  ac- 
cording to  the  type  of  patients  seen,  a 
predominance  of  colored  clientele  such  as 
is  found  at  Charity  Hospital  causing  an 
increase  in  the  percentage  rate  due  to 
their  predilection  to  the  development  of 
myomata. 

It  is  extremely  desirable  to  evaluate  the 
size  and  position  of  fibroids  prior  to  preg- 
nancy or  as  early  in  pregnancy  as  possible. 
At  a later  date  confusion  due  to  fetal 
parts  may  complicate  the  diagnosis.  It  is 
also  well  to  bear  in  mind  that  these  tu- 
mors may  enlarge  or  undergo  degeneration 
during  pi'egnancy. 

The  majority  of  pregnant  women  with 
uterine  fibroids  will  go  to  term  and  de- 
liver vaginally.  If  it  is  thought  that  the 
fibroid  occupies  a position  and  is  of  such 
size  as  to  impinge  on  the  pelvic  passage, 
an  attempt  should  be  made  to  gently  ele- 
vate the  myoma  from  its  location  within 
the  pelvis.  Many  will  spontaneuosly  re- 
tract and  allow  the  presenting  part  to 
descend.  It  may  be  noted  here  that  ab- 
normal positions  and  presentation  of  the 
fetus  are  common  in  the  presence  of 
uterine  fibroids. 

Should  the  fibroid  be  incarcerated  in 
the  pelvis  and  absolutely  impede  the  pro- 
gress of  labor,  a cesarean  section  is  the 
procedure  of  choice. 

It  is  not  within  the  scope  of  this  paper 
to  evaluate  the  removal  of  fibroids  at  the 
time  of  cesarean  section  but  in  my  opin- 
ion, it  is  less  traumatic  to  do  a section 
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hysterectomy  than  to  attempt  to  enucle- 
ate large  intramural  or  broad  ligament 
fibroids  out  of  the  wall  of  the  uterus.  A 
pedunculated  fibroid  on  a small  pedicle  is 
another  situation  and  removal  may  be  ac- 
complished without  risk. 

Rarely,  in  congenital  anomalies  such  as 
a bicornuate  uterus,  the  nonpregnant  por- 
tion may  become  dependent  and  obstruct 
the  progress  of  labor.  In  such  an  event, 
cesarean  section  may  have  to  be  resorted 
to. 

Carcinoma  of  the  cervix,  in  most  large 
series  reported,  apparently  occurs  with 
less  frequency  during  pregnancy  than  in 
the  nonpregnant  uterus.  Ward  ^ states 
that  in  36,274  obstetric  cases  at  New 
York’s  Woman’s  Hospital,  10  cases  of 
malignancy  of  the  cervix  were  revealed. 

In  the  treatment  of  a parturient  woman 
with  cervical  carcinoma,  there  appears  to 
be  no  unanimity  of  opinion  among  gyne- 
cologists. However,  therapy  seems  to  be 
based  on  the  period  of  gestation  as  re- 
gards the  chance  of  fetal  survival.  Should 
the  tumor  be  diagnosed  prior  to  the  time 
one  would  expect  the  baby  to  survive  de- 
livery, all  measures  should  be  directed 
against  the  malignant  growth,  including 
radium,  x-ray  therapy  and  radical  sur- 
gery, disregarding  the  uterine  contents. 
After  the  twenty-eighth  week  of  preg- 
nancy, one  may  perform  a cesarean  sec- 
tion, followed  by  appropriate  therapy  di- 
rected toward  the  malignancy.  In  no  event 
should  a viable  fetus  be  allowed  to  deliver 
through  the  carcinomatous  cervix. 

CATEGORY  III.  OVARIAN 

Ovarian  tumors  complicating  pregnancy, 
while  not  as  frequently  encountered  as 
myomata  of  the  uterus,  are  present  often 
enough  to  keep  in  mind  the  possibility. 
Grimes  and  collaborators  in  a review  of 
15,071  consecutive  pregnant  women,  re- 
corded enlargement  of  a 6 cm.  or  more 
to  be  present  in  the  ratio  of  1 to  274  preg- 
nancies. Most  investigators  report  a much 
smaller  incidence.  Fortunately,  the  ma- 
jority of  these  are  of  a benign  cystic 
variety.  Dougherty  and  Lund  ^ from  an 
intensive  research  of  the  literature,  re- 
ported 30  instances  of  solid  ovarian  tu- 


mors complicating  pregnancy  and  added 
6 cases  from  Charity  Hospital  for  a total 
of  36  cases. 

Diagnosis  is  greatly  enhanced  if  the 
patient  presents  herself  for  prenatal  care 
early  in  pregnancy.  Small  cystic  ovarian 
tumors,  6 cm.  or  less,  should  be  fol- 
lowed expectantly  and  usually  will  not  re- 
quire removal  or  hamper  vaginal  delivery 
unless  they  enlarge  or  torsion  occurs. 

Larger  ovarian  cysts,  all  solid  ovarian 
tumors  and  those  suspected  of  being  tera- 
tomas or  dermoids  should  be  removed  dur- 
ing pregnancy,  the  optimum  time  being 
the  fourth  to  fifth  month  of  gestation, 
after  the  placental  function  is  well  estab- 
lished and  before  the  pregnant  uterus 
attains  such  size  as  to  hinder  surgery. 

Should  these  ovarian  masses  be  dis- 
covered at  or  near  term  or  in  labor  and 
be  incarcerated  in  or  not  easily  elevated 
from  the  true  pelvis,  cesarean  section  with 
removal  of  the  tumor  should  be  under- 
taken. Danger  of  rupture  of  a dermoid 
with  severe  granulamatous  peritonitis, 
hemorrhage  into  the  cyst  or  peritoneal 
cavity  due  to  trauma,  and  torsion  of  the 
tumor  must  be  recognized.  Those  ovarian 
masses  which  may  easily  be  elevated  out 
of  the  pelvis  so  as  not  to  impede  the  pro- 
gress may  be  removed  during  the  puer- 
perium  after  vaginal  delivery  has  been 
accomplished.  Some,  of  course,  will  be 
corpus  luteum  cysts  and  may  regress 
spontaneously  during  the  postpartal  period. 

If  at  all  possible,  one  should  employ  the 
use  of  diagnostic  pelvic  x-rays,  intraven- 
ous pyelograms,  and  possibly,  proctoscopic 
examination.  I am  sure  many  operators 
have  been  embarassed  on  opening  an  ab- 
domen for  an  ovarian  tumor  only  to  dis- 
cover an  ectopic  kidney,  rectal  carcinoma, 
or  retroperitoneal  tumor. 

It  is  also  advisable,  in  the  presence  of 
an  obvious  dermoid  in  an  ovary  at  sur- 
gery, to  closely  inspect  and  bivalve  the 
opposite  ovary,  inasmuch  as  approximate- 
ly 20  to  25  per  cent  of  these  tumors  are 
bilateral  and  a small  one  enucleated  at 
this  time  may  prevent  loss  of  the  ovary 
or  future  surgery. 
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CATEGORY  IV.  EXTRAGENITAL 

In  considering  the  extragenital  masses 
which  one  may  encounter  as  obstructive 
to  vaginal  delivery,  the  distended  bladder 
and  rectum  should  not  be  overlooked.  Iso- 
lated cases  have  been  reported  in  which 
these  situations  were  present  and  pre- 
vented normal  descent  of  the  presenting 
part.  Treatment,  consisting  of  evacuation 
of  the  impacted  feces  or  catheterization 
of  the  bladder,  is  self  evident. 

Carcinoma  of  the  rectum  occurs  as  fre- 
quently in  pregnant  women  as  in  non- 
pregnant women  of  a corresponding  age 
group  and  it  behooves  us  to  routinely  em- 
ploy digital  examination  of  the  rectum  in 
our  physical  examination  when  the  pa- 
tient is  first  seen  prenatally  and  not  to 
limit  this  procedure  to  following  the  pro- 
gress of  labor.  In  addition,  if  our  suspi- 
cious are  sufficiently  aroused,  we  should 
not  hesitate  to  obtain  a barium  enema 
and  proctoscopic  examination. 

In  early  pregnancy,  radical  excision  of 
the  rectal  malignancy  with  gland  dissec- 
tion or  a Miles  abdomino-perineal  resec- 
tion should  be  done  without  regard  for 
the  fetus. 

If  the  pregnancy  is  at  or  near  term,  it 
is  best  to  avoid  compression  of  the  tumor 
mass  or  the  danger  of  rupture  of  the 
rectum  and  subsequent  dissemination  of 
the  malignant  cells  and  infection ; there- 
fore the  abdominal  route  should  be  chosen 
for  delivery.  Later,  radical  extirpation  of 
the  rectal  carcinoma  may  be  undertaken. 

Loveland  and  Dockerty”  and  Voegelin 
and  McCall,'  in  excellent  reviews  of  extra- 
genital pelvic  tumors  in  women  and  of 
bony  abnormalities  influencing  the  con- 
duct of  labor,  presented  very  compre- 
hensive information  on  the  less  common- 
ly seen  masses  presenting  in  the  birth 
canal. 

To  summarize  these  lesions  we  should 
consider  the  congenital  anomalies  such  as 
an  ectopic  pelvic  kidney,  teratomas  and 
meningocele ; the  neurogenic  tumors  such 
as  the  neurofibroma,  ependymal  cell  glio- 
ma, ganglioneuroma  and  ependymoblasto- 
ma;  the  bone  tumors  illustrated  by  the 
benign  giant  cell  tumor,  osteogenic  sar- 


coma, Ewing’s  tumor  and  sacrococcygeal 
chordoma;  and  a miscellaneous  group 
which  may  include  myogenic  tumors,  fi- 
bromata, metastatic  carcinoma,  lipomata, 
retroperitoneal  cysts  and  Hodgkin’s  dis- 
ease and  others  of  the  lymphoma  group. 

The  majority  of  these  lesions,  if  of  any 
significant  size,  should  be  detected  on  a 
careful  pelvic  examination,  which  must 
include  palpation  of  the  anterior  sacral 
surface  and  all  pelvic  walls  within  reach 
of  the  examining  fingers. 

If  such  a tumor  is  encountered  during 
early  pregnancy,  every  effort  should  be 
made  to  establish  a definite  diagnosis.  In- 
cluded should  be  x-rays  of  the  pelvic 
bones,  intravenous  or  retrograde  pyelog- 
raphy, proctoscopic  examination  and  bari- 
um enema,  and  possibly,  an  exploratory 
laparotomy. 

Should  any  of  these  tumors  be  encoun- 
tered in  labor  or  near  term  and  progress 
of  labor  is  obstructed,  cesarean  section 
should  be  done  with  exploration  to  deter- 
mine the  nature  of  the  mass  so  that  de- 
finitive therapy,  if  indicated,  may  be  in- 
stituted at  a later  date. 

In  conclusion,  I would  like  to  briefly 
mention  the  experience  locally  at  the 
Baton  Rouge  General  Hospital,  an  insti- 
tution of  250  beds.  In  I’eviewing  the  4897 
deliveries  which  occurred  during  the  cal- 
endar years  1953  and  1954,  four  cesarean 
sections  were  done  during  this  period  for 
pelvic  masses  which  were  either  obstruct- 
ing labor  or  judged  to  be  hazardous  to 
vaginal  delivery.  Two  of  these  four  were 
due  to  large  uterine  myomata  and  the  re- 
maining two  were  benign  ovarian  terato- 
mata (dermoids).  This  would  be  an  in- 
cidence of  1 to  1124  deliveries  insofar  as 
the  limited  numbers  reviewed  indicated. 

SUMMARY 

1.  A review  of  pelvic  masses  obstruct- 
ing vaginal  delivery  is  given. 

2.  Emphasis  is  placed  on  careful  pelvic 
examination  as  early  in  pregnancy  as  pos- 
sible together  with  follow-up  examinations 
prenatally  and  during  labor  as  indicated. 

3.  Recommendation  is  made  that  all 
diagnostic  facilities  necessary  be  used  to 
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determine  the  type  of  mass  present. 

4.  A short  review  of  a small  number 
of  cases  encountered  locally  is  presented. 
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RADIOLOGICAL  EVALUATION  OF 
LOW  BACK  PAIN  * 

WALLACE  J.  LANDRY^  JR.,  M.  D. 

J.  THEO  BRIERRE,  M.  D. 

NORMAN  S.  HUNT,  M.  D. 

New  Orleans 

Every  radiologist  has  on  many  occasions 
been  asked  by  the  clinician  for  his  opinion 
as  to  whether  or  not,  what  is  seen  on  the 
x-ray  films,  is  sufficient  to  produce  symp- 
toms which  vary  greatly  in  different  pa- 
tients. 

The  problem  of  low  back  pain  is  com- 
plex and  far  from  completely  understood, 
but,  if  we  are  willing  to  give  careful  con- 
sideration to  the  known  facts,  it  will  help 
to  clarify  the  bewilderment  common  to 
those  unwilling  to  attempt  it.’ 

The  approach  to  each  case  of  low  back 
pain  should  be  threefold:  (1)  an  accurate 
recording  of  facts  from  the  inception  of 
the  patient’s  complaint,  (2)  general  physi- 
cal examination,  including  a comprehen- 
sive investigation  of  possible  foci  of  in- 
fection and  analysis  of  body  habitus; 
(3)  x-ray  examination.  This  is  placed 
third,  not  to  minimize  its  importance  or 
necessity,  but  rather  to  emphasize  the  first 
two  which  are  so  frequently  neglected, 
discarded,  or  overshadowed,  because  of  an 
x-ray  report  revealing  a departure  from 
normal  which  may  have  no  bearing  what- 
ever upon  the  symptoms. 

The  literature  of  roentgenologic  findings 


* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 


in  low  back  and  sciatic  pain  is  plentiful. 
This  area  is  subject  to  many  congenital 
anomalies,  as  well  as  acquired  changes  due 
to  trauma,  disease,  or  other  pathologic 
conditions. 

It  must  be  emphasized  that  low  back 
pain  is  a symptom,  not  a disease.  This 
symptom  complex  is  related  to  many  of 
the  medical  and  surgical  specialties. 

Shands  - divides  the  cases  characterized 
by  pain  in  the  low  back  region,  according 
to  etiology,  into  four  main  groups: 

1.  Ligamentous  and  muscular  injuries 
of  the  normal  lumbar  spine  and 
pelvis. 

2.  Visceral  lesions  causing  low  back 
pain. 

3.  Acquired  lesions  of  the  skeleton. 

4.  Congenital  anomalies  of  the  low 
back. 

The  roentgenologist  is  called  upon  to  ex- 
amine patients  in  all  of  these  groups.  In 
this  paper,  the  literature  has  been  re- 
viewed and  the  x-ray  findings  believed  to 
play  a role  in  the  cause  of  low  back  pain 
have  been  listed. 

LIGAMENTOT  S AN’D  MUSCULAR  INJURIES  OF  THE 
NOR.MAL  LUMBAR  Sl’IXE  AND  PELVIS 

In  the  first  group,  the  lesion  is  pre- 
sumably a tear  or  sprain  of  a ligament 
which  supports  and  limits  the  mobility  of 
a large  weight-bearing  joint.  They  are 
classified  into  lumbosacral  sprain  and  sac- 
roiliac sprain.  In  this  group  the  x-rays 
are  useful  in  differentiating  the  sprains 
from  the  following: 

1.  Chronic  arthritis  of  the  lumbar  spine 
or  sacroiliac  joints. 

2.  Fractures. 

3.  Ruptured  intervertebral  disk. 

4.  Tuberculosis. 

5.  Malignancy. 

6.  Some  visceral  diseases. 

VISCERAL  LESIONS  CAUSING  LOW  BACK  PAIN 

The  second  group,  or  visceral  lesions 
which  can  cause  low  back  pain,  include 
the  following: 

1.  Gastrointestinal  conditions  such  as 
an  overloaded  colon  causing  irritation  to 
the  lumbar  nerves ; a spastic  colon ; disor- 
ders of  the  appendix  and  rectum;  intra- 
abdominal adhesions;  and  hernias. 
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2.  Urological  conditions  such  as  infec- 
tions and  tumors  of  the  prostate. 

3.  Gynecological  conditions,  for  exam- 
ple, retroversion  and  retroflexion  of  the 
uterus. 

4.  Central  nervous  system  lesions — to 
name  a few : tabes,  meningitis,  syringo- 
myelia, lateral  sclerosis,  tumors  of  the 
spinal  cord,  and  tumors  of  the  cauda 
equina. 

5.  Sciatic  neuritis. 

6.  Infections  and  tumors  of  retroperi- 
toneal structures. 

7.  General  infectious  diseases  causing 
low  back  pain  such  as  typhoid,  influenza, 
and  septicemia. 

.ACQUIRED  LESIONS  OF  THE  SKELETON 

The  third  group,  or  acquired  lesions  of 
the  skeleton,  would  include  the  below 
listed  conditions: 

1.  Low  grade  infections.  Inflammatory 
lesions,  such  as  rheumatoid  spondylitis, 
give  morning  pain ; whereas  osteomyelitis 
gives  constant  pain. 

2.  Neoplasms.  These  give  constant  low 
back  pain.  They  may  be  either  primary  or 
metastatic.  From  the  roentgenographic 
point  of  view,  involvement  of  a vertebral 
body  or  bodies  and  uninvolvement  of  the 
intervertebral  discs,  so  that  they  remain 
clear  and  of  usual  width,  is  pathognomonic 
of  malignant  disease.^ 

3.  Fractures.  Traumatic  spondylitis,  as 
well  as  fractures  of  facets  and  pedicles 
give  static  backache. 

4.  Pathological  conditions  of  the  disc  ^ 

A.  Congenital  absence  of  the  disc 

B.  Pathological  conditions  of  the 
nucleus  pulposus  and  annulus  fibrosus, 
such  as,  retropulsion  or  antipulsion; 
lateral  shift ; calcification ; infiltration 
by  other  tissues,  such  as  fibrous  tissue, 
bone  or  blood  vessels;  and  dehydration. 

C.  Pathological  conditions  of  the 
cartilaginous  end-plates,  such  as,  pro- 
lapse of  the  nucleus  pulposus;  chronic 
trauma;  acute  trauma;  and  diseases  of 
the  disk,  for  example,  acute  osteomyeli- 
tis or  tuberculosis. 

D.  Pathological  conditions  of  the 
vertebral  bodies  causing  softening  of  the 


body  and  prolapse  of  the  disk  into  the 

body. 

At  this  point  since  we  are  talking  about 
the  intervertebral  disk,  it  may  be  well  to 
state  that  thinning  of  the  disk  may  not  be 
a direct  cause  of  pain,  but  that  the  pain 
is  explained  by : ^ 

I.  Tension  upon  the  capsular  ligament. 

II.  Encroachment  upon  the  size  of  the 
lumen  of  the  foramina. 

III.  Impingement  of  the  ends  of  the  ar- 
ticular process  against  the  pedicle 
above  and  the  lamina  below.® 

5.  Chronic  hypertrophic  arthritis. 

6.  Metabolic  disorders. 

7.  Neurological  conditions. 

8.  Psychosomatic  conditions  which 
give  constant  pain. 

9.  Pathologic  processes  in  the  muscles 
and  ligaments  which  cause  pain  by 
irritation  of  the  posterior  divisions 
of  the  spinal  nerves;  sciatic  pain 
due  to  tense  fascia  lata;  and  pain 
due  to  fascial  adhesions. 

CONGENITAL  ANO.MALIES  OF  THE  LOW  BACK 

Cases  characterized  by  pain  in  the  low 
back  region  due  to  congenital  anomalies 
from  the  fourth  main  group.  It  is  in  this 
category  that  roentgenograms  are  of  great 
help.  Below  are  listed  the  more  important 
congenital  anomalies : 

1.  Elongation  of  the  transverse  process 
of  L 5.  These  cause  pain  by  impinging  on 
the  ilium,  causing  friction,  and  thus  giving 
rise  to  a painful  bursa.  To  demonstrate 
the  relation  between  the  transverse  proc- 
ess and  the  iliac  crests,  the  ray  should  be 
directed  upward  at  a 30°  angle. 

2.  Transitional  vertebra.  These  may  be 
either  sacralization  of  the  last  lumbar  ver- 
tebra or  lumbarization  of  the  first  sacral 
segment.  Sacralization  of  the  last  lumbar 
vertebra  occurs  in  3.5  per  cent  of  normal 
spines  routinely  taken.  However,  it  is  held 
that  with  50  per  cent  of  the  people  falling 
in  that  group,  low^  back  pain  is  a common 
experience.  Occasionally,  cases  are  en- 
countered that  show  a nonfusion  of  the 
first  sacral  body  to  the  second  and  which 
clinically  exhibit  more  or  less  motion.  Such 
types  of  incomplete  development  are  fre- 
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quently  characterized  by  lumbosacral  pain 
and  disability.'* 

3.  Defect  of  the  neural  arch.  Those 
defects  with  no  obvious  protrusion  of  a 
sack  from  the  spinal  cord  are  called  spina 
bifida  occulta,  and  are  generally  found  in 
the  region  of  L 5 or  S 1,  and  occur  in 
about  6 per  cent  of  all  spines  x-rayed. 

4.  Variations  of  the  spinous  processes. 
This  group  is  comprised  mostly  of  the 
“close  spines”  as  described  by  Ferguson, 
and  occur  particularly  at  the  L 4 and  L 5 
level. 

5.  Unstable  lumbosacral  angle.  This 

may  take  two  forms : If  the  center  of 

gravity  of  the  trunk,  as  represented  by  a 
vertical  line  through  the  center  of  L 3, 
passes  anterior  to  the  sacrum,  the  weight 
is  not  sustained  by  bone,  but  by  muscles 
and  ligaments,  which  are,  therefore,  liable 
to  strain.  When  the  plane  of  the  articular 
surface  of  S 1 is  too  far  from  the  horizon- 
tal, sheering  stresses  are  set  up  which 
again  make  the  muscles  and  ligaments 
liable  to  strain.  We  use  45°  or  over,  as 
being  over  the  limits  of  normal. 

6.  \"ariations  of  the  articular  facets. 
Asymmetry  of  the  planes  of  articulation 
of  the  facets  on  the  left  and  on  the  right 
are  particularly  liable  to  form  a mechani- 
cal basis  for  strain.  Other  important 
points  to  observe,  when  studying  the  fac- 
ets, are : 

A.  Narrowing  of  the  space  between  the 
articulating  surfaces  of  the  facets,  or  sub- 
luxation of  the  apophyseal  joints. 

B.  Marginal  proliferation  about  the  ar- 
ticular surfaces  of  the  facets,  indicating 
hypertrophic  changes,  or  in  many  in- 
stances, traumatic  arthritis. 

C.  Fractures  through  the  surfaces  of 
the  facets  or  through  the  adjacent  laminae 
and  pedicles.  Points  A,  B,  and  C right- 
fully belong  in  the  group  of  acquired 
lesions  of  the  skeleton,  but  were  purposely 
included  here  to  keep  all  considerations  of 
the  facets  together. 

7.  Spondylolisthesis.^  These  are  cases 
where  the  lamina  are  not  united  to  the 
pedicles,  the  body  is  displaced  forward, 
and  the  spine  and  lamina  are  left  behind. 


In  cases  of  a separate  neural  arch  with  no 
displacement  of  the  body,  the  most  preva- 
lent term  is  “prespondylolisthesis”.  Mey- 
erding  gives  the  following  percentages  for 
the  location  of  spondylolisthesis: 

82  percent  slipping  of  L5  on  SI. 

11.3  per  cent  L 4 on  L 5. 

Less  than  1 per  cent  of  L 3 on  L 4 and 
L 2 on  L 3. 

4.4  per  cent  reverse  spondylolisthesis. 

8.  Platyspondyly.**  This  is  a congenital 
anomaly  consisting  of  a widened  vertebral 
body,  diminished  in  vertical  diameter  and 
posterior  spina  bifida  and  usually  limited 
to  L 4 and  5.  The  adjacent  intervertebral 
disks  are  increased  in  height.  Complaints 
are  of  weakness  of  the  back  and  neuro- 
trophic signs  due  to  the  spina  bifida. 

MIXnir.M  SEVEN  POSITIONS  FOR  COMPLETE 
LOW  BACK  .SritVEV 

It  is  felt  that  seven  views  is  the  mini- 
mum number  for  the  complete  survey  of 
the  lower  back.  Additional  exposures  are 
taken  as  required.  These  seven  views  are 
as  follows: 

View  I.  AP  of  the  pelvis.  This  gives 
an  overall  survey  of  the  relationship  of 
the  lower  vertebrae  to  the  pelvic  bones 
and  hips.  This  position  may  be  supple- 
mented by : 

A.  AP  pelvis,  with  both  lower  extremi- 
ties flexed  and  abducted.  This  adds  the 
lateral  views  of  the  proximal  femurs  (frog 
position) . 

B.  AP  pelvis,  patient  erect,  barefooted, 
both  feet  flat,  parallel  and  bearing  equal 
weight.  This  view  gives  difference  in 
length  of  the  lower  extremities  by  direct 
measurement. 

C.  Superior  inferior  view  through  the 
pelvic  canal,  patient  semi  - recumbent 
(Thom’s  position). 

D.  Right  or  left  oblique. 

View  II.  AP  lumbar  spine.  This  view 
gives  an  overall  survey  of  the  lumbar 
bodies  and  interspaces.  Attention  is  di- 
rected to  contour,  texture,  and  relation- 
ship of  the  bodies,  pedicles,  lamina,  spines, 
and  transverse  processes.  This  may  be 
supplemented  by : An  AP  spot  of  any 
questionable  body. 

View  III.  AP  five  inch  spot  of  the  lum- 
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bosacral  junction,  with  the  central  beam 
through  the  interspace,  angled  30°  toward 
the  head  (Ferguson  position).  Attention 
is  directed  to  the  interspace  and  adjacent 
body  surfaces;  both  sacroiliac  joints;  ar- 
ticular facets  for  symmetry  and  plane  of 
action;  state  of  fusion  of  the  sacral  wings; 
the  transverse  processes  of  L 5 with  their 
relation  to  the  sacrum ; the  condition  of 
the  arch  of  L 5.  This  view  may  be  sup- 
plemented or  replaced  by  a larger  spot 
if  the  distal  sacrum  and  coccyx  is  to  be 
included. 

View  IV.  Lateral  lumbar  spine.  This 
view  gives  an  overall  survey  of  the  lumbar 
area.  Attention  is  directed  to  the  first 
four  bodies,  their  relationship,  the  inter- 
spaces and  spinous  processes.  (L  5 and  the 
sacrum  are  examined  by  a special  view). 
This  may  be  supplemented  by:  opposite 
lateral ; spot  of  any  single  questionable 
body;  and  if  increased  lordosis  is  to  be 
estimated  or  the  center  of  gravity  located, 
this  exposure  is  made  with  the  patient 
erect. 

View  V.  Lateral  lumbosacral  five  inch 
spot.  This  gives  better  detail  of  the  inter- 
space and  relationship  of  L 5 to  S 1.  This 
may  be  supplemented  by : opposite  spot ; 
same  spot,  patient  erect,  for  determination 
of  plane  of  sacrum  in  weight  bearing  as 
measured  by  differences  in  the  anterior 
sacral  angle ; larger  spot  if  distal  sacrum 
and  coccyx  is  to  be  included. 

Views  VI  and  VII.  Right  and  left 
obliques.  These  views  allow  closer  inspec- 
tion of  the  interarticular  facets  and  inter- 
vertebral foramina. These  may  be  sup- 
plemented by  spotting  any  questionable 
area. 

SrMM.UtY  AND  CONOrj'SlONS 

The  problem  of  low  back  pain  is  com- 
plex and  far  from  completely  understood. 
The  approach  to  each  case  should  be 
threefold:  (1)  an  accurate  recording  of 
facts,  (2)  general  physical  examination, 
and  (3)  x-ray  examination. 

On  the  basis  of  etiology,  cases  of  low 
back  pain  are  divided  into  four  groups: 

1.  Ligamentous  and  muscular  injuries 
of  the  normal  spine  and  pelvis. 


2.  Visceral  lesions  causing  low  back 
pain. 

3.  Acquired  lesions  of  the  skeleton. 

4.  Congenital  anomalies  of  the  low 
back. 

There  exists  a sufficiently  large  element 
of  error  in  the  diagnosis  of  low  back  pain, 
regardless  of  the  thoroughness  and  com- 
prehensiveness of  the  clinical  investiga- 
tion, to  make  roentgenographic  examina- 
tion of  the  area  obligatory,  in  order  that 
there  may  be  some  degree  of  certainty  as 
to  the  fundamental  factors  involved  in  the 
production  of  the  disability. 

It  is  our  contention  that  a minimum  of 
seven  positions  are  necessary  for  a com- 
plete low  back  survey,  and  if  more  com- 
plete surveys  were  done,  and  carefully 
interpreted,  the  element  of  error  in  diag- 
nosis of  low  back  pain  would  be  reduced 
appreciably. 

KEFEKENCES 

1.  Dolley,  Howard  F.  : Physical  ilediciiic  and  Kcliabili- 
tatioM  for  tlic  Cliiiician,  W-  P>.  Saunders  Co.  Philadelphia, 
10.11.  Chapter  :10. 

L’.  Shanils,  .Vlfred  Kives:  llandliook  of  ()rlho|)aedie  Sur- 
jrcry,  C.  \'.  .Mostly  Co.  St.  Eouis,  litfO,  P.  350 Ki."). 

3.  P.elden,  Webster  W.  : Fifth  iuinbar  vertebrae  roent- 
genolojrically  demonstrated,  Kaiiiolofry  lOdHri,  (.Tune)  1031, 

4.  Malcolmson.  1'.  II.:  Uadiologic  study  of  tiie  deveioii- 
nient  of  the  spine  and  tiie  intervertebrai  disc,  Kadiology 
2.5:08,  (.Tniy)  10:!5. 

5.  Hadley,  Lee  \.  : .Cpophyseal  snbluxation  — Distur- 
bances in  and  about  the  intervertebral  foramen  causing 
back  pain,  .1.  Bone  & .Joint  Surg.  18:428,  (.Vprll)  1030, 

0.  Hadle.v,  Lee  A.:  Subluxation  of  apophyseal  articula- 
tions with  bony  impingement  as  a cause  of  back  pain. 
Am.  .1.  K.  A-  It.  Th.  .13:200.  (February)  1035. 

7,  Ferguson.  .Vlbert  B. : The  clinical  and  roentgeno- 
graphic interpretation  of  lumbosacral  anomalies,  Kadiolo 
gy  22:.548,  (May)  10.34. 

8.  .Meyerding,  Henry  W. : Spondylolisthesis  as  an  etio- 
logi<‘  lactor  in  backache.  ,T..\.M.A.  Ill:  1071,  (November 
20)  1038. 

0.  Walsh,  Manrice  N. : Clinical  and  neurological  aspects; 
of  low  back  anil  sciatic  pain,  Kadiology  33:681.  (Decem- 
ber) 10.30. 

10.  (Ihormley,  Kalpli  K.  and  Kirklin,  B.  K.:  The  obliiine 
view  for  demonstration  of  the  articular  facets  in  lumbo 
sacral  backache  and  sciatic  pain,  .\m,  ,T.  K.  A K.  Th,  31: 
173  17)1,  (February)  1034. 

0 

ROLE  OF  THE  AMERICAN  CANCER 
SOCIETY  IN  PROFESSIONAL 
EDUCATION  IN  LOUISIANA 
WALTER  J.  BURDETTE,  Ph.D.,  M.  D. 

New  Orleans 

All  practitioners  are  aware  of  the  cam- 
paign of  the  American  Cancer  Society  to 
have  the  public  regard  every  doctor’s 
office  a detection  center  for  cancer.  Since 
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the  funds  of  the  organization  in  Louisiana 
are  far  too  limited  to  be  used  in  support- 
ing the  treatment  of  individual  cancer 
cases,  the  resources  of  the  organization 
have  been  directed  toward  supporting  re- 
search and  efforts  of  the  medical  profes- 
sion to  disseminate  all  existent  informa- 
tion about  the  diagnosis  and  treatment  of 
the  disease.  In  view  of  the  importance  of 
the  disease  from  the  standpoint  of  the 
number  of  people  affected  in  the  state 
each  year,  it  would  seem  both  timely  and 
useful  to  set  forth  the  current  program  of 
the  Louisiana  Division,  American  Cancer 
Society,  Inc. 

The  program  of  the  Louisiana  Division 
consists  of  five  major  parts:  (1)  Provi- 
sion of  visiting  speakers  and  visual  aid 
material  to  local  and  state  medical  groups, 

(2)  Support  of  a Cancer  Detection  Clinic 
at  Tulane  University  at  present  and  that 
of  Louisiana  State  University  in  the  past, 

(3)  Major  contribution  to  the  Tumor 
Registry  at  Charity  Hospital  in  New  Or- 
leans and  complete  support  of  the  Tumor 
Registry  at  Charity  Hospital  in  Shreve- 
port, (4)  Cancer  Research  Grants  to  resi- 
dents of  Louisiana,  (5)  A biennial  Louisi- 
ana Cancer  Conference  to  be  initiated  dur- 
ing the  current  year. 

The  Cancer  Society  has  a complete  set 
of  films  on  diagnosis  and  treatment  of 
cancer  prepared  by  groups  sponsored  by 
the  organization.  The  list  of  these  films, 
many  of  which  are  in  duplicate,  is  offered. 
They  may  be  obtained  by  writing  to  the 
Louisiana  Division,  American  Cancer  So- 
ciety, Inc.,  at  822  Perdido  Street,  and 
stating  the  dates  desired  for  showing  the 
film  and  the  anticipated  date  of  its  return. 
Television  programs  of  the  national  Soci- 
ety on  cancer  topics  have  been  recorded 
on  kinescope  and  these  are  also  becoming 
available  in  increasing  numbers.  Funds 
are  set  aside  each  year  to  defray  the  ex- 
penses of  inviting  visiting  speakers  to 
local  and  state  medical  society  meetings. 
Any  organized  medical  group  may  parti- 
cipate by  using  the  application  form  which 
appears  in  the  back  of  this  Journal.  The 
funds  will  be  distributed  on  an  impartial 


basis  by  a medical  committee,  but  appli- 
cations must  be  made  well  in  advance  of 
the  anticipated  meeting. 

The  Tumor  Registry  at  Charity  Hospital 
was  reorganized  in  1952,  and  the  Ameri- 
can Cancer  Society,  the  State  Department 
of  Health  and  Louisiana  State  University 
agreed  to  contribute  funds  for  its  continu- 
ation. It  is  now  in  operation  with  records 
up-to-date  for  the  past  six  years  and  in- 
cludes over  10,000  cases.  This  not  only 
provides  a more  adequate  and  rapid  meth- 
od for  evaluating  the  results  of  treatment 
but  is  a means  whereby  uniform  cancer 
reporting  for  the  entire  state  may  be 
achieved.  Information  concerning  each 
case  is  coded  on  International  Business 
Machines  cards  and  an  effort  is  being 
made  to  retain  uniformity  in  this  coding 
between  registries  set  up  in  all  hospitals 
in  the  state.  A consultation  service  is 
maintained  within  the  framework  of  the 
registry,  and  any  hospital  within  the  state 
may  obtain  information  and  samples  of 
the  forms  used  by  writing  to  the  director 
of  the  registry  at  Charity  Hospital.  This 
is  particularly  valuable  at  the  present 
time,  since  the  American  College  of  Sur- 
geons does  not  approve  cancer  clinics  in 
hospitals  without  an  established  cancer 
registiy.  The  registry  at  Shreveport 
Charity  Hospital  also  utilizes  the  same 
system  of  classification  of  patients  and 
coding  as  the  registry  in  New  Orleans. 
Although  the  resources  of  the  Louisiana 
Division  of  the  Cancer  Society  are  not 
sufficiently  large  to  finance  additional 
registries,  it  is  hoped  that  the  pilot  regis- 
try at  Charity  Hospital  will  serve  as  a 
model  for  other  registries  throughout  the 
state. 

Anyone  who  treats  the  cancer  patient 
realizes  the  deficiencies  in  present  methods 
of  treatment.  The  obvious  way  in  which 
this  situation  can  be  improved  is  through 
research.  Although  grants  made  through 
the  Committee  on  Gro^vth  of  the  Nation- 
al Research  Council  are  available  to  all 
who  wish  to  apply,  there  has  been  no 
source  of  funds  for  competition  at  a local 
level.  The  Louisiana  Division  has  estab- 
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lished  such  a fund  and  annually  awards  at 
least  $5,000.  to  investigators  within  the 
state  who  make  application  before  April 
of  each  year  on  standard  application  foi’ms 
which  may  be  obtained  from  the  state 
headquarters  of  the  society.  During  the 
past  year  four  such  grants  were  aw'arded. 
It  is  hoped  that  this  will  encourage  young 
investigators  to  initiate  projects  which 
some  day  may  provide  the  answers  which 
are  now  lacking  and  serve  as  limitations 
to  the  management  of  the  disease. 

Just  as  visiting  speakers  are  desirable 
in  medical  meetings,  contact  with  other 
scientists  engaged  in  similar  research  is 
essential  for  investigators  in  the  Louisi- 
ana area.  Therefore,  a biennial  tumor 
conference  has  been  set  up.  At  each  con- 
ference a given  kind  of  cancer  will  be 
discussed  by  national  and  international 
authorities.  Opportunity  will  be  given  to 
local  investigators  in  the  clinical  or  basic 
sciences  to  discuss  problems  of  techniques, 
experimental  design  and  theory  with  visit- 
ing participants. 

The  professional  education  program  is 
administered  by  The  Board  of  Directors 
through  its  committees.  Applications  for 
funds  for  the  purposes  outlined  ai’e  re- 
viewed by  fellow  members  of  the  medical 
profession.  The  program  has  evolved  over 
a number  of  years  and  is  designed  par- 
ticularly for  Louisiana.  It  provides  means 
by  which  the  two  individuals  who  are  best 
fitted  to  strike  back  at  cancer,  the  physi- 
cian and  the  investigator,  may  work  more 
effectively  in  the  state. 

FILMS  AV.AILABLR 
FOR  PROFESSIONAL  AmiENCES 
FROM 

LOT'ISIANA  DIVISION,  AMERICAN  CANCER 
SOCIETY,  INC. 

822  Perdido  Street,  New  Orle.ons  12.  L:i. 

1.  “What  is  Cancer” 

16mm — Color — Sound — 25  Minutes 

This  is  a film  for  nurses  (and  hospital 
and  public  health  staffs).  It  emphazises 
that  nurses  have  a special  role  in  early  diag- 
nosis and  in  rehabilitation  of  patients  who 
have  undergone  treatment.  Scenes  are  pre- 
sented from  operating  rooms  and  clinics  to- 
gether with  animation  of  the  problem  of  the 
beginning,  spreading,  and  curing  of  cancer. 
Historical  background  material  on  cancer 


is  also  included. 

2.  “The  Exfoliative  Cytologic  Method  in  the  Di- 

agnosis of  Gastric  Cancer” 

16mm,  Color — Sound — 22  Minutes 

Produced  by  the  American  Cancer  Society 
and  prepared  by  the  Cornell  University 
Medical  College  and  The  New  York  Hospital 
under  the  supervision  of  Doctors  George  N. 
Papanicolaou  and  William  A.  Cooper. 

The  background  of  this  cytological  method 
is  briefly  shown,  its  present  usefulness  and 
disadvantages  are  indicated,  and  the  pro- 
cedure is  visually  presented  by  live  pho- 
tography and  stylized  animated  drawings. 

3.  “Cancer:  The  Problem  of  Early  Diagnosis” 

16mm — Color — Sound — 30  Minutes 

This  is  the  first  of  the  following  series  of 
five  professional  films  (#3  through  #7  on 
this  list)  produced  in  cooperation  with  the 
National  Cancer  Institute  of  the  United 
States  Public  Health  Service  on  the  “Prob- 
lem of  Early  Diagnosis”. 

The  purpose  of  this  film  is  to  stimulate  dis- 
cussion of  the  problem  of  diagnosis.  It  is 
recommended  that  this  picture  be  used  as  a 
part  of  a program  planned  on  the  subject 
of  cancer. 

4.  “Breast  Cancer:  The  Problem  of  Early  Diag- 

nosis” 

16mm — Color — Sound — 34  Minutes 

The  film  may  be  used  for  audiences  of  medi- 
cal societies,  medical  schools,  hospital  staffs 
and  any  gathering  of  physicians  or  nurses. 
It  underscores  the  need  for  regular  and 
thorough  examinations. 

5.  “Gastrointestinal  Cancer:  The  Problem  of  Ear- 

ly Diagnosis” 

16mm — Color — Sound — 33  Minutes 

The  film  shows  how,  through  use  of  modern 
diagnostic  methods  and  certain  simple  lab- 
oratory tests,  manv  gastro-intestinal  cancers 
can  be  found  at  the  early,  curable  stage. 

6.  “Uterine  Cancer:  The  Problem  of  Early  Diag- 

nosis” 

16mm — Color — Sound — 21  Minutes 

Audience:  Medical  societies,  medical  stu- 

dents, hospital  staffs  and  any  gathering  of 
physicians  and  nurses. 

7.  “Oral  Cancer:  The  Problem  of  Early  Diag- 

nosis” 

16mm — Color — Sound — 33  Minutes 

This  film  has  been  produced  for  both  the 
medical  and  the  dental  professions  and  ap- 
pears to  have  considerable  practical  value 
for  the  practicing  physician  and  dentist. 
“Oral  Cancer”  outlines  the  physician’s  and 
dentist’s  responsibility  for  the  early  recog- 
nition of  malignant  and  potentially  malig- 
nant lesions  of  the  oral  cavltv;  depicts  the 
steps  in  a thorough  examination  of  the 
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mouth  which  can  be  carried  out  by  eit'ner 
the  dentist  or  the  doctor;  presents  signifi- 
cant statistical  data  illustrating  the  in- 
creased five-year  survival  rates  when  such 
lesions  are  treated  early,  and  concludes  by 
presenting  six  cases  of  oral  cancer  illus- 
trating early  cancers  of  the  gingiva,  tongue, 
buccal  mucosa,  palate,  lip,  and  the  floor  of 
the  mouth. 

O 

BACKACHE  DURING  PREGNANCY; 
ITS  ETIOLOGY  AND  MANAGExMENT  * 

JACK  WICKSTROM,  M.  D.  f 
EDWARD  T.  HASLAM,  M.  D.  f 
ROBERT  H.  HUTCHINSON,  M.  D.  t 
New  Orleans 

Although  our  upright  posture  represents 
the  culmination  of  the  ascendency  of  or- 
ganic life  over  gravity,"  and,  although  by 
assuming  this  upright  posture  our  upper 
extremities  have  been  freed  of  their  loco- 
motive functions  and  allowed  to  develop 
into  one  of  our  greatest  instruments  and 
assets, 1 this  upright  posture  has  not  been 
accomplished  without  penalties.  Some  of 
the  more  obvious  penalties  we  pay  for 
our  bipedalism  are  flat  feet,  varicose  veins, 
visceroptosis  and — backache.  The  last  of 
these,  backache,  is  of  special  interest  to 
us  and  forms  the  basis  of  this  presenta- 
tion. 

Backache  appears  to  affect  all  adults  at 
various  times  and  in  varying  degrees,  and 
females  during  gestation  are  no  exception. 
In  fact  those  who  concern  themselves  prin- 
cipally with  diseases  of  women  are  certain 
all  women  have  backache,  and  especially 
all  pregnant  women,  and  therefore,  an 
aching  back  is  a normal  state  for  the 
female.  Since  backache  is  a symptom  and 
not  a disease  ^ we  will  approach  this  prob- 
lem by  first  enumerating  the  various 
causes  of  backache,  especially  those  speci- 
fically associated  with  or  secondarily  ag- 
gravated by  pregnancy.  We  will  then  dis- 
cuss methods  of  value  in  ameliorating  and 
controlling  this  all  too  common  symptom 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

f From  the  Division  of  Orthopedic  Surgery, 
Tu'ane  L’niversit''^  of  Louisiana,  School  of  IMedi- 
cine,  New  Orleans,  La. 


complex.  J’or  purposes  of  discussion  the 
myriad  causes  of  back  pain  can  be  divided 
into  three  groups;  those  causes  unrelated 
to  pregnancy;  those  associated  or  aggra- 
vated by  pregnancy;  and  those  directly 
arising  from  the  process  of  gestation. 

The  first  group  includes  congenital 
anomalies,  fractures,  sprains,  strains, 
herniated  intervertebral  discs,  infectious 
processes,  neurologic,  metabolic  and  neo- 
plastic diseases,  as  well  as  a host  of  thora- 
cic, abdominal,  and  pelvic  pathology  which 
produces  referred  pain  in  the  back.  Al- 
though not  related  to  pregnancy,  all  of  the 
above  must  be  considered  in  a differential 
diagnosis  of  the  pregnant  woman’s  com- 
plaint of  back  pain.  We  must  also  be  cog- 
nizant of  the  fact  that,  irrespective  of  its 
etiology,  back  pain  is  increased  in  severity 
either  as  a result  of  pelvic  congestion  or 
because  of  psychogenic  disturbances  ex- 
perienced by  most  patients  during  gesta- 
tion. Congenital  anomalies  such  as  spon- 
dylolisthesis and  incongruity  of  facets  are 
especially  prone  to  aggravation  during 
pregnancy  and  produce  increasingly  se- 
vere back  pain  as  the  altered  body  me- 
chanics become  more  marked  during  the 
last  trimester. 

Although  surgical  intervention  for  the 
correction  and  relief  of  such  conditions 
is  contraindicated  by  the  presence  of  the 
pregnancy  their  presence  must  be  recog- 
nized and  proper  conservative  measures 
instituted  to  afford  the  patient  relief.  It 
should  also  be  pointed  out  that  neoplastic 
lesions,  either  primary  or  secondary  in 
the  spine  are  adversely  stimulated  by  the 
increased  titer  of  growth  hormone  present 
during  pregnancy  and  progress  in  a most 
bizarre  and  rapid  manner.  This  effect 
sometimes  is  so  marked  that  some  consider 
it  an  indication  for  interruption  of  preg- 
nancy. Failure  to  properly  evaluate  and 
diagnose  such  a lesion  may  not  only  prove 
embarrassing  for  the  clinician  but  exceed- 
ingly dangerous  for  the  patient. 

Our  second  group  of  causes  of  backache, 
namely  those  secondarily  accentuated  or 
influenced  by  the  pregnancy  are  two  in 
number,  namely  faulty  body  mechanics  and 


491 


WiCKSTROM,  Haslam,  Hutchinson — Backache  During  Pregnancij 


pressure  or  traction  on  the  spinal  nerves 
passing  through  the  pelvis. 

The  most  common  cause  of  backache  iii 
all  age  groups,  irrespective  of  sex,  or  the 
status  of  uterine  physiology  is  poor  pos- 
ture and  altered  body  mechanics.  Ob- 
viously the  alterations  in  body  mechanics 
associated  with  pregnancy  are  simply  ex- 
aggerations of  postural  defects  usually 
associated  with  back  pain.  These  consist 
of  the  relaxation  of  the  abdominal  mus- 
culature, a pendulus  abdomen,  increased 
lordosis,  and  forward  rotation  of  the  pel- 
vis. It  is  no  wonder  then  that  backache 
should  arise  so  frequently  during  preg- 
nancy as  a result  of  these  postural  defects. 
Backache,  arising  as  a manifestation  of 
postural  defects,  usually  appears  during 
the  second  trimester  of  the  pregnancy 
and  is  characterized  by  discomfort  in  the 
back  upon  arising  from  the  supine  posi- 
tion ; increased  discomfort  during  the  lat- 
ter part  of  the  day  with  fatigue  and  in- 
complete or  partial  relief  by  recumbency, 
especially  with  flexion  of  the  hips  and 
knees.  Since  altered  body  mechanics  is 
the  most  common  cause  of  backache  dur- 
ing pregnancy  it  is  fortunate  that  this 
type  of  patient  can  be  offered  the  most 
as  far  as  treatment  is  concerned.  Success- 
ful management  begins  with  an  accurate 


evaluation  and  reassurance  of  the  patient 
by  the  physician  coupled  with  active  par- 
ticipation in  a regime  of  definite  periods 
of  rest  coupled  with  exercises  designed  to 
counteract  the  effect  of  gestation  on  the 
abdominal  muscles  and  to  increase  the 
strength  of  the  pelvic  rotators.  The  relief 
of  back  pain  afforded  by  postural  exer- 
cises is  increased  by  instituting  the  exer- 
cise regime  during  the  first  trimester  be- 
fore the  symptoms  become  too  severe  and 
the  alteration  in  body  mechanics  too 
marked.  All  exercises  are  based  on  those 
usually  classified  as  flexion  exercises  as 
outlined  by  Williams.^-  Those  exercises 
which  produce  unusual  strain  on  the  ab- 
dominal wall  or  increased  intra-abdominal 
pressure  are  usually  avoided. 

The  importance  of  the  proper  support 
both  while  the  patient  is  lying  down  as 
well  as  during  ambulation  should  not  be 
overlooked.  A semifirm  bed  achieved  by 
placing  a support  (plywood,  fiber  board  or 
masonite)  between  the  matti’ess  and 
spring  of  the  bed  is  essential  if  the  pa- 
tient is  to  be  afforded  adequate  rest  dur- 
ing the  night  as  well  as  during  the  daily 
rest  periods.  Some  patients  obtain  in- 
creased comfort  in  the  semiflexed  position 
through  the  use  of  a bedding  role  beneath 
the  knees  to  flex  the  hips  and  knees  or 


Figuie  1.  Effective  traction  on  hips  and  low  back  can  be  obtained  by  lying  supine 
with  lower  leg  resting  on  chair. 

This  is  extremely  efficient  in  overcoming  severe  lumbar  muscle  spasm. 
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lordosis  and  increase  the  strength  of  abdominal 
musculature  as  modified  by  Williams  and  Ishmael 
and  Shorbe. 

A.  Hips  and  knees  flexed  to  flatten  lumbar 
spine  against  floor,  deep  breathing  is  practiced  to 
secure  elevation  of  thorax. 

B.  With  knees  flexed  alternate  knees  are  drawn 
up  onto  trunk  to  stretch  tightened  extensors  of 
spine  and  overcome  lordosis. 

C.  Slow  straightening  of  the  flexed  hip  and 
knee  stretches  the  hamstring  and  increases  tone  in 
abdominal  musculature. 

D.  With  hips  and  knees  flexed  patient  slowly 
assumes  erect  sitting  position,  useful  in  increas- 
ing tone  of  abdominal  musculature. 

the  elevation  of  the  lower  leg  on  a chair 
while  recumbent. 

The  use  of  a lumbosacral  support  is 
frowned  on  by  some  authorities;  however, 
an  adequate  lumbosacral  support  which 


comes  well  down  over  the  buttocks  and 
gently  supports  the  lower  abdomen  an- 
teriorly, frequently  affords  significant  re- 
lief to  these  patients.  It  should  be  pointed 
out  that  such  garments  must  be  well  con- 
structed, adequately  reinforced  and  should 
be  long,  coming  well  down  over  the  but- 
tocks in  back. 

Although  success  is  dependent  upon 
complete  cooperation  on  the  part  of  the 
patient,  the  correction  of  postural  defects 
through  appropriate  rest  and  exercises 
most  frequently  fails  because  the  patient 
has  not  been  sufficiently  impressed  with 
the  importance  of  the  exercises  or  ade- 
quately instructed  in  their  use.  This  re- 
sults in  intermittent  application  of  the 
exercises  and  incomplete  cooperation  on 
the  part  of  the  patient  and  fadure  of  the 
method. 

The  second  cause  of  backache  in  this 
group  influenced  or  accentuated  by  preg- 
nancy results  from  pressure  or  traction 
on  the  spinal  nerves  as  they  course 
through  the  pelvis. Such  symptoms  usu- 
ally arise  from  pressure  on  the  ilio- 
femoral and  ilio-inguinal  nerves  although 
the  sciatic  nerve  or  the  sacral  plexus  is 
occasionally  involved.  Backache  associated 
with  pressure  on  peripheral  nerves  is  char- 
acterized by  pain  along  the  crest  of  the 
ilium  radiating  into  the  lower  abdomen 
and  anterior  medial  aspect  of  the  upper 
thigh  if  the  ilio-femoral  or  ilio-inguinal 
nerves  are  involved.  Such  backache  is  also 
characterized  by  relief  obtained  in  a recum- 
bent position  or  in  recumbency  with  eleva- 
tion of  the  hips.  Occasionally,  injecting  ex- 
ceptionally painful  trigger  areas  along  the 
crest  of  the  ilium  affords  some  relief. 
This  group  of  patients  are  frequently 
improved  by  the  use  of  a lumbosacral 
support  as  outlined  above. 

The  third  group  of  causes  of  backache 
unique  to  the  period  of  gestation  are  those 
associated  with  disturbances  of  the  endo- 
crine balance  and  result  from  certain  hor- 
monal fractions  which  are  present  only 
during  pregnancy.  These  fractions  result 
in  relaxation  of  the  pelvic  ligamentous 
structures.  Todd  “ in  1923  first  showed 
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that  the  pelvis  of  guinea  pigs  separated 
at  the  symphysis  during  gestation  and 
parturition.  Hisaw  * demonstrated  that 
this  mechanism  resulted  from  relaxation 
of  the  ligaments  at  the  symphysis  pubis 
and  sacroiliac  articulation.  He  also  showed 
that  hormonal  substances  arising  in  the 
ovaries  and  fetal  membranes  produced 
this  phenomenon.  This  substance  he 
termed  relaxin.  It  was  later  demonstrated 
that  estrogens  stimulate  the  formation  of 
acetylcholin  in  the  uterus.  Emery  and  his 
workers  ■*  felt  that  the  increased  vascu- 
larity in  the  uterus  possibly  increased  the 
extent  of  pelvic  relaxation.  They  have 
further  studied  the  effect  of  prostigmine 
and  desyoxycorticosterone  both  of  which 
produce  relaxation  in  the  pelvis  in  guinea 
pigs,  and  to  a certain  extent  in  monkey’s. 
A similar  effect  has  been  demonstrated  in 
humans.  A similar  pelvis  relaxation  has 
been  demonstrated  by  this  same  group  in 
male  monkey’s  after  priming  with  either 
theelin  or  stilbestrol  followed  by  prostig- 
mine or  releasin.-'  ^ 

Although  the  presence  of  pelvic  relaxa- 
tion during  pregnancy  and  even  during 
menstruation  has  been  conclusively  demon- 
strated, its  importance  as  an  etiology  fac- 
tor in  producing  back  pain  during  preg- 
nancy is  somewhat  difficult  to  evaluate 
since  accurate  methods  of  measuring  the 
amount  of  these  various  substances  are 
not  clinically  applicable.  Furthermore, 
there  is  considerable  variation  in  the  re- 
sponse to  these  hormonal  factors  between 
various  individuals.  It  is  currently  held 
that  hormonal  relaxation  of  the  pelvis 
accounts  for  a certain  percentage  of  symp- 
toms in  backache  during  pregnancy  and 
that  such  backache  is  usually  character- 
ized by  localization  over  the  posterior  iliac 
spine  and  over  the  symphysis  pubis,  in- 
creased in  severity  with  activity,  and 
aggravated  by  pelvic  distraction  and  com- 
pression. Such  patients  are  usually  af- 
forded considerable  relief  by  the  wearing 
of  some  constricting  support  encircling 
the  pelvis  above  the  trochanters.  Occasion- 
ally such  patients,  with  exceptionally  se- 
vere relaxation  of  the  pelvis,  cannot  be 


afforded  relief  except  by  bed  rest.  It  is 
usually  believed  that  the  number  of  pa- 
tients with  backache  arising  from  relaxa- 
tion of  pelvic  structures  is  relatively  small 
although  its  effects  may  contribute  to 
symptoms  from  other  causes. 

SU.MM.VKY 

An  enumeration  of  the  various  and 
sundry  causes  of  backache  during  preg- 
nancy has  been  presented. 

The  importance  of  adequate  evaluation 
and  accurate  differential  diagnosis  has 
been  discussed. 

The  most  common  cause  of  backache 
during  pregnancy  results  from  the  altered 
body  mechanics  characteristic  of  preg- 
nancy. An  aggressive  regime  of  proper 
rest,  postural  exercises  and  adequate  sup- 
port have  been  outlined  which  if  con- 
scientiously applied  and  accurately  carried 
out  afford  the  most  satisfactory  means  of 
managing  such  cases. 

The  effect  of  hormonal  fractions  and 
their  effect  on  pelvic  ligaments  has  been 
discussed.  It  is  felt  that  a relatively  small 
percent  of  women  demonstrate  the  effect 
of  pelvic  relaxation  as  a cause  of  backache 
during  pregnancy  but  that  the  number, 
though  small  warrants  its  consideration 
as  a factor  in  backpain  in  all  pregnant 
women. 

There  is  no  panacea  successfully  appli- 
cable in  all  cases  of  backache  during 
pregnancy. 
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TREATMENT  OF  TUBERCULOSIS 
TODAY 

Authoritative  opinion  as  to  the  prevalence 
and  treatment  of  tuberculosis  is  of  impor- 
tance to  every  physician.  Approximately 

1.200.000  people  who  have  had  a tubercu- 
lous infection  need  medical  supervision  in 
some  degree  today.  Approximately  800,000 
of  these  are  believed  to  have  inactive  tu- 
berculosis ; 400,000  are  estimated  as  being 
active.  Of  the  400,000  active  cases,  about 

250.000  are  known  to  health  authorities. 


The  mortality  rate  has  dropped  in  the 
past  decade  from  some  40  per  100,000  to 
roughly  12  per  100,000,  or  in  some  in- 
stances, an  estimated  10  per  100,000.  The 
incidence  of  new  cases  annually  has  not 
shown  a corresponding  decrease  in  propor- 
tion to  the  drop  in  mortality.  Tuberculosis 
is  still  a leading  cause  of  death  in  the  age 
group  from  15  to  34.  Within  the  next 
year,  it  is  estimated  100,000  people  will 
catch  tuberculosis,  and  it  still  kills  more 
people  than  all  the  other  infectious  dis- 
eases combined.  It  is  obvious  that  the  re- 
duction in  the  mortality  rate  is  not  to  be 
interpreted  as  an  indication  that  the  dis- 
ease is  disappearing.  The  drop  in  mortali- 
ty of  the  last  ten  years  is  attributed  to  the 
three  chemotherapeutic  agents  and  to  sur- 
gery, which  is  made  possible  by  them. 
Streptomycin  came  into  general  use  late 
in  1947 ; para-aminosalicylic  acid  in  1949, 
and  isonicotinic  acid  hydrazide  in  1952. 

The  use  of  these  drugs,  together  with 
other  forms  of  therapy,  has  been  reported 
upon  six  times  by  the  Veterans  Adminis- 
tration-Army-Navy group,  which  has  been 
studying  the  chemotherapy  of  tuberculosis 
since  1946.  Comparative  studies  have 
yielded  information  of  great  value.  As 
noted  in  the  most  recent  report  of  the  co- 
operative study,  and  in  other  reports,  with 
the  advent  of  chemotherapy  there  has  been 
a tendency  towards  increased  liberaliza- 
tion of  the  bed  rest  regimen.  Authorities 
differ  as  to  the  degree  and  duration  of 
rest.  Bed  rest  is  still  regarded  by  many 
as  the  basic  plan  around  which  all  other 
forms  of  therapy  should  be  built. 

As  in  the  past,  much  discussion  turns 
around  the  question  of  activity  of  tubercu- 
losis lesions.  An  inactive  lesion  has  been 
defined  as  one  showing  roentgen  stability 
without  evidence  of  cavity,  and  adequate 
negative  bacteriological  studies  for  a peri- 
od of  at  least  six  months.  A lesion  not 
filling  these  criteria  is  active.  The  general 
consensus  is  that  all  tuberculosis  lesions 
which  are  considered  active  should  be  giv- 
en the  benefit  of  chemotherapy.  This  be- 
comes especially  important  in  light  of  the 
figures  given  above,  in  which  the  mortality 
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rate  has  declined  about  50  per  cent  in  the 
past  ten  years  but  the  incidence  of  new 
cases  is  not  showing  a corresponding  de- 
crease. 

It  is  stated  authoritatively  that  the  utili- 
zation of  chemotherapy  for  the  primary 
type  of  pulmonary  tuberculous  lesion  does 
not  in  any  way  accelerate  its  healing.  The 
impression  has  been  forming  that  the 
chemotherapy  exerts  a bacteriostatic  effect 
upon  the  germ  of  tuberculosis.  The  de- 
fenses of  the  organism  are  then  brought 
into  the  struggle  to  overcome  the  disease 
more  effectively.  In  connection  with  these 
thoughts  it  is  remarked  that  there  has 
been  disagreement  over  a period  of  years 
as  to  whether  the  tubercle  bacilli  found  by 
microscopic  examination  of  smears  from 
surgically  resected  residual  lesions  of  pa- 
tients who  have  had  prolonged  chemo- 
therapy are  alive,  dead,  or  merely  asleep. 
It  is  now  known  that  by  prolonged  culture 
by  special  techniques  positive  findings  may 
be  found  in  patients  who  have  received 
treatment  for  more  than  a year.  An  ad- 
ditional bacteriological  finding  is  of  im- 
portance. Fitzsimmons  Army  Hospital  re- 
ported that  50  per  cent  positive  cultures 
were  obtained  from  perihilar  lymph  nodes 
of  103  resected  specimens.  The  signifi- 
cance of  these  findings  is,  as  would  be  ex- 
pected, still  under  discussion. 

In  regard  to  the  manner  in  which  the 
chemotherapeutic  agents  are  to  be  used, 
it  is  agreed  that  two  should  be  used  to- 
gether, and  except  in  tuberculous  menin- 
gitis or  miliarj^  tuberculosis,  it  is  not  neces- 
sary to  use  three.  The  advantage  of  using 
two  is  that  only  by  such  means  can  the 
appearance  of  resistant  acid  fast  bacilli  be 
prevented  in  the  sputum.  Twelve  months 
of  chemotherapy  is  regarded  as  an  abso- 
lute minimum,  with  eighteen  to  twenty- 
four  months  advised  in  many  cases.  Tu- 
bercle bacilli  were  found  in  culture  in  ap- 
proximately 10  per  cent  of  the  patients 
who  were  treated  for  twelve  months. 

The  dosage  currently  used  may  be  ap- 
proximated as  follows:  Streptomycin  is 


used  in  a 1 gram  dose  twice  a week,  except 
under  unusual  conditions.  Isoniazid  is 
used  in  300  mg.  doses,  for  the  average 
patient,  daily.  This  dose  is  increased  by 
three  or  four  times  in  miliary  tuberculosis 
or  tuberculous  meningitis.  Para-aminosali- 
cylic acid  is  used  in  doses  of  4 grams  of 
the  acid  (approximately  5 grams  of  the 
sodium  salt)  three  times  a day.  Because 
of  gastrointestinal  irritation  it  has  been 
found  necessary  to  build  this  dose  up  grad- 
ually. A different  form  of  para-aminosali- 
cylic  acid  under  the  name  of  Therapas  (a 
combination  of  sodium  para-aminosalicylic 
acid  and  p-carboxy-benzene-sulfo-di-n-eth- 
ylamide)  has  been  reported  as  giving  a 
higher  level  of  this  therapeutic  agent  in 
the  blood  with  less  gastric  irritation. 

Indications  for  surgerj’  are  in  a continu- 
ous state  of  discussion  and  revision.  The 
period  of  preoperative  chemotherapy  in 
the  cooperative  study  reported  above  ex- 
ceeded three  months  in  75  per  cent  of  the 
cases.  Six  months  of  postoperative  chemo- 
therapy is  now  recommended  by  the  sur- 
gical committee. 

Other  drugs  undergoing  study  are 
Pyrazinamide,  and  Seromycin  (cycloser- 
ine). The  latter  drug  has  been  quoted  as 
showing  favorable  results  in  patients  se- 
verely ill  with  pulmonary  tuberculosis. 

Pneumothorax  has  been  largely  super- 
seded by  other  measures  in  this  chemo- 
therapeutic regime,  and  the  same  is  true 
to  a less  extent  of  pneumoperitoneum. 

It  is  apparent  that  the  therapeutic  ef- 
fectiveness of  the  physician’s  efforts  in 
the  care  of  tuberculosis  has  been  greatly 
increased  in  the  last  ten  years.  The  meth- 
od and  the  procedures  are  not  static.  The 
physician’s  obligation  in  discovering  and 
treating  tuberculosis  is  now  more  keenly 
felt  than  ever. 


King,  Donald  S. : Present  status  of  the  treat- 
ment of  tuberculosis  in  man,  J.A.M.A.  158:829 
(July  9)  1955. 

Current  Therapies  of  Tuberculosis,  Bull.  Biol. 
Sci.  Foundation,  Ltd.,  Vol.  I,  No.  8,  (November) 
1954. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


1956  ANNUAL  MEETING 

The  1956  Annual  Meeting  will  be  held  in  Alex- 
andria April  23-25  and  the  following  committees 
on  arrangements,  appointed  by  the  President  of 
the  host  Society,  Dr.  H.  Q.  Gahagan,  are  already 
very  active  in  making  plans  and  arrangements 
for  the  meeting. 

General  Chairman:  Dr.  H.  H.  Hardy,  Jr. 
Advisory  Committee:  Dr.  King  Rand,  Chair- 

man, Dr.  F.  M.  Lett,  Vice-Chairman;  Drs.  B.  C. 
Blake,  M.  H.  Foster,  H.  O.  Barker,  W.  M.  Mc- 
Bride, J.  T.  Cappel,  George  W.  Smith,  Earl 
Jones,  J.  W.  Phillips,  James  Welch,  Sr.,  F.  C. 
Ewing. 

Committee  on  Badges:  Dr.  John  W Deming, 

Chairman,  Dr.  Bruce  Wallace,  Jr.,  Vice-Chairman; 
Drs.  F.  M.  Brian,  C.  E.  Harris,  M.  E.  Bozeman, 
D.  M.  Carlton. 

Committee  on  Banquet:  Dr.  H.  Aubrey  White, 
Chairman,  Dr.  T.  E.  Banks,  Vice-Chairman;  Drs. 
D.  S.  Carnahan,  M.  S.  Freiman,  T.  G.  Easterling. 

Committee  on  Decorations : Dr.  King  Rand, 

Chairman,  Dr.  Noel  T.  Simmonds,  Vice-Chairman; 
Drs.  R.  U.  Parrott,  A.  N.  Evans,  Kendrick  Tay- 
lor. 

Conunittee  on  Entertainment:  Dr.  Ben  Fend- 

ler.  Chairman,  Dr.  R.  E.  McGill,  Vice-Chairman; 
Drs.  Milton  A.  Honigman,  B.  H.  Texada,  O.  B. 
Owens. 

Committee  on  Finances:  Dr.  W.  H.  Heath,  Jr., 
Chairman,  Dr.  M.  Lee  Jarrell,  Vice-Chairman; 
Drs.  J.  M.  Edwards,  W.  R.  Aderhold. 

Committee  on  Golf:  Dr.  H.  Q.  Gahagan,  Chair- 
man, Dr.  C.  P.  HerringTon,  Vice-Chairman;  Drs. 
Paul  M.  Davis,  Jr.,  E.  R.  Pincus. 

Committee  on  Hospitals:  Dr.  Ralph  Lampert, 

Chairman,  Dr.  A.  L.  Seale,  Vice-Chairman;  Drs. 
Allen  C.  Winters,  J.  E.  Wheeler,  W.  P.  Hurder, 
John  B.  Maxwell. 

Committee  on  Hotels  and  Meeting  Rooms:  Dr. 
D.  B.  Barber,  Chairman,  Dr.  A.  L.  Culpepper, 
Vice-Chaii-man ; Drs.  R.  C.  Scott,  W.  L.  Murrell. 

Committee  on  Lanterns:  Dr.  Edward  C.  Uhrich, 
Chairman,  Dr.  D.  M.  Kingsley,  Vice-Chairman; 
Drs.  W.  G.  Wells,  V.  F.  Chicola,  W.  E.  Hogg. 

Committee  on  Publicity:  Dr.  A.  J.  Ochsner,  II, 
Chairman,  Dr.  M.  B.  Pearce,  Vice-Chairman;  Drs. 
R.  H.  Morris,  H.  C.  Gahagan. 

Committee  on  Registration:  Dr.  R.  Bruce  Wal- 
lace, Sr.,  Chairman,  Dr.  E.  A.  Norton,  Vice- 
Chairman;  Drs.  M.  L.  Denley,  R.  Pierce  Foster, 
A.  M.  Alexander. 

Committee  on  Scientific  Exhibits:  Dr.  R.  E.  C. 
Miller,  Chairman,  Dr.  R.  G.  Masterson,  Vice- 


Chairman;  Drs.  John  A.  Worley,  A.  Quinn  Hyde, 
Raymond  Seshul. 

Committee  on  Signs:  Dr.  R.  L.  Robbins,  Chair- 
man, Dr.  Alvin  H.  Honigan,  Vice-Chairman;  Drs. 
J.  M.  Yeager,  W.  H.  Hamilton,  H.  M.  Brian, 
W.  D.  Swackhamer. 

Committee  on  Special  Matters:  Dr.  C.  J.  El- 

lington, Jr.,  Chairman,  Dr.  B.  N.  Sewell,  Vice- 
Chairman;  Drs.  B'ascom  W.  Smith,  Guy  Campbell, 
R.  E.  Rowland,  S.  L.  Calhoun. 

Committee  on  Technical  Exhibits:  Dr.  E.  D. 

Wilson,  Chairman,  Dr.  D.  B.  Barber,  Vice-Chair- 
man; Drs.  Thomas  W.  Davis,  R.  J.  Freedman, 
D.  G.  Grubb. 

Committee  on  Transportation : Dr.  N.  M.  Brian, 
Chaii-man,  Dr.  A.  E.  Hensel,  Vice-Chairman;  Drs. 
B.  M.  Wilson,  D.  L.  Trax,  L.  J.  Credeur,  J.  M. 
Kittrell. 

Committee  on  Woman’s  Auxiliary:  Dr.  J.  T. 

Willis,  Chairman,  Dr.  J.  S.  Rozier,  Vice-Chair- 
man; Drs.  J.  A.  White,  H.  C.  Quantz,  M.  J.  Hair. 

Scientific  Program 

The  chairmen  of  the  various  scientific  sections, 
list  of  whom  was  carried  in  the  August  issue  of 
the  Journal,  have  met  with  the  Committee  on 
Scientific  Work  and  preparations  are  being  made 
for  the  scientific  program.  The  Committee  on 
Scientific  Work,  in  line  with  wishes  of  the  Exec- 
utive Committee,  is  arranging  a similar  program 
to  that  held  at  the  1955  meeting;  having  two 
sessions,  one  on  surgery  and  one  on  medicine, 
held  simultaneously  on  Tuesday  and  Wednesday 
(mornings  and  afternoons)  during  the  meeting. 
Members  desirous  of  participating  in  this  pro- 
gram should  contact  the  chairman  of  the  speci- 
fic section  in  which  they  are  interested,  concern- 
ing a place  on  the  program. 

Hotel  Reservations  and  Scientific  Exhibits 

Shortly  after  the  first  of  the  year  members  will 
receive  a communication  concerning  procedure  to 
follow  in  securing  hotel  reservations  and  also 
containing  information  in  regard  to  scientific  ex- 
hibit space.  It  is  hoped  that  prompt  replies  will 
be  received  to  these  inquiries  in  order  that  all 
requests  may  be  taken  care  of  adequately. 

Additional  information  concerning  the  meeting- 
will  be  published  in  future  issues  of  the  Journal. 
If,  however,  specific  data  is  desired  in  the  inter- 
im, it  is  suggested  that  members  communicate 
with  the  general  chairman,  chairmen  of  specific 
committees  or  with  the  office  of  the  Secretary- 
Treasurer  of  the  State  Society. 
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EDITOR  AND  GENERAL  MANAGER 
ATTEND  STATE  MEDICAL  JOURNAL 
CONFERENCE 

Dr.  Philip  H.  Jones,  jour  Editor,  and  Dr.  C. 
Grenes  Cole,  your  General  Manager,  attended  the 
State  IMedical  Journal  Conference,  under  the  aus- 
pices of  the  Advisory’  Committee  of  the  State 
Journal  Advertising  Bureau,  held  at  the  Ameri- 
can Medical  Association  Headquarters  in  Chicag’o 
on  November  7-8. 

The  Conference  brought  out  many  points  of 
interest  and  furnished  much  valuable  informa- 
tion on  the  editing  and  publishing  of  medical 
journals,  which  we  hope,  will  result  in  many 
benefits  for  our  Jouraal. 

Thirty’-seven  State  Journals  were  I'epresented 
and  those  who  were  privileged  to  attend,  we  are 
sure,  profited  greatly  by  being  present. 


LOUISIANA  HEALTH  COUNCIL  MEETING 

Judging  by  the  attendance  and  the  enthusiasm 
of  participating  members  at  the  recent  meeting 
in  New  Orleans  of  the  Louisiana  Health  Council, 
we  would  feel  that  it  was  a most  successful 
meeting  and  merits  the  commendation  and  thanks 
for  the  officers  and  personnel  of  the  Program 
Committee. 

It  is  unfortunate  and  discouraging  that  more 
of  our  doctors  do  not  become  members  of  this 
oi-ganization  or  attend  its  meetings.  Much 
more  could  be  accomplished  for  the  health  and 
welfare  of  our  people  throughout  the  state  if 
more  of  our  physicians  would  become  interested 
in  these  progTams. 

We  are  looking  forward  to  more  pai’ticipation 
on  your  part  in  the  future. 


DR.  C.  G.  COLE  HONORED  BY 
THE  ADVISORY  COMMITTEE  OF  THE  STATE 
JOURNAL  ADVERTISING  BUREAU 

At  its  recent  meeting  in  Chicago,  on  November 
7 and  8,  the  Advisory  Committee  of  the  State 
Journal  Advertising  Bureau  honored  Dr.  C. 
Grenes  Cole  by  electing  him  Chaii-man. 

This  Committee  represents  the  State  Medical 
Journals  of  thirty’^-seven  states  in  their  relations 
with  national  advertisers.  The  activities  of  this 
committee  are  largely  responsible  for  the  finan- 
cial stability  and  success  of  these  State  Journals. 

Dr.  Co'e  has  been  a valued  member  of  the 
Journal  Committee  of  the  Louisiana  State  ^ledical 
Society  for  some  'ears  and  recently  has  been 
most  successful  as  General  Manager  of  the 
Journal  of  the  Louisiana  State  Medical  Societ'’. 


This  gracious  honor  given  Dr.  Cole  is  gTateful 
recognition  of  his  considerable  effort  through  a 
period  of  many  years  for  the  welfare  of  this 
Journal  and  for  his  valuable  contributions  as  a 
member  of  the  Committee  in  recent  years.  The 
Journal  is  most  pleased  to  congratulate  Dr.  Cole. 


DEATHS  1954  * AND  1955 
MEMBERS  OF  LOUISIANA  STATE 
MEDICAL  SOCIETY 

Dr.  Samuel  Barkoff,  New  Orleans,  July  10,  1955 

Dr.  Theodore  Thomas  Batson,  New  Orleans, 
March  13,  1955 

Dr.  Harry  Edward  Chalstrom,  Jr.,  Baton  Rouge, 
July,  31,  1955 

Dr.  Joseph  Anthony  Danna,  New  Orleans,  De- 
cember 15,  1954 

Dr.  Philip  C.  De  Verges,  New  Orleans,  November 
9,  1955 

Dr.  Nicholas  Kuntz  Edrington,  New  Orleans,  Sep- 
tember 22,  1955 

Dr.  Wm.  J.  Gilbert,  New  Orleans,  February  21, 
1955 

Dr.  Edgar  Beach  Hands,  Shreveport,  July',  1955 

Dr.  Ewell  A.  Kleinpeter,  Thibodaux,  November 
19,  1954 

Dr.  Morris  Stirling  LeDoux,  Rayne,  September 
29,  1955 

Dr.  Daniel  Cull  McCuller,  Bossier  City,  Novem- 
ber 17,  1954 

Dr.  Clifford  R.  Mays,  Shreveport,  November  18, 

1954 

Dr.  Leon  John  Menville,  New  Orleans,  January 
24,  1955 

Dr.  Raymond  Francis  Mulligan,  Covington,  Octo- 
ber 7,  1955 

Dr.  Charlie  G.  Pattison,  Marthaville,  September 
29,  1955 

Dr.  Winston  B.  Singletary,  Baton  Rouge,  Janu- 
ary 12,  1955 

Dr.  Risdon  Ernest  Smith,  Minden,  March  25, 

1955 

Dr.  Guy  Stanhope  St.  Amant,  Gonzales,  May  26, 
1955 

Dr.  Roger  Allen  Tharp,  Mansfield,  October  2, 
1955 

Dr.  Joseph  William  Watson,  Baton  Rouge,  Sep- 
tember 8,  1955 

Dr.  Joseph  Whitaker,  St.  Joseph,  December  14, 
1954 


* Not  previously  reported  in  Journal  of  Decem- 
ber, 1954. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

The  nineteenth  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
February  27,  28,  29  and  March  1,  headquarters 
at  the  Municipal  Auditorium. 

Eighteen  outstanding  guest  speakers  will  par- 
ticipate and  their  presentations  will  be  of  in- 
terest to  both  specialists  and  general  practition- 
ers. The  program  will  include  fifty-four  in- 
formative discussions  on  many  topics  of  current 
medical  interest,  in  addition  to  clinicopathologic 
conferences,  symposia,  color  television,  medical 
motion  pictures,  round-table  luncheons  and  tech- 
nical exhibits. 

The  Assembly  has  planned  another  interesting 
postclinical  tour  to  follow  the  1956  meeting  in 
New  Orleans.  On  Friday,  March  2,  a party  com- 
posed of  doctors  and  their  families  will  leave 
New  Orleans  for  the  West  Indies  and  Central 
America  via  plane.  The  itinerary  includes  Puerto 
Rico,  St.  Thomas,  Haiti,  Jamaica,  Panama  and 
Guatemala,  and  arrangements  have  been  made 
for  medical  piograms  in  the  places  visited.  The 
party  will  arrive  in  Guatemala  City  on  March  22 
and  an  optional  extension  to  the  fascinating 
highlands  of  Guatemala  has  been  arranged. 

Details  of  the  New  Orleans  meeting  and  the 
postclinical  tour  are  available  at  the  office  of 
the  Assembly,  Room  103,  1430  Tulane  Avenue, 
New  Orleans  12,  Louisiana. 


FLORIDA  MIDWINTER  SEMINAR  IN 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

The  Tenth  Annual  University  of  Florida  Mid- 
winter Seminar  in  Ophthalmology  and  Otolaryn- 
gology will  be  held  at  the  Sans  Souci  Hotel  in 
Miami  Beach  the  week  of  January  16,  1956.  The 
lectures  on  Ophthalmology  will  be  presented  on 
January  16,  17,  and  18.  Those  on  Otolaryn- 
gology on  January  19,  20,  and  21.  A midweek 


feature  will  be  the  Midwinter  Convention  of  the 
Florida  Society  of  Ophthalmology  and  Otolaryn- 
gology on  Wednesday  afternoon,  January  18,  to 
which  all  registrants  are  invited.  The  registrants 
and  their  wives  may  also  attend  the  informal 
banquet  at  8 p.  m.  on  Wednesday.  The  schedule 
has  been  changed  to  provide  a maximum  time 
for  recreation  each  afternoon. 


AMERICAN  RHINOLOGIC  SOCIETY 

Dr.  Ralph  H.  Riggs,  Shreveport,  who  was  one 
of  the  five  charter  members  of  the  American 
Rhinologic  Society,  was  elected  President  for  the 
coming  year  at  a recent  meeting  of  the  Society. 


DISEASES  OF  THE  SKIN 

The  second  annual  one-day  course,  stressing 
diagnosis  and  management  of  a few  of  the  more 
common  skin  diseases,  will  be  held  at  L.S.U. 
School  of  Medicine  on  Saturday,  January  21, 
1956  from  9 a.  m.  to  4 p.  m.  Cases  will  be  pre- 
sented and  discussed  by  members  of  the  Depart- 
ment of  Dermatology.  There  will  be  no  didactic 
lectures.  Registration  fee  is  $10.00.  Those  in- 
terested please  contact  the  Department  of  Dei'- 
matology,  L.S.U.  School  of  Medicine,  New  Or- 
leans. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  examination  (Part  I), 
written  examination  and  review  of  case  histories, 
for  all  candidates  will  be  held  in  various  cities 
of  the  United  States,  Canada,  and  military  cen- 
ters outside  the  continental  United  States,  on 
Friday,  February  3,  1956. 

Case  Abstracts  numbering  20  are  to  be  sent 
by  the  candidate  to  the  Secretary  as  soon  as 
possible  after  receiving  notification  of  eligibility 
to  the  Part  I written  examination. 

For  further  information  contact  Robert  L. 
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Faulkner,  M.  D.,  2105  Adelbert  Road,  Cleveland 
6,  Ohio. 


INTERNATIONAL  ACADEMY  OF 
PROCTOLOGY 

1955  - 1956  AWARD  CONTEST 

The  International  Academy  of  Proctology  an- 
nounces its  Annual  Cash  Prize  and  Certificate  of 
Merit  Award  Contest  for  1955-1956.  The  best 
unpublished  contribution  on  proctology  or  allied 
subjects  will  be  aw’arded  $100.00  and  a Certifi- 
cate of  Merit.  Certificates  will  be  awarded  also 
to  physicians  whose  entries  are  deemed  of  un- 
usual merit.  This  competition  is  open  to  all 
physicians  in  all  countries,  whether  or  not  affili- 
ated with  the  International  Academy  of  Proc- 
tology. The  winning  contribution  will  be  se- 


B  O O K R 

The  Pyramidal  Tract:  Its  Status  in  Medicine;  by 
A.  M.  Lassek,  M.  D.,  Springfield,  Illinois, 
Charles  C Thomas,  1954,  Pp.  166,  Price  $4.75. 
This  lucidly  written  and  well  published  tract  is 
an  amplification  for  the  general  medical  audience 
of  a paper  by  the  same  author  written  for  the 
Association  for  Research  in  Nervous  and  Mental 
Disease  meeting,  in  1948.  The  basis  of  the  work 
is  the  brilliant  observation  that  only  two  or  three 
per  cent  of  the  pyramidal  tract  is  made  up  of 
large  fibers,  which  probably  have  origin  in  the 
large  cells  of  the  central  cortex  commonly  called 
Betz  cells.  The  origin  of  the  small  fiber's  making 
up  95  per  cent  of  the  pyramidal  tract  has  not 
been  conclusively  established,  though  much  of  it 
is  cortical  in  origin,  between  Brodmann  areas  1 
through  7.  Neuroanatomists  never  intended  the 
idea  that  the  pyramidal  tract  should  be  associated 
with  Betz  cells  exclusively,  as  the  noncommittal 
name  “pyramidal”  would  suggest.  However,  many 
anatomists  writing  for  medical  students  have  un- 
til recently  used  the  two  words  synonymously, 
perhaps  because  of  the  unfortunate  synonym 
“pyramidal  cells”  for  Betz  cells  because  of  the 
triangular  appearance  in  section.  The  problem 
is  complicated  by  the  fact  that  there  is  a tendency 
to  fail  to  distinguish  between  extrapyramidal  and 
pyramidal  in  simplified  clinical  discussions  of 
such  general  regions  as  the  “motor  cortex,”  “in- 
ternal capsule,”  and  the  “lateral  columns.”  It  is, 
of  course,  only  in  the  medullary  pyramid  that  the 
pyramidal  tracts  are  reasonably  well  separated 
from  the  extrapyramidal  fibers.  The  remainder 
of  this  volume  concerns  itself  with  the  history  of 
various  techniques  of  investigating  the  pyramidal 
tract.  Some  of  these  have  been  considered  in 
somewhat  greater  detail  in  the  definitive  mono- 
graph The  Precentral  Motor  Cortex,  (Illinois 
Monographs  on  IMedical  Science,  Volume  IV  1944, 
P.  C.  Bucy,  Editor.)  There  are  some  further 
studies  presented  in  this  monograph  concerning 
the  pathology  of  the  pyramidal  tract  of  current 
interest.  W.  Randolph  Page,  M.  D. 


lected  by  a Board  of  impartial  judges,  and  all 
decisions  are  final. 

The  formal  award  of  the  First  Prize,  and  pre- 
sentation of  other  Certificates,  will  be  made  at 
the  Annual  Convention  Dinner  Dance  of  the  In- 
ternational Academy  of  Proctology,  April  26, 
1956,  at  The  Drake,  Chicago,  Illinois. 

The  International  Academy  of  Proctology  re- 
serves the  exclusive  right  to  publish  all  contri- 
butions in  its  official  publication,  “The  Ameri- 
can Journal  of  Proctology”.  All  entries  are 
limited  to  5,000  words,  must  be  typewritten  in 
English,  and  submitted  in  five  copies.  All  entries 
must  be  received  no  later  than  the  first  day  of 
February,  1956.  Entries  should  be  addressed  to 
the  International  Academy  of  Proctology',  147-41 
Sanford  Avenue,  Flushing,  New  York. 


EVIEWS 

The  Clinical  Physiology  of  the  Lungs;  by  Cecil  K. 
Drinker,  M.  D.,  Springfield  Illinois,  Charles  C 
Thomas,  1954,  Pp.  84,  Price  $5.50. 

In  this  stimulating  monograph,  the  emphasis  is 
placed  upon  the  structural  basis  for  the  ventila- 
tory and  circulatoiy  adaptations  within  the  lungs. 
The  author  uses  clinical  and  experimental  situ- 
ations, such  as  infarction,  pulmonary  congestion 
and  edema  and  artificial  respiration  to  clearly  il- 
lustrate the  action  of  the  five  basic  pulmonary 
structural  units:  arteries;  veins  and  capillaries; 
bronchi  and  bronchioles;  nerves;  and  lymphatics. 
He  shows  that  many'  of  the  functional  reactions 
within  the  lungs  are  locally  controlled  but  does 
not  neglect  central  nervous  regulation.  The  size 
of  the  work  precludes  discussion  of  chemical  regu- 
lation of  ventilation,  gas  exchange,  and  pulmon- 
ai*y'  function  tests.  However,  since  the  book  is 
excellent  as  well  as  brief,  it  can  be  strongly  recom- 
mended as  an  important  aid  to  the  understanding 
and  treatment  of  pulmonary  and  cardiac  disorders. 

Morton  M.  Ziskind,  M.  D. 


PUBLICATIONS  RECEIVED 

Doubleday  & Co.,  N.  Y. : Polio  Pioneers;  The 
Story  of  the  Fight  Against  Polio,  by  Dorothy  and 
Philip  Sterling. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Pathology 
Seminars,  by  Lauren  V.  Ackerman,  M.  D.,  Ar- 
thur C.  Allen,  M.  D.,  Colonel  J.  E.  Ash,  M.  D., 
Arthur  Purdy  Stout,  M.  D.,  and  Rupert  A.  Willis, 
M.  D. 

W.  B.  Saunders  Company,  Phila. : The  Relief 
of  Symptoms,  by  Walter  Modell,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111. : 
The  Pediatric  Years:  A Guide  in  Pediatrics  for 
Workers  in  Health,  Education  and  Welfare,  by 
Louis  Spekter,  M.  D. 

University  of  Florida  Press,  Gainesville:  Plan- 
ning Florida’s  Health  Leadership:  Medical  Edu- 
cation in  the  University,  edited  by  Louis  J. 
Maloof  (Vol.  5). 


THE  JOURNAL  OF  THE 
LOUISIANA  STATE  MEDICAL 

SOCIETY 

Formerly  New  Orleans  Medical  and  Surgical  Journal 


INDEX 

VOLUME  107 


JANUARY,  1955 

through 

DECEMBER,  1955 


The  Journal  of  the 
Louisiana  State  Medical  Society 

Established  184^ 

Published  by  The  Journal  of  the  Louisiana  State 
Medical  Society,  Inc.,  under  the  jurisdiction  of  the 
following  named  Journal  Committee: 

Max  M.  Green,  M.  D.,  Ex-Officio 
E.  L.  Leckert,  M.  D.,  Chairman 
C.  M.  Horton,  M.  D.,  Vice-Chairman 
Sam  Hobson,  M.  D.,  Secretary 
Edwin  H.  Lawson,  M.  D. 

J.  E.  Knighton,  M.  D. 

EDITORIAL  STAFF 

Philip  H.  Jones,  1\L  D .....Editor 

COLLABORATORS  — COUNCILORS 
H.  Ashton  Thomas,  M.  D. 

J.  E.  Clayton,  M.  D. 

Guy  R.  Jones,  M.  D. 

Ralph  H.  Riggs,  M.  D. 

C.  Prentice  Gray,  Jr.,  M.  D. 

Arthur  D.  Long,  M.  D. 

J.  Y.  Garber,  M.  D. 

R.  E.  C.  Miller,  M.  D. 

C.  Grenes  Cole,  M.  D General  Manager 

1430  Tulane  Avenue 

SUBSCRIPTION  TERMS:  $A.OO  per  %jear  in  ad- 
vance, postage  paid,  for  the  United  States;  $U.50 
per  year  for  all  foreign  countries  belonging  to  the 
Postal  Union. 

Neu's  material  for  publication  shoxdd  be  reeeioed 
not  later  than  the  eighteenth  of  the  month  preced- 
ing publication.  Orders  for  reprints  must  be  sent 
in  duplicate  when  returning  galley  proof. 

Manuscripts  should  be  addressed  to  the  Editor, 
llfSO  Tulane  Ave.,  New  Orleans,  La. 

The  Journal  does  not  hold  itself  responsible  for 
statements  made  by  any  contributor. 


Subject  Index — Vol.  107 

INDEX  TO  VOLUME  ONE  HUNDRED  AND  SEVEN 


503 


January,  1955  December,  1955 


A 

ABRASION 

removal  of  scars  by;  an  office  procedure,  (Burks)  29 
ACRIZANE  CHLORIDE  (phenacridane  chloride) 

treatment  of  yeast  vaginitis,  (Moll  & Johnson)  272 
ACTH:  See  Corticotropin 

ADENOIDS 

irradiation  of  the  nasopharynx  for  hyperplasia  of  lymphoid 
tissue,  (Oreen  & others)  311 
ADENOMA 

pituitary,  radiation  treatment,  (Kerr)  177 
ALLERGY 

in  general  practice,  (Sanders)  142 

nasal,  frequently  unrecognized  manifestations  of,  (Ander- 
son & Rubin)  238 
steroids,  role  in,  (White)  317 

treatment  of  allergic  emergencies,  (Browning)  370 
AMERICAN  CANCER  SOCIETY 

role  of,  in  professional  education,  (Burdette)  487 
AMERICAN  DIABETES  ASSOCIATION 
diabetes  detection  drive,  420-E 
AMERICAN  MEDICAL  EDUCATION  FOUNDATION 
support  of,  by  physicians,  461-E 
AMPHETAMINE 

treatment  plus  rauwiloid  (rauwidrine)  in  psychosomatic 
complaints,  (Prouet)  114 
ANAPHYLAXIS:  See  Allergy 

ANESTHESIA 

cause  of  cardiac  arrest,  (Adrian!)  219 
ANOMALIES:  See  also  Abnormalities  under  names  of  spe- 

cific organs 

congenital,  surgically  correctable,  encountered  in  early 
infancy;  clinicopathologic  study,  (Dent  & Robinson i 231 
ANTEPAR:  See  Piperazine  Citrate 

ANTIBIOTICS 

and  sulfonamide  sensitivity  of  dysentery  bacilli  isolated  in 
the  U.  S.,  Japan,  and  Korea  ; a comparative  study,  (Tateno ) 
116 

ANTICOAGULANTS 

therapy,  risk  in  acute  myocardial  infarction,  (McDonnieal 
& others)  176 
APPETITE 

suppression  with  rauwolfia  serpentina  and  amphetamine 
(rauwidrine)  (Prouet)  114 
ARTERIOSCLEROSIS 

coronary,  and  myocardial  infarction,  (Davidge)  330 
coronary,  measurement  of  physical  capacities  and  selective 
placement  of  employees  with  arteriosclerotic  heart  dis- 
ease, (Hansen  & Weaver)  63 
ARTHRITIS,  RHEUMATOID 

diagnosis,  differential,  in  manifestations  of  other  arthritic 
conditions,  (Weiss)  147 
ARTHRODESIS 

hip,  in  osteoarthritis,  (Morris)  197 
ARTHROPLASTY 
hip,  (Morris)  199 
ARSENIC 

containing  mixtures,  potential  danger  in  treatment  of 
asthma,  2 1 0-E 
ASPIRATION 

pouch  of  Douglas,  (culdocentesis ) , evaluation  of  one  year*s 
experiences  at  Charity  Hospital  of  Louisiana  at  New 
Orleans,  (Post  & Posner)  406 
ASTHMA 

treatment  of  status  asthmaticus,  allergic  emergency, 
(Browning)  370 

treatment,  role  of  steroids,  (White)  317 

treatment  with  arsenic  containing  mixtures,  potential 
danger,  21  0-E 

ATHEROSCLEROSIS:  See  Arteriosclerosis 

B 

BACK 

Pain  in:  See  Backache 

BACKACHE 

during  pregnancy;  its  etiology  and  management,  (Wicks- 
trom  & others'  490 

radiological  evaluation  of  low  back  pain,  (Landry  & others) 
484 

BACTERIOLOGY 

progress  in  past  century,  an  aid  in  control  of  communicable 
diseases,  (Link)  357 
BISMUTH 

intoxication,  fatal  cases  in  four  children  treated  for  “trench 
mouth”,  (Sterne  & others)  332 
BLADDER 

diseases  of  the  female  urethra  and  bladder,  (Pasquier  & 
others)  324 

BLEEDING:  See  Hemorrhage 

BLOOD 

galactosemia,  congenital,  in  eight  day  old  infant,  (Smith  > 49 
sugar,  diagnosis  of  nondiabetic  hyperglycemia  and  meli- 
turia.  (Locke)  433 
BLOOD  PRESSURE,  HIGH 

and  myocardial  infarction,  (Davidge)  330 
retinopathy  due  to,  (Bahn)  242 


BLOOD  VESSELS 

ocular  manifestations  of  vascular  disease,  (Bahn'  241 
calcified  lymph  nodes  in,  as  cause  of  intrathoracic  disorders, 
(Ziskind)  267 
BODY 

weight,  significance  of  overweight  in  etiology,  prognosis, 
and  treatment  of  diabetes  mellitus,  (Herold:  403 
BONES 

lesions  of  skeleton,  x-ray  diagnosis  of,  as  cause  of  low  back 
pain,  (Landry  & others)  484 
tumors,  giant  cell,  treated  by  irradiation,  (Kerr)  179 
BRONCHUS 

calcified  lymph  nodes,  penetration  by,  (Ziskind)  265 

BRONCHIECTASIS 

and  congenital  cystic  disease  of  the  lungs,  differential 
diagnosis,  (Beskin)  184 
BURNS 

chemical,  of  vagina,  (St.  Romain  & Nix)  268 
BURSITIS 

treatment,  irradiation,  (Kerr'  179 

BOOK  REVIEWS 
Acute  Anuria,  (Brun)  90 

Alexander,  Leo,  Treatment  of  Mental  Disorder,  306 
Alien,  Arthur  C.,  The  Skin:  A Clinicopathologic  Treatise, 

344 
Allergy 

Practice  of  Allergy,  (Vaughan)  343 
Anuria:  See  Urology 

Arteries 

An  Atlas  of  Congenital  Anomalies  of  the  Heart  and  Great 
Vessels,  (Edwards  & others)  1 28 
Atlas 

An  Atlas  of  Congenital  Anomalies  of  the  Heart  and  Great 
Vessels,  (Edwards  & others'  128 
Bickers.  William,  Menorrhalgia : Menstrual  Distress,  428 

Blood 

Digital  Circulation,  (Mendlowitz)  90 

Hepatic  Circulation  and  Portal  Hypertension,  (Child)  306 
Blood  Pressure 

Hepatic  Circulation  and  Portal  Hypertension,  (Child)  306 
Blood  Vessels 

An  Atlas  of  Congenital  Anomalies  of  the  Heart  and  Great 
Vessels,  (Edwards  & others)  128 
Brown,  James  Barrett,  Neck  Dissections,  216 
Brun,  Claus,  Acute  Anuria,  90 
Burch,  G.  E.,  Primer  of  Cardiology,  43 
Burch,  G.  E.,  Spatial  Vectorcardiography,  44 
Burns 

On  Burns,  (Womack'  88 

Campbell,  John  D.,  Manic-Depressive  Disease:  Clinical  and 

Psychiatric  Significance,  386 
Cancer 

Surgical  Treatment  of  Cancer  of  the  Cervix,  (Meigs)  264 
Cardiology:  See  Heart 

Cardiovascular  System:  See  Blood  Vessels;  Heart 

Care  of  Your  Skin,  (Lawrence)  344 

Cervix 

Surgical  Treatment  of  Cancer  of  the  Cervix,  (Meigs'  264 
Child,  Charles  G.  Ill,  Hepatic  Circulation  and  Portal  Hyper- 
tension, 306 
Circulation : See  Blood 

Clinical  Physiology  of  the  Lungs,  (Drinker)  500 
Conn,  H.  F.  (ed.)  Current  Therapy,  44 
Current  Therapy,  (Conn)  44 
Dermatology 

Care  of  Your  Skin,  (Lawrence)  344 
Skin:  A Clinicopathologic  Treatise,  (Allen)  344 

Deutschberger,  Otto,  Fluoroscopy  in  Diagnostic  Roentgeno- 
logy, 386 
Diagnosis 

Diagnosis  and  Treatment  of  the  Infertile  Female,  (Sim- 
mons) 468 

Pediatric  Diagnosis,  (Green  & Richmond)  218 
Digital  Circulation,  (Mendlowitz)  90 

Drinker,  Cecil  K.,  Clinical  Physiology  of  the  Lungs,  500 
Dublin,  William  Brooks,  Fundamentals  of  Neuropathology, 

217 

Edwards,  Jesse  E.,  and  others,  An  Atlas  of  Congenital  Anomal- 
ies of  the  Heart  and  Great  Vessels,  128 
Electrocardiography:  See  Heart 

Endocrinology 

Management  of  Endocrine  Disorders  of  Menstruation  and 
Fertility,  (Jones)  344 
Fertility 

Management  of  Endocrine  Disorders  of  Menstruation  and 
Fertility,  (Jones)  344 

Florey,  Sir  Howard  (ed.)  Lectures  on  General  Pathology,  89 
Fluids 

Practical  Fluid  Therapy  in  Pediatrics,  (Hill)  170 
Fluoroscopy  in  Diagnostic  Roentgenology,  (Deutschberger) 
386 

Fundamentals  of  Neuropathology,  (Dublin)  217 
Garland,  Joseph  (ed.)  The  Physician  and  His  Practice,  90 
Green,  Morris,  and  Richmond,  Julius  B.,  Pediatric  Diagnosis, 

218 
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Heart 

An  Atlas  of  Congenital  Anomalies  of  the  Heart  and  Great 
Vessels,  (Edwards  & others)  128 
Primer  of  Cardiology,  (Burch)  43 
Spatial  Vectorcardiography,  (Burch)  44 
This  Pace  Is  Not  ICilling  Us,  (Rodale)  264 
Hepatic  Circulation  and  Portal  Hypertension,  (Child)  306 
Hernia:  Pathologic  Anatomy  of  More  Common  Hernias  and 

Their  Anatomic  Repair,  (McVay)  216 
Heterophoria 

Refraction  Correlated  with  Optics  and  Physiological  Optics 
and  Motility  Limited  to  Heterophoria,  (Lancaster)  43 
Hill,  Fontaine  S.,  Practical  Fluid  Therapy  in  Pediatrics,  170 
Hypertension:  See  Blood  Pressure 

Hypothyroidism:  An  Essay  on  Modern  Medicine,  (Starr)  128 

Infants 

Resuscitation  of  the  Newborn,  (.Russ)  468 
Infertility:  See  Sterility 

Japanese 

Understanding  the  Japanese  Mind,  (Moloney)  128 
Jawetz,  Ernest,  Melnick,  Joseph  L.,  and  Adelberg,  Edward  A., 
Review  of  Medical  Microbiology,  217 
Jones,  Georgeana  Seeger,  Management  of  Endocrine  Dis- 
orders of  Menstruation  and  Fertility,  344 
King,  H.  E.,  Psychomotor  Aspects  of  Mental  Disease,  1 70 
Lancaster,  W.  B.,  Refraction  Correlated  with  Optics  and 
Physiological  Optics  and  Motility  Limited  to  Heterophoria, 
(Lancaster)  43 

Lassek,  A.  M.,  The  Pyramidal  Tract:  Its  Status  in  Medicine, 

500 

Lawrence,  Herbert,  The  Care  of  Your  Skin,  344 
Lectures  on  General  Pathology,  (Florey)  89 
Liver 

Hepatic  Circulation  and  Portal  Hypertension,  (Child)  306 
Lungs 
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Medicine 
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Meigs,  Joe,  Surgical  Treatment  of  Cancer  of  the  Cervix,  264 
Mendlowitz,  Milton,  The  Digital  Circulation,  90 
Menorrhalgia : Menstrual  Distress,  (.Bickers)  428 

Menstruation 

Management  of  Endocrine  Disorders  of  Menstruation  and 
Fertility,  (Jones)  344 

Menorrhalgia:  Menstrual  Distress,  (Bickers)  428 

Mental  Disease 

Psychomotor  Aspects  of  Mental  Disease,  (King)  170 
Mental  Disorder 

Treatment  of  Mental  Disorder,  (Alexander)  3 06 
Microbiology 

Review  of  Medical  Microbiology,  (Jawetz  & others)  217 
Moloney,  James  Clark,  Understanding  the  Japanese  Mind,  128 
Music  Therapy,  (Podolsky)  428 
Neck 

Neck  Dissections,  (Brown  & McDowell)  216 
Nelson,  Waldo  E.,  Textbook  of  Pediatrics,  217 
Neuropathology 

Fundamentals  of  Neuropathology,  (Dublin)  217 
Newborn:  See  Infants 

Neurology 

The  Pyramidal  Tract:  Its  Status  in  Medicine,  (Lassek)  500 

On  Burns,  (Womack)  88 
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and  Motility  Limited  to  Heterophoria,  (Lancaster)  43 
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Pediatric  Diagnosis,  (Green  & Richmond)  218 
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Podolsky,  Edward,  Music  Therapy,  428 
Practical  Fluid  Therapy  in  Pediatrics,  (Hill)  170 
Practice  of  Allergy,  (Vaughan)  343 
Primer  of  Cardiology,  (Burch)  43 
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Manic-Depressive  Disease:  Clinical  and  Psychiatric  Sig- 

nificance, (Campbell)  386 
Music  Therapy,  (Podolsky)  428 

Psychomotor  Aspects  of  Mental  Disease,  (King)  170 
Treatment  of  Mental  Disorder,  (Alexander)  306 
Understanding  the  Japanese  Mind,  (Moloney)  128 
Pyramidal  Tract:  Its  Status  in  Medicine,  (Lassek)  500 
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Refraction  Correlated  with  Optics  and  Physiological  Optics 
and  Motility  Limited  to  Heterophoria,  (Lancaster)  43 
Textbook  of  Refraction,  (Tait)  43 
Resuscitation  of  the  Newborn,  (Russ)  468 
Review  of  Medical  Microbiology,  (Jawetz  & others)  217 


Rodale,  J.  I.,  This  Pace  Is  Not  Killing  Us,  264 
Roentgenology 

Fluoroscopy  in  Diagnostic  Roentgenology,  (Deutschberger) 
386 

Russ,  Joseph  D.,  Resuscitation  of  the  Newborn,  468 
Simmons,  Fred  A.,  Diagnosis  and  Treatment  of  the  Infertile 
Female,  368 
Skin:  See  Dermatology 

Skin:  A Clinicopathologic  Treatise,  (Allen)  344 

Spatial  Vectorcardiography,  (Burch)  44 

Starr,  Paul,  Hypothyroidism:  An  Essay  on  Modern  Medi- 

cine, 128 
Sterility 

Diagnosis  and  Treatment  of  the  Infertile  Female,  (Sim- 
mons) 468 
Surgery 

Neck  Dissections,  (Brown  & McDowell)  216 
Pathologic  Anatomy  of  More  Common  Hernias  and  Their 
Anatomic  Repair,  (McVay)  216 
Surgical  Treatment  of  Cancer  of  the  Cervix,  (Meigs)  264 
Tait,  E.  F.,  Textbook  of  Refraction,  43 
Textbook  of  Pediatrics,  (Nelson)  217 
Textbook  of  Refraction,  (Tait-  43 
Therapeutics 

Current  Therapy,  (Conn)  44 

Diagnosis  and  Treatment  of  the  Infertile  Female,  (Sim- 
mons) 468 

Music  Therapy,  (Podolsky  i 428 
Practical  Fluid  Therapy  in  Pediatrics,  (Hill)  170 
This  Pace  Is  Not  Killing  Us,  (Rodale)  264 
Thyroid 

Hypothyroidism:  An  Essay  on  Modern  Medicine,  (Starr) 

128 

Treatment  of  Mental  Disorder,  (Alexander)  306 
Urology 

Acute  Anuria,  (Brun''  90 
Vaughan,  Warren  T.,  Practice  of  Allergy,  343 
Vision:  See  Ophthalmology 

Womack,  Nathan  A.,  On  Burns,  88 

C 

CALCIFICATION:  See  under  Lymph  Nodes 

CANCER:  See  also  under  name  of  organ  or  region  affected 

gastric,  roentgenologic  aspects,  (Ochsner  & Little'  203 
of  the  larynx,  (LeJeune)  314 
CANDIDA:  See  Moniliasis 

CARBON  TETRACHLORIDE 
poisoning  by,  296-E 
CARCINOMA:  Sec  Cancer 

CARDIAC:  See  Heart 

CARDIOLOGY : See  Heart 

CARDIOVASCULAR  DISEASE:  Sec  also  Blood  Vessels;  Heart, 

disease 

manifestations  in  rheumatic  fever,  (Mitchell)  68 
symptoms,  in  partially  disabled  employees  at  Esso  Re- 
finery, Baton  Rouge,  (Hansen  & Weaver)  63 
CARDIOVASCULAR  SYSTEM 

abnormalities,  congenital,  (Dent  & Robinson)  236 
CARTILAGE 

costal,  Tietze*s  syndrome,  surgical  management,  (Nix  & 
Albert)  452 

softening:  See  Chondromalacia 

CATARACT 

surgery,  Ridley  lens  implant;  case  report,  (Flinn)  374 
CENTRAL  NERVOUS  SYSTEM : See  Nervous  System,  Central 

CEREBELLUM 

lesions  in  differential  diagnosis  of  vertigo,  (Gulotta)  48 
CHARITY  HOSPITAL  OF  LOUISIANA 

culdocentesis  at,  evaluation  of  one  year’s  experiences,  (Post 
& Posner)  406 

CHEMOTHERAPY:  See  also  under  names  of  specific  drugs 

in  tuberculosis,  use  of  PAS,  etc.  495-E 
CHEST : See  Thorax 

CHILDREN:  See  also  Infants;  Pediatrics;  under  names  of 

specific  diseases 

deafness,  management  of  deafened  child,  (Alexander)  107 
defective  speech,  causes,  analysis  of  140  cases,  (Laguaite) 
119 

hypertrophy  of  heart,  unexplained,  in  infants  and  child- 
ren, (McGill  & Thatcher)  223 
infectious  hepatitis  in,  (Grulee  & Brawner)  188 
irradiation  of  the  nasopharynx  for  hyperplasia  of  lymphoid 
tissue,  (Green  & others)  311 

mentally  retarded,  community  management  of,  (Yannet) 
291 

poisoning  by  bismuth  therapy  in  treatment  of  “trench 
mouth,”  (Sterne  & others)  332 
radiation  treatment  of  nonmalignant  conditions,  (Kerr) 
177 

school,  hearing  survey  among  3500  in  New  Orleans,  (Ander- 
son & Rubin’  159 

skin  diseases  in  infants  and  young  children;  a combined 
pediatric  and  dermatologic  problem,  (Kennedy  & others) 
284 

urological  problems,  (Beacham)  98 
CHOLECYSTITIS:  See  Gallbladder 

CHONDROMALACIA 

of  patella,  surgery  for,  (Cahen)  19 
COLDS 

treatment  by  general  practitioner,  (McLaurin  & Raggio)  346 
COLITIS 

ulcerative,  psychiatric  treatment,  experiences  in,  (Head)  32 1 
COMMISURORRHAPHY:  See  Mitral  Valve 
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COMMITTEES 

Mediation,  outlined  in  A.  M.  A.*s  County  Medical  Public 
Relations  Manual,  (BrownJ  308 
COMMUNICABLE  DISEASES 

control,  century  of  progress,  (Link)  353 

American  public  health  movement,  Louisiana  physicians 
pioneers  in,  (Freedman)  410 
COMMUNITY 

management  of  the  mentally  retarded,  (Yannet)  291 
COMMUNITY  HEALTH  PROGRAM:  See  Mental  Health 

CONGENITAL  defects:  See  Anomalies,  congenital;  also 

under  organ,  region,  or  structure  affected 

CORTICOTROPIN  (ACTH) 

treatment  in  allergy,  (White)  317 

treatment,  plus  cortisone,  in  severe  cases  of  hepatitis, 
(Christian)  8 
CORTISONE 

treatment  in  allergy,  (White)  317 

treatment,  plus  ACTH,  in  severe  cases  of  hepatitis  (Chris- 
tian) 8 

CRANIOPHARYNGIOMA 

treatment  by  irradiation,  (Kerr)  178 
CUL-DE-SAC:  See  Culdocentesis ; Douglas  pouch 

CULDOCENTESIS 

evaluation  of  one  year*s  experiences  at  Charity  Hospital  of 
Louisiana,  New  Orleans,  (Post  & Posner)  406 
CYSTOSCOPY 

indications  for,  in  children,  (Beacham)  98 
D 

DEAFNESS 

identification  by  general  practitioner,  (McLaurin  &.  Rag- 
gio)  352 

in  school  children  in  New  Orleans,  survey  of  3500,  (Anderson 
& Rubin)  1 59 

management,  with  special  reference  to  the  role  of  the  gen- 
eral practitioner,  (Alexander)  107 
DEATHS:  See  at  end  of  D 

DELIVERY:  See  Labor 

DERMATITIS 

contact,  treatment,  (Browning)  3 73 
DERMATOLOGY:  See  also  Skin;  under  names  of  specific 

skin  diseases 

cosmetic,  removal  of  scars  by  abrasion;  an  office  procedure, 
(Burks)  29 

skin  diseases  in  infants  and  young  children;  a combined 
pediatric-dermatologic  problem,  (Kennedy  & others)  284 
DIABETES  MELLITUS 
diagnosis  of,  420-E 

dietary  treatment,  some  practical  aspects,  (Nadler)  200 
retinopathy  in,  (Bahn*  244 

significance  of  overweight  in  etiology,  prognosis,  and  treat- 
ment, with  report  of  cases,  (Herold)  403 
.DIAGNOSIS:  See  also  under  names  of  specific  diseases 

congenital  cystic  disease  of  the  lung,  and  management, 
(Beskin)  182 

differential,  of  vertigo,  (Gulotta)  45 
of  diabetes  mellitus,  420-E 

roentgen  ray,  of  low  back  pain  (Landry  & others)  484 
DIARRHEA 

hygienic  safeguards  against,  earliest  pattern  of  public 
health,  (Freedman)  411 
DIET 

therapeutic,  some  practical  aspects  on  the  dietary  treat- 
ment of  diabetes  mellitus,  (Nadler)  200 
DISEASE:  See  also  Health;  under  names  of  specific  diseases 

urethra  and  bladder,  female,  (Pasquier  & others)  324 
DOCTORS:  See  Physicians 

DOUGLAS  POUCH 

culdocentesis  at  Charity  Hospital  of  Louisiana,  evaluation 
of  one  year’s  experiences,  (Post  & Posner)  406 
DYSENTERY:  See  also  Diarrhea 

bacilli  isolated  in  U.  S.,  Japan,  and  Korea,  sensitivity  to  sul- 
fonamide and  antibiotics;  comparative  study,  (Tateno) 
116 

hygienic  safeguards  against,  earliest  pattern  of  public 
health,  (Freedman)  411 
DYSPAREUNIA 

problem  of,  and  frigidity,  (Rougelot)  156 
DYSPHONIA:  See  Voice 


DEATHS 


Barkoff,  Samuel,  498 
Batson,  Theodore  Thos.,  498 
Chalstrom,  Harry  Edward,  Jr., 
498 

Danna,  Joseph  Anthony,  498 
DeVerges,  Philip  C,,  498 
Edrington,  Nicholas  Kunts, 
498 

Gilbert,  Wm.  J.,  498 
Hands,  Edgar  Beach,  498 
Kleinpeter,  Ewell  A.,  498 
LeDoux,  Morris  Stirling,  498 
McCuller,  Daniel  Cull,  498 


Mays,  Clifford  R.,  488 
Menville,  Leon  John,  498 
Mulligan,  Raymond  Fran- 
cis, 498 

Pattison,  Charlie  G.,  498 
St.  Amant,  Guy  Stanhope, 
498 

Singletary,  Winston  B.,  498 
Smith,  Risdon  Ernest,  498 
Tharp,  Roger  Allen,  498 
Watson,  Joseph  William, 
498 

Whitaker,  Joseph,  498 


E 

EAR 

disease,  differential  diagnosis  of  vertigo,  (Gulotta)  45 
inflammation,  otitis  externa,  treatment,  (McLaurin  & 
Raggio)  349 

EDUCATION,  MEDICAL:  See  also  Schools,  medical;  Ameri- 

can Medical  Education  Foundation 
role  of  the  American  Cancer  Society  in,  (Burdette)  487 


ELECTRIC 

shock  treatment  in  psychiatric  treatment  of  ulcerative 
colitis,  (Head)  322 
EMERGENCY 

allergic,  treatment,  (Browning)  3 70 

management  of  thoracic  trauma,  (Strug  & Leon)  469 
EMOTIONS:  See  also  Mental  Health,  Psychosomatic  Medi- 

cine 

etiology  in  autonomic  dysphonia,  (Zurik)  59 
ENDOCARDITIS 

fibroelastosis,  endocardial,  in  infants  and  children,  at 
autopsy,  (McGill  & Thatcher)  223 
ENTEROBIASIS:  See  Oxyuriasis 

ESOPHAGUS 

calcified  lymph  nodes,  involvement  by,  (Zisktnd)  265 
EYES 

disease,  radiation  treatment,  (Kerr)  182 

disease,  vascular,  ocular  manifestations,  (Bahn)  241 

F 

FAT 

diet,  and  atherosclerosis,  and  myocardial  infarction,  (Da- 
vidge)  329 
FEVER 

Rheumatic:  See  Rheumatic  Fever 

Yellow:  See  Yellow  Fever 

FIBROID 

polyps,  inflammatory:  See  Polyps,  solitary,  of  the  stomach 

FIBROMA 

nasopharyngeal  (sclerosing  capillary  hemangioma)  radia- 
tion treatment  prior  to  surgery,  (Kerr)  178 
FILMS:  See  Moving  Pictures 

FLUIDS 

body,  salt  and  water  metabolism,  (Hyman)  100 
FOUNDATIONS 

tax  exempt,  investigation  of,  80-E 
FRIGIDITY 

problem  of,  and  dyspareunia,  (Rougelot)  156 


in  blood,  congenital  galactosemia  in  eight  day  old  infant, 
(Smith)  49 

GALACTOSEMIA:  See  Galactose,  in  blood 

GALLBLADDER 

surgery  of  acute  cholecystitis,  (Tendler)  387 
GASTRIC:  See  Stomach 

Ulcer:  See  Peptic  Ulcer 

GASTROINTESTINAL  TRACT 

abnormalities,  congenital,  surgically  correctable,  encoun- 
tered in  early  infancy;  a clinicopathological  study, 
(Dent  & Robinson)  232 

hemorrhage,  management  of  hematemesis  and  melena, 
(Tooke)  278 

GENERAL  PRACTICE:  See  Physicians,  practicing 

GENERAL  PRACTITIONER:  See  Physicians,  practicing 

GENITO-URINARY  SYSTEM 

abnormalities,  congenital,  (Dent  & Robinson)  236 
GINGIVOSTOMATITIS:  See  Mouth 

GLAUCOMA 

as  seen  by  the  general  practitioner,  (Booth)  15 
GLUCOSE 

metabolism,  impairment  by  nondiabetic  causes,  (Locke)433 
GOITER 

benign,  treatment  of,  (Black)  429 
GOUT 

diagnosis,  differential,  in  manifestations  of  arthritic  con- 
ditions, (Weiss)  150 


H 


HEALTH 

information  to  the  public  through  speakers’  bureaus,  out- 
lined in  A.  M.  A.’s  County  Medical  Public  Relations 
Manual,  (Brown/  309 
Insurance:  See  Insurance,  sickness 

public,  century  of  progress  in  sanitation  measures,  (Link) 
357 

public,  Louisiana  physicians;  pioneers  in  the  American 
public  health  movement,  (Freedman'  410 
HEARING:  See  also  Ear;  Deafness 

survey  among  3500  New  Orleans  school  children,  (Anderson 
& Rubin)  1 59 


HEART 

arrest,  some  causes  of,  (Adriani)  219 

disease,  arteriosclerotic,  job  placement  of  partially  disabled 
employees  at  Esso  Refinery,  Baton  Rouge,  La.,  (Hansen  & 
Weaver)  63 

disease,  cardiovascular  manifestations  in  rheumatic  fever, 
(Mitchell/  68 

disease,  congenital,  67  cases  in  202  autopsies  on  stillborn 
and  infants  under  one  year  at  Charity  Hospital,  New  Or- 
leans, (Dent  & Robinson)  236 

disease,  influence  of  respiratory  infection  on  congestive 
failure,  (Gill)  366 

Enlargement:  See  Heart,  hypertrophy 

hypertrophy,  unexplained,  in  infants  and  children,  (McGill 
& Thatcher)  223 

rupture,  report  of  1 2 cases,  (McDonnieal  & others)  171 

Surgery:  See  Mitral  valve,  insufficiency 

HEMANGIOMA 

cavernous,  radiation  treatment,  (Kerr'  179 
HEMATEMESIS 

management  of,  and  melena,  (Tooke)  2 78 
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HEMORRIiAGE:  See  also  under  names  of  diseases,  regions, 

and  organs  affected 

postoperative  bleeding,  prophylactic  measures  in  tonsil- 
lectomy, (McLaurin  & Raggio)  91 
uterine,  (dysfunctional),  (Mickey)  24 
HEPATITIS,  INFECTIOUS 

in  children,  (Grulee  & Brawner)  188 

viral  hepatitis,  hospital  management,  (Christian)  8 

HIP 

osteoarthritis,  management,  (Morris)  193 
HISTOPLASMOSIS:  See  also  under  organ,  region,  or^'struc- 

ture  affected 

pulmonary,  (Middleton)  1 
HISTORY 

Louisiana  physicians:  pioneers  in  the  American  public 
health  movement,  (Freedman)  410 
of  leprosy  in  Louisiana,  < Meyer'  359 
HOSPITALS 

expense  insurance,  voluntary  prepayment,  coverage  in 
United  States,  34-E 
treatment  of  hepatitis,  (Christian)  8 
HYPERGLYCEMIA:  See  Blood,  sugar 

HYPERTENSION:  See  Blood  Pressure,  High 

HYPERTHYROIDISM  : See  also  Goiter 

treatment  of  nodular  goiter,  with  and  without  hyperthy- 
roidism, (Black)  429 


I 


IMPOTENCE 

sexual,  (Glassberg'  457 
INDUSTRIAL  HEALTH 

employment  of  workers  with  arteriosclerotic  heart  disease, 
(Hansen  & Weaver)  63 

INFANTS:  See  also  Children;  Infants,  Newborn;  Pediatrics; 

under  names  of  specific  diseases 
congenital  anomalies  surgically  correctable  encountered  in 
early  infancy;  clinicopathological  stud^',  (Dent  & Robin- 
son) 231 

galactosemia , congenital,  in  eight  day  old  infant,  (Smith  > 49 
hypertrophy  of  heart,  unexplained,  in  children  and  infants, 
(McGill  & Thatcher'  223 
infectious  hepatitis  in,  (Grulee  & Brawner'  188 
premature,  Retrolental  Fibroplasia  in:  See  Retrolental 

Fibroplasia 

skin  diseases  in  infants  and  young  children;  a combined 
pediatric-dermatologic  problem,  (Kennedy  & others'  284 
INFARCTION:  See  Myocardium 

INJURIES:  See  also  Fracture;  Trauma;  Wounds;  and  under 

organ,  region,  or  structure  affected 
ligamentous  and  muscular,  of  the  normal  spine  and  pelvis, 
as  cause  of  low  back  pain,  x-ray  findings  in  diagnosis, 
'Landry  & others  484 
INSURANCE 

claim  forms,  simplified,  163-E 

Hospitalization:  See  Hospitals,  expense  insurance 

interrelationships  with  medicine  and  the  law,  (Frank'  439 
sickness,  voluntary  prepayment  health  insurance  coverage 
in  the  United  States,  34-E 
INTERVERTEBRAL  DISC:  See  Spine 

INTOXICATION:  See  Poisoning 

INTRATHORACIC  DISORDERS:  See  Thorax 

INVESTIGATION:  See  Foundations 

IODINE 

radioactive,  treatment  of  benign  goiters,  (Black’  429 
IRRADIATION:  See  Radiation;  Radium;  Roentgen  Rays 


J 

JAPAN 

dysentery  bacilli,  comparative  study  of  sulfonamide  and 
antibiotic  sensitivity  with  Korean  and  U.  S.  strains, 
(Tateno'  116 
JENKINS-KEOGH  BILLS 

HR  9 and  10,  336-E 
JOINTS 

degenerative  joint  disease,  osteoarthritis  of  knees  in  obese 
patient,  resembling  rheumatoid  arthritis,  (Weiss)  151 

degenerative  joint  disease,  treatment  of  osteoarthritis  of 
the  hip  joint,  (Morris'  193 

K 

KELOIDS 

treatment,  irradiation,  (Kerr)  179 
KIDNEYS:  See  also  Ureters,  Urinary  System 

tumors,  Wilms*,  its  behavior  and  prognosis;  case  reports, 
(Collins)  474 
KNEE 

osteoarthritis  in  obese  patient  resembling  rheumatoid 
arthritis,  (Weiss'  151 

surgery  for  chondromalacia  of  patella,  (Cahen  19 

KOREA 

dysentery  bacilli,  comparative  study  of  sulfonamide  and 
antibiotic  sensitivity  with  Japanese  and  U.  S.  strains, 
'Tateno)  116 


L 

LABOR:  See  also  Infants,  Newborn;  Pregnancy 

pelvic  masses  obstructing  delivery,  (Griffon)  480 
LABORATORIES 

methods,  galactose  identification  in  urine  and  blood, 
(Smith)  49 
LARYNX 

allergy,  nasal,  frequently  unrecognized,  (Anderson  & 
Rubin)  240 


LARYNX  — Continued 

cancer,  (McLaurin  & Raggio'  351 
tumors,  benign  and  malignant,  (LeJeune)  314 
LAWS  AND  LEGISLATION 

interrelationship  of  medicine,  insurance,  and  the  law, 
(Frank)  439 
LENS,  CRYSTALLINE 

Implant:  See  Cataract,  surgery 

Opacity:  See  Cataract 

Retrolental  Fibroplasia:  See  Retrolental  Fibroplasia 

LEPROSY 

in  Louisiana,  history  of,  (Meyer'  359 
LIFE 

expectancy,  increase  in,  due  to  progress  in  control  of  com- 
municable diseases,  (Link'  356 
LIVER 

disease  in  ambulatory  patients,  'Shushan)  52 
inflammation:  See  Hepatitis,  infectious 

LONGEVITY : See  Life,  expectancy 

LOUISIANA 

century  of  progress  in  the  control  of  communicable  diseases, 
(Link'  353 

Division  of  American  Cancer  Society,  program  of,  (Burdette) 
487 

physicians:  pioneers  in  the  American  Public  Health  move- 

ment, (Freedman'  410 

LOUISIANA  STATE  DEPARTMENT  OF  HEALTH 

founded  March  15,  1855,  role  in  control  of  yellow  fever, 
(Link)  353 

physicians  of  Louisiana  force  creation  of  State  Board  of 
Health  in  1855,  (Freedman'  415 
LOUISIANA  STATE  MEDICAL  SOCIETY 

increasing  responsibilities  of;  need  for  lay  executive  assist- 
ant to  Secretary;  domicile  fund  and  increase  in  dues, 
122-E 

officers  for  1955-1956,  251-E 
LUNGS:  See  also  Bronchus 

cancer,  acute  hypertrophic  osteoarthropathy  with,  simulat- 
ing rheumatoid  arthritis,  (Weiss)  149 
disease,  congenital  cystic,  diagnosis  and  management, 
(Beskin)  182 

histoplasmosis,  primary,  report  of  2 cases,  (Middleton)  1 
LYMPH  NODES 

calcified,  intrathoracic  disorders  produced  by,  (Ziskindi  265 

M 

MEDICAL  JURISPRUDENCE 

certain  interrelationships  of  medicine,  insurance,  and  the 
law,  (Frank’  439 
MEDICAL  NEWS 

40,  85.  12  5,  168,  215,261,302,  341, 381, 425,  465,499 
MEDICAL  SCHOOLS:  See  Schools,  Medical 

medical  society 

A.  M.  A.’s  County  Medical  Public  Relations  Manual,  ( Brown) 
307 

MEDICINE 

interrelationship  with  insurance  and  law,  (Frank)  439 
MEDICOLEGAL:  See  Medical  Jurisprudence 

MELENA 

management  of,  and  hematemesis,  (Tooke'  278 
MELITURIA 

nondiabetic,  diagnosis  of,  and  of  nondiabetic  hyperglyce- 
mia, (Locke)  433 
MENTAL  DEFECTIVES 

community  management  of  the  mentally  retarded,  (Yan- 
net)  291 

MENTAL  HEALTH 

physicians*  role  in  promoting,  in  patients  and  in  the  com- 
munity, (Burgoyne)  152 
MENUS:  See  Diet,  therapeutic 

METABOLISM 

salt  and  water,  clinical  summary,  (Hyman’  100 
MITRAL  VALVE 

insufficiency,  surgical  treatment,  (Bolton  & others'  129 
MONILIASIS 

vaginal,  treatment  with  acrizane  chloride  (phenacridane 
chloride',  (Moll  & Johnson)  2 72 
MOSQUITOES 

Aedes  aegypti,  necessity  of  eradication  to  prevent  spread  of 
yellow  fever,  377-E 
MOUTH 

gingivostomatitis,  fatal  cases  from  bismuth  intoxication, 
'Sterne  & others)  332 
MOVING  PICTURES,  MEDICAL 

list  of  films  available  through  American  Cancer  Society, 
(Burdette)  489 
MYOCARDIUM 

infarction,  heart  rupture  with,  'McDonnieal  & others)  171 
infarction,  prevention  of,  (Davidge)  329 

N 

NASAL:  See  Nose 

NASOPHARYNX 

infection,  problem  of  general  practice,  (McLaurin  & Raggio) 
347 

irradiation  for  hyperplasia  of  lymphoid  tissue,  (Green  & 
others)  311 

NEOPLASMS:  See  Cancer;  Tumors;  under  region  or  organ 

affected 

NERVOUS  SYSTEM 

autonomic,  dysphonia  of  functional  origin,  (Zurik;  59 
central,  congenital  anomalies  in  47  cases  in  202  autopsies 
on  stillborns  and  infants  under  one  year,  at  Charity  Hos- 
pital, (Dent  & Robinson)  237 
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NEW  ORLEANS 

school  children,  hearing  survey  among  3600,  (Anderson  & 
Rubin)  159 
NOSE 

allergic  manifestations  frequently  unrecognized,  (Anderson 
& Rubin)  240 

hemorrhage,  treatment,  (McLaurin  & Raggio^  351 
surgery  of  the  external  nasal  pyramid,  changing  concepts 
in,  (Cottle  6 

NOSEBLEED:  See  Nose,  hemorrhage 

O 

OBESITY 

in  diabetes  mellitus,  significance  in  etiology,  prognosis,  and 
treatment,  (Herold)  403 
OBSTRUCTION:  See  under  organ  affected 

ORAL  CAVITY:  See  Mouth 

ORGANIZATION  SECTION 

35,  81,  123,  165,  212,  252,  298,  338,  379,  422,  462,  497 
OSTEOARTHRITIS:  See  Joints,  degenerative  joint  disease 

OTITIS,  EXTERNAL:  See  Ear,  inflammation 

OTITIS  MEDIA 

treatment,  (McLaurin  & Raggio)  349 
OTOLARYNGOLOGY:  See  Otorhinolaryngology 

OTORHINOLARYNGOLOGY 

problems  of  general  practice,  (McLaurin  & Raggio)  345 
OVERWEIGHT:  See  Obesity 

OXYURIASIS 

treatment  of  enterobiasis  with  piperazine  citrate  fantepar  ' ; 
comparison  of  two  regimes,  (Sappenfield  & others'  276 

P 

PARALYSIS 

agitans,  differential  diagnosis  from  rheumatoid  arthritis, 
(Weiss)  152 
PAROTITIS 

radiation  in,  (Kerr)  182 
PATELLA:  See  also  Knee 

chrondromalacia,  (Cahen)  19 

PATIENTS:  See  also  Disease;  Surgery;  under  names  of  spe- 

cific diseases 

ambulatory,  liver  disease  in,  (Shushan)  52 
PEDIATRICS:  See  also  Children;  Infants 

skin  diseases  in  infants  and  young  children;  a combined 
pediatric-dermatologic  problem,  (Kennedy  & others)  284 
PELVIS 

masses  obstructing  vaginal  delivery,  (Griffon)  480 
PENSIONS:  See  Retirement 

PEPTIC  ULCER 

ulceration  as  a roentgenologic  feature  in  gastric  cancer, 
(Ochsner  & Little)  206 
PHYSICIANS 

emergency  call  system  in  A.  M.  A.’s  County  Medical  Public 
Relations  Manual,  (Brown)  308 
practicing,  glaucoma  as  seen  by  general  practitioner, 
(Booth)  15 

practicing,  his  need  to  have  working  knowledge  of  allergy, 
(Sanders)  142 

practicing,  otolaryngologic  problems,  (McLaurin  & Raggio) 
345 

practicing,  psychiatric  emergencies  in  general  practice, 
(Matthews)  246 

practicing,  role  of  general  practitioner  in  management  of 
the  deafened  patient,  (Alexander)  107 
support  of  the  American  Medical  Education  Foundation, 
461-E 

PINWORM,  infection:  See  Oxyuriasis 

PIPERAZINE  CITRATE  (Antepari 

comparison  of  two  regimes  for  treatment^ of  enterobiasis 
with,  (Sappenfield  & others)  276 
PITUITARY 

tumors  (adenomas),  radiation  treatment,  (Kerr)  177 

POISONING 

carbon  tetrachloride,  296-E 

due  to  bismuth,  with  death  in  four  children  treated  for 
“trench  mouth,”  (Sterne  & others)  332 
POLYPS 

solitary,  of  the  stomach,  (Ranier)  449 
POTASSIUM 

arsenite  (Fowler’s  solution)  in  asthma  remedy,  poisoning 
from,  2 1 0-E 

metabolism,  clinical  summary,  (Hymani  100 
PREGNANCY:  See  also  Labor 

backache  during,  its  etiology  and  management,  (Wicks- 
trom  & others)  490 

PREMATURE  INFANTS:  See  Infants,  premature 

PRESS 

relations  outlined  in  A.  M.  A.’s  County  Medical  Public 
Relations  Manual,  (Brown)  308 
PSYCHIATRY 

emergencies  (psychiatric)  in  general  practice,  (Matthews) 
246 

PSYCHOSOMATIC  MEDICINE 

physicians  role  in  recognizing  psychological  and  emotional 
factors  in  the  etiology  of  disease,  (Burgoyne)  152 
rauwolfia  and  amphetamine  (rauwidrine)  in  treatment  of 
psychosomatic  complaints,  (Prouet)  114 
PSYCHOTHERAPY 

in  ulcerative  colitis  in  conjunction  with  electric  shock 
therapy,  (Head)  321 
PUBLIC  HEALTH:  See  Health,  public 

PUBLIC  RELATIONS 

A.  M.  A.’s  County  Medical  Public  Relations  Manual,  (Brown) 
307 


PULMONARY:  See  Lungs 

Histoplasmosis:  See  Histoplasmosis,  pulmonary 

Tuberculosis:  See  Tuberculosis  of  Lung 

PYELOGRAPHY 

urological  problems  in  children,  need  for  x-ray  diagnosis, 
(Beacham)  98 
PYLORUS 

fibroid  polyp  of  antrum,  inflammatory,  a new  diagnostic 
and  surgical  problem,  (Ranieri  449 
RADIATION:  See  also  Roentgen  Rays 

treatment  of  nonmalignant  conditions,  (Kerr)  177 
RADIOIODINE:  See  Iodine,  radioactive 

RADIOLOGICAL:  See  Roentgen  Rays 

RAUWIDRINE:  See  Rauwolfia  Serpentina 

RAUWOLFIA  SERPENTINA 

treatment  with  rauwidrine  (rauwiloid  plus  amphetamine) 
in  psychosomatic  complaints,  (Prouet)  114 
RENAL:  See  Kidneys 

RESPIRATORY  SYSTEM:  See  also  Bronchus;  Lungs 

abnormalities,  congenital,  surgically  correctable,  encoun- 
tered in  early  infancy;  a clinicopathological  study,  (Dent 
& Robinson)  231 
Di  sease:  See  Bronchiectasis 

emergency  management  of  thoracic  trauma,  (Strug  & 
Leon)  469 

Infections:  See  also  Colds 

infection,  influence  on  cardiac  disease,  (Gill)  366 
RESUSCITATION 

in  cardiac  arrest,  (Adriani)  219 
RETINOPATHY  of  Prematurity:  See  Retrolental  Fibroplasia 

RETIREMENT 

funds  for  self-employed  persons,  tax  deferment,  (Jenkins- 
Keogh  bills)  336-E 
RETROLENTAL  FIBROPLASIA 
brief  review,  (Platou)  74 
classification,  (Renken)  7 7 
RHEUMATIC  FEVER 

cardiac  complications,  distortion  of  mitral  valve  leaflets, 
surgical  treatment,  (Bolton  & others)  132 
diagnosis  in  borderline  cases,  (Mitchell)  68 
RHEUMATISM 

resembling  rheumatoid  arthritis,  (Weiss)  147 
RHINOPLASTY 

external  nasal  pyramid,  changing  concepts  in  surgery  of, 
(Cottle'  6 

RIDLEY  LENS  IMPLANT:  See  Cataract,  surgery 

ROENTGEN  RAYS 

diagnosis,  radiological  evaluation  of  low  back  pain,  (Landry 
& others)  484 

diagnosis,  roentgenologic  aspects  of  gastric  cancer,  (Ochsner 
& Little)  203 

diagnosis,  with  cystoscopy  in  children,  (Beacham)  98 
Irradiation:  See  Roentgen  Therapy 

ROENTGEN  THERAPY 

irradiation  of  the  nasopharynx  for  hyperplasia  of  lymph- 
oid tissue,  (Green  & others)  311 
of  nonmalignant  conditions,  (Kerr)  177 
ROENTGENOLOGY:  See  Roentgen  Rays,  diagnosis 


SALT 

metabolism  of  sodium,  potassium,  and  water,  (Hyman)  100 

SCAR 

removal  by  abrasion;  an  office  procedure,  (Burks)  29 
SCHOOL  CHILDREN:  See  Children,  school 

SCHOOLS,  MEDICAL 

graduates,  poorly  trained  in  otorhinolaryngology,  (McLaurin 
& Raggio)  345 
SERUM 

Sickness:  See  Allergy 

SHIGELLA 

flexneri,  sulfonamide  and  antibiotic  sensitivity  of  dysentery 
bacilli  isolated  in  the  U.  S.,  Japan,  and  Korea;  a com- 
parative study,  (Tateno)  116 
SHOCK 

Electric:  See  Electric,  shock 

SHOULDER 

hand  syndrome,  differential  diagnosis  in  manifestations 
mimicking  rheumatoid  arthritis,  (Weiss)  148 
SKIN:  See  also  Dermatology 

diseases  in  infants  and  young  children;  a combined  pediat- 
ric-dermatologic problem,  (Kennedy  & others)  284 

SLEEP 

Electrosleep  (shock)  therapy:  See  Electric,  shock 

SMOKING,  SMOKERS:  See  Tobacco 

SODIUM 

metabolism,  clinical  summary,  (Hyman)  100 
SPEECH 

defective,  causes  in  children;  analysis  of  140  cases,  (Lagua- 
ite)  119 

disorders,  autonomic  dysphonia,  (Zurik)  59 
SPINE 

intervertebral  disk  pathology  as  cause  of  low  back  pain, 
x-ray  findings,  (Landry  & others)  484 
spondylitis  and  syringomelia,  treatment  by  irradiation, 
(Kerr)  180 

SPONDYLITIS:  See  Spine 

STEROIDS 

in  allergy,  (White)  317 
STOMACH 

cancer,  roentgenologic  aspects,  (Ochsner  & Little)  203 
fibroid  polyps,  inflammatory,  a new  diagnostic  and  surgical 
problem,  (Ranier)  449 
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STOMACH — Continued 
Ulcer:  See  Peptic  Ulcer 

SULFONAMIDES 

and  antibiotic  sensitivity  of  dysentery  bacilli  isolated  in  the 
U.  S.,  Japan,  and  Korea;  a comparative  study,  (Tateno) 
116 

SURGERY : See  also  under  specific  diseases,  organs,  and 

operations 

congenital  anomalies  surgically  correctable  encountered  in 
early  infancy;  clinicopathological  study,  (Dent  & Robin- 
son) 23  1 

heart,  treatment  of  mitral  insufficiency,  (Bolton  & others^ 
129 

in  chondromalacia  of  patella,  (Cahen)  19 
of  acute  cholecystitis,  (Tendler)  387 
of  Tietze’s  syndrome,  (Nix  & Albert'  452 
nasal  pyramid,  external,  changing  concepts,  (Cottle)  6 
SYNOVIOMA 

benign,  of  tendon  sheaths,  (Hanns*&  Shermani  453 
T 

TAX 

deferment  on  retirement  funds  for  self-employed  persons, 
336-E 

exempt  foundations,  investigation  of,  80-E 

TENDONS 

sheaths,  “xanthomas”  of,  (Hanns  & Sherman)  453 
THORAX 

disorders  (intrathoracic)  produced  by  calcified  lymph  nodes, 
(Ziskind)  265 

trauma,  emergency  management,  (Strug  & Leon't  469 
THROAT 

allergy,  nasal,  frequently  unrecognized,  (Anderson  & Rubin) 
240 

THYROID:  See  Goiter;  also  Thyroiditis 

THYROIDITIS 

irradiation  treatment,  (Kerr)  181 
TIETZE’S  SYNDROME 

surgical  management,  (Nix  & Albert'  452 
TOBACCO 

and  myocardial  infarction,  (Davidge)  330 
TONSILLECTOMY 

current  considerations  with  special  reference  to  postopera- 
tive bleeding,  (McLaurin  & Raggio)  91 
indications  for  and  treatment  of  secondary  hemorrhage, 
(McLaurin  & Raggio)  348 
TONSILS 

Excision:  See  Tonsillectomy 

TRAUMA:  See  also  Injuries;  Wounds;  under  name  of  specific 
disease,  and  of  organ,  region,  or  structure  affected 
thoracic,  emergency  management,  (Strug  & Leon)  469 
TUBERCULOSIS  OF  LUNG  (pulmonary  tuberculosis) 
treatment  today,  495-E 

TUMORS:  See  also  under  names  of  specific  organs  and  types 

of  tumors 

Malignant:  See  also  Cancer 

nonmalignant,  radiation  treatment,  (Kerr'  177 
of  the  larynx,  benign  and  malignant,  (LeJeune)  314 
pelvic  masses  obstructing  vaginal  delivery,  (Griffon)  480 
Polypous:  See  Polyps 

Wilms’:  See  Kidneys,  tumor 

xanthomas  of  tendon  sheaths,  (Hanns  & Sherman)  453 

U 

ULCERS:  See  Colitis,  ulcerative;  Peptic  Ulcer 

UNITED  STATES 

dysentery  bacilli  isolated  in,  comparative  study  of  sulfona- 
mide and  antibiotic  sensitivity  with  strains  isolated  in 
Japan  and  Korea,  (Tateno)  116 


URETHRA 

diseases  of  the  female  urethra  and  bladder,  (Pasquier  & 
others)  324 

URINARY  SYSTEM:  See  also  Bladder;  Kidneys 

obstruction  and  infection  in  children,  (Beacham)  98 
URINE 

normoglycemic  melituria,  (Locke)  433 

urobilinigen,  significance  in  detection  of  early  liver  disease, 
(Shushan)  52 

UROGRAPHY : Sec  Roentgen  Rays,  diagnosis 

URTICARIA 

treatment,  allergic  emergency,  (Browning)  372 
UTERUS 

hemorrhage,  dysfunctional  uterine  bleeding,  (Mickey)  24 
hemorrhage,  nonmalignant,  treatment  by  irradiation, 
(Kerr)  180 

V 

VAGINA 

chemical  burns  of,  (St.  Romain  & Nix)  268 
VAGINAL  DELIVERY:  See  Labor 

VAGINITIS:  See  also  Vulvovaginitis 

due  to  chemical  burns,  (St.  Romain  & Nix)  268 
yeast  (moniliasis),  use  of  acrizane  chloride  in  treatment, 
(Moll  & Johnson'  2 72 
VASCULAR:  See  Blood  Vessels 

VERTIGO 

diagnosis,  differential,  (Gulotta)  45 
VIRUS 

Hepatitis:  See  Hepatitis,  infectious 

VISCERA 

lesions  causing  low  back  pain,  x-ray  findings  in  diagnosis, 
(Landry  & others)  484 
VOCAL  CORDS 

tumors,  benign  and  malignant,  (LeJeune)  314 
VOICE:  See  also  Vocal  Cords 

dysphonia,  autonomic,  (Zurik)  59 
VOLUNTARY  PREPAYMENT  HEALTH  INSURANCE:  Sec 
Insurance,  sickness 
VULVITIS:  See  Vulvovaginitis 

VULVOVAGINITIS 
Vulvitis,  (Daly)  71 

W 

WATER 

metabolism  of  salt  and  water;  clinical  summary,  (Hyman) 

100 

WEIGHT : See  Body,  weight 

WILMS*  TUMOR:  See  Kidneys,  tumor 

WOMAN’S  AUXILIARY 
127,  263 

WOUNDS:  See  also  Injuries;  and  under  organs,  region,  or 

structure  affected 

chest,  penetrating,  (Strug  & Leon)  469 


X 

XANTHOMA 

of  tendon  sheaths,  (Hanns  & Sherman)  453 
X-RAYS:  See  Roentgen  Rays 

X-RAY  IRRADIATION:  See  Roentgen  Therapy 


Y 

YELLOW  FEVER 

again  threatens  Southern  half  of  United  States, 3 77-E 
control  in  Louisiana,  century  of  progress,  (Link)  353 
Louisiana  physicians;  pioneers  in  the  American  public 
health  movement,  (Freedman)  410 
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pro-banthIne®  in  duodenal  ulcer 


Cross  section  of  active  duodenal  ulcer. 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 
hypennotility;  the  pain  is  relieved  when  abnormal 
motility  is  controlled  by  Pro-Banthine. 


In  studyingi  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered:  namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (/3-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy^ 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors^ 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1 . Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23:252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M.:  A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 


for  prescribing 


Hydrochloride 
Tetracycline  HCI  Lederle 


For  nearly  two  years,  Achromycin  has  been  in  daily  use. 
Thousands  of  practicing  physicians  in  every  field  have 
substantiated  its  advantages,  and  the  confirmations  mount 
every  day. 

In  any  of  its  many  dosage  forms.  Achromycin  has  proved 
to  be  well  tolerated  by  patients  of  every  age.  It  provides  true 
broad-spectrum  activity,  rapid  diffusion,  and  prompt 
control  of  a wide  variety  of  infections  caused  by  Gram- 
negative and  Gram-positive  bacteria,  rickettsia,  and  certain 
viruses  and  protozoa. 

Achromycin— an  antibiotic  of  choice,  produced  under  rigid 
controls  in  Lederle’s  own  laboratories. 


LEDERLE  LABORATORIES  DIVISION  AMERicAnC^anamid coMPA/vr  PEARL  RIVER,  NEW  YORK 

*REG.  U.S.  PAT.  OPP. 
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In  a Filter  Cigarette. . . 
itk  the  FilterFbu  Depend  on 


o 
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The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  believe  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


-I 


ONLY  VICEROY  GIVES  YOU 


20,000  RlterTraps 


TWICE  AS  MANY  OF 
THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND! 


Viceroy 

’filter  ^ip 

CtGARETTES 

KING-SIZE 


^t'VlCEROY 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 
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Getting  enough  high-quality  protein  in 

your  patient’s  diet  doesn’t  require  an  unlimited 
budget.  Meat,  of  course,  is  an  outstanding 
source,  but  it  can  easily  be  reinforced  with 
other  protein  foods. 

Mix  a protein  bonus  in  the  main  dishes — 

Your  patient  can  add  skim  milk  powder  along  with 
the  seasonings  in  meat  loaf— then  hide  hard-cooked 
eggs  inside  for  a bright-eyed  surprise. 

A fluffy  omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is  both 
tempting  and  economical. 

And  a green  salad  topped  generously  with  shoestrings 
of  meat  and  cheese  carries  its  weight  in  protein. 

Then  add  more  to  the  rest  of  the  meal — 

Cottage  cheese  is  happily  versatile.  It  tops  any  salad — 
fruit,  vegetable,  flaked  fish.  Makes  a pleasing  spread,  too, 
especially  on  dark  breads.  Thinned  with  milk  and  mixed 
with  chili  sauce,  it’s  a zesty  salad  dressing.  Or  a good 
amount  can  be  whipped  into  mashed  potatoes. 

An  egg  white  whipped  into  fruit  juice  makes  a frothy 
flip.  Or  you  might  suggest  gelatin  instead. 

And  a fruit-cheese  dessert  is  a gourmet’s  delight. 
Pears  go  with  blue  cheese,  apples  with  Camembert, 
orange  sections  with  cream  or  cottage  cheese. 

Of  course,  not  all  protein  foods  supply  all  the 
amino  acids.  But  with  sufficient  variety,  the  diet  is 
likely  to  supply  all  the  essential  ones,  and  at  the 
same  time  assure  adequate  amounts  of  the  vitamins 
necessary  for  proper  protein  metabolism. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

Protein  0.8  Gm.  Calories  104/8  oz.  glass  (average  of  American  beers) 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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er  Bread  Comes  ine . . . 

The  Second  Legacy  of  the  Creator* 

From  the  very  dawn  of  history,  wine,  the  classic  beverage  of 
moderation,  has  been  acclaimed  for  its  appetite-stimulant  prop- 
erties, its  role  in  nutrition,  its  function  as  an  aperitif. 

However,  until  quite  recently  no  serious  attempt  was  made 
at  a scientific  objective  study  of  the  rationale  of  wine  as  a 
nutritional  or  medicinal  agent. 

Recently,  in  response  to  a demand  within  the  medical  profes- 
sion that  fact  be  separated  from  folklore,  the  Wine  Advisory 
Board  decided  to  institute  a series  of  studies  to  determine  the 
true  therapeutic  niche  of  wine  based  on  a more  accurate  knowl- 
edge of  its  chemical  constituents,  its  physiological  and  pharma- 
cological actions. 

The  results  to  date  have  been  most  gratifying.  For  example, 
we  have  learned  that — 

— Wine  stimulates  olfactory  acuity — markedly  increasing  appe- 
tite in  anorexia; 

— Wine  increases  appreciably  not  only  the  volume  but  the  proteo- 
lytic power  of  gastric  ;uice,  thereby  encouraging  digestion 
notably  in  convalescents  and  older  patients; 

— Wine  serves  as  a quick-energy  food.  Its  small  amount  of  hexose 
is  speedily  absorbed  and  its  moderate  content  of  alcohol  is 
metabolized  readily’  even  by  diabetics; 

— Wine  possesses  significant  vasodilating,  diuretic  and  rela.xlng 
properties  of  value  in  the  field  of  cardiology; 

— A little  Port  or  Sherry  at  bedtime  is  a valuable  relaxant  to  the 
insomniac  and  may  obviate  the  need  for  sedative  medication. 

And  wine  can  help  brighten  the  often  unappealing  character  of 
special  or  restricted  dietaries — a psychological  boost  of  inesti- 
mable value  to  the  debilitated  and  depressed  patient. 

We  believe  3’ou  will  find  “Uses  of  Wine  in  Medical  Practice” 
a valuable  addition  to  your  files.  A copy  is  available  to  you  at 
no  expense,  by  writing  to:  Wine  Advisory  Board,  717  Market 
Street,  San  Francisco  5,  California. 

* Georges  Ray,  Vins  de  France,  Paris,  University  Press,  1946  (p.  75). 
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To  help  your  obese  patients  reduce  and  stay  re- 
duced, Knox  introduced  this  year  a new  dieting 
plan  based  on  the  use  of  nutritionally  tested 
Food  Exchanges.^  The  very  heart  of  this  new 
dietary  is  a “choice-of-foods  diet  list”  chart 
which  presents  diets  of  1200,  1600  and  1800 
calories. 

Each  of  these  diets  may  be  easily  modified  to 
meet  special  needs.  However,  the  important 
points  for  your  patients  are  that  the  use  of  this 
chart  eliminates  calorie  counting,  permits  the 
patient  a wide  range  of  food  choices  and  dispels 
that  old  empty  feeling  by  allowing  between-meal 
snacks. 

These  advantages  should  make  your  manage- 
ment of  difficult  and  average  cases  easier.  If  you 


would  like  a supply  of  the  new  Knox  charts  for 
your  practice,  just  fill  in  the  coupon  below. 


1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by 
committees  of  The  American  Diabetes  Association,  Inc.  andThe 


American  Dietetic  Association. 

r 

B Clias.  B.  Knox  Gelatine  Co.,  Inc. 

I*  Professional  Service  Dept.  SJ12 

Johnstown,  N.  Y. 


Please  send  me copies  of  the  new,  color-coded 

''choice-of-foods  diet  list”  chart. 

YOUR  NAME  AND  AUURESS; 
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‘ANTEPAR' 


for  "This  Wormy  World' 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  an.d  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York  ■ ‘ 


DISEASES  OF  THE  SKIN 

The  second  annual  one-day  course, 
stressing  diagnosis  and  management 
of  a few  of  the  more  common  skin 
diseases,  will  be  held  at  L.S.U.  School 
of  Medicine  on  Saturday,  Januarj'  21, 
1956  from  9 A.  M.  to  4 P.  M.  Cases 
will  be  presented  and  discussed  by 
members  of  the  department.  There 
will  be  no  didactic  lectures. 

Those  interested  please  inquire 
Department  of  Dermatology 
L.  S.  U.  School  of  Medicine 
New  Orleans,  La. 

Registration  Fee  $10.00 


POSTGRADUATE  COURSES-1955-1956 

FLUID  AND  ELECTROLYTE  BALANCE 
January  16-21,  1956 

This  course  will  consist  of  a review  of  the  fundamental 
principles  of  water  and  electrolyte  metabolism,  as  ap- 
plied to  diagnosis  and  management  of  practical  every- 
day medical  problems.  Frequent  conferences  and  dis- 
cussions at  the  bedside  of  patients  will  be  held.  This 
course  is  designed  to  cover  not  only  the  problems  of 
metabolism  but  also  clinical  applications  of  these  prin- 
ciples. 

PEDIATRIC  NEUROLOGY 
February  27 — March  3 

This  year's  refresher  course  for  qualified  pediatricians 
will  have  as  its  guest  speaker  Dr.  Douglas  Buchanan  of 
I the  University  of  Chicago.  A comprehensive  program 
i will  deal  with  basic  considerations  and  clinical  manage- 
1 ment  of  convulsive  disorders,  degenerative  diseases  of 
the  nervous  system,  infections  of  the  brain  and  menin- 
^ ges,  and  other  such  broad  subjects.  Selected  members 
j of  the  entire  medical  school  faculty  will  participate, 
and  stress  will  be  placed  mainly  on  clinical  aspects  of 
1 neurologic  disorders  of  early  life. 

I For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  he  dispensed 
to  his  patient. 

Clinical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 


Results  With 

ANTE  PAR’* 


against  PINWORNIS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of'the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. ; 

Brit.  M.  J.  2:765,  1953. 

, against  ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

* SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

’ Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


rj 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 

grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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pelaiim 

"TiJCr 


• for  normal  infants 

• for  infants  with 
digestive  difficulties 

for  premature  and 
marasmic  infants 


Pelargon  is  prepared  from  spray  dried  whole 
milk  modified  by  the  addition  of  dextrins- 
maltose,  sucrose,  starch,  and  lactic  acid,  and  forti- 
fied by  vitamins  and  minerals  in  amounts  exceeding 
recommended  allowances.  This  combination  of  sugars 
leads  to  spaced  absorption — a physiologic  means  of 
reducing  fermentation  and  preventing  sugar  from  flood- 
ing the  blood  stream.  Pelargon’s  high  content  of  biologicaliy 
complete  milk  protein  fulfills  protein  needs  for  growth  and 
maintenance.  Pelargon  is  acidified  with  lactic  acid  to  facilitate 
gastric  digestion. 


The  nutritional  statements  made  in  this 
advertisement  have  been  reviewed  and 
found  consistent  with  current  medical 
opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American 
Medical  Association. 


Forming  liquid  gastric  curds  with  zero  tension,  Pelargon  has 
earned  an  honored  place  in  infant  feeding,  not  only  for  normal 
infants,  but  for  infants  with  digestive  difficulties,  and  for  premature 
and  marasmic  infants.  No  supplementation  necessary. 


THE  NESTLE  COMPANY,  INC.  - Professional  Products  Division  • White  Plains.  (Mew  York 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE!  Men’s  conduclivc  shoes.  N.  B.  F.  U. 
specifications.  For  surgeons  and  operating  roan  personnal. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


THE  EARLE  JOHNSON 
SANATORIUM 


“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including; 

Electro-convulsive  therapy  1 

Mid-brain  stimulation 

Deep  insulin  therapy 

Psychotherapy 

Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369  | 

MERIDIAN,  MISSISSIPPI  j 

1 


FOR  SALE 

FENWICK  SANITARIUM 

Louisiana  Street  Covington,  La. 

Well-constructed  brick  two-story  build- 
ing on  wooded  square.  Approximately  30 
rooms,  10  baths,  spacious  kitchen,  plenty 
of  storage,  large  porches,  central  heat. 
Equipment  and  furniture  included.  Its  fine 
reputation,  location  and  size  makes  it 
adaptable  as  a clinic,  rest  home,  or  re- 
opened on  its  former  profitable  basis. 

Write  or  Phone  100 

RANDY  POWELL 

COVINGTON,  LOUISIANA 


PHYSICIAN  WANTED 

Locum  Tenens  — For  replacement  for 
two  years  in  semi-rural  community  in 
Southern  Louisiana.  Any  Physician  inter- 
ested please  contact  this  Publication  for 
further  details.  Please  furnish  informa- 
tion as  to  professional  training,  experi- 
ence, and  references. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.  S.,  M.  D., 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 
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when  patients  complain  of  itching, 
scaling,  burning  scalps  — or 
when  you  spot  these  symptoms 
of  seborrheic  dermatitis  — you  can 
he  sure  of  quick,  lasting  control 
when  you  j>rescrihe 


for  your 
seborrheic 
dermatitis 
patients 


controls  dl-87%  of  all  seborrheic 
dermatitis,  92-95%  of  all  dandruff 
cases.  Once  scaling  is  controlled. 
Selsun  keeps  the  scalp  healthy  for 
one  to  four  weeks  with  simple, 
pleasant  treatments.  In  4-fluid- 
ounce  bottles,  available  on 
prescription  only.  CUMWtt 


X: 


SELSUN 


506127 


® SELSUN  Sulfide  Suspension  / Selenium  Sulfide,  Abbott 
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ADVERTISEMENT  DEPARTMENT 


To  Oiir  Advertisers  . . . 

We  extend  our  sincere  thanks  for  your  patronage  during  1955. 

Your  recognition  of  our  Journal  has  enabled  us  to  produce  a publication 
worthy  of  its  place  in  medical  literature. 

Our  membei’S  have  found  your  advertisements  informative  and  helpful  in 
the  securing  or  prescribing  of  accepted  products  and  services  during  the 
past  year. 

It  is  a certainty  that  they  will  continue  to  patronize  the  concerns  whose 
advertisements  appear  regularly  in  our  pages. 

OVR  BEST  WISHES 
FOR  A 

SUCCESSFUL  AND  PROSPEROUS  1956 

The  Journal  of  The  Louisiana  State  Medical  Society 


Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to  j 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 

¥ 


^iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiig 

In  very  special  cases 

A very 

superior  Brandy 


SPECIFY 


★ ★ 


lEMiim  I 

THE  WORLD'S  PREFERRED  COGNAC  BRANDY  = 
= 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 

^imiiiiininimiiiitiiiniiimiiiiiiiiiimiiiiniiiiiiiniiiiitiiiiiiiniiiiinmiiininiHiiiiiiiiiiiii^ 


1956  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
ALEXANDRIA 
APRIL  23-25 
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PROFESSIONAL  CARDS 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


The  Baton  Rouge  Clinic 

134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AJND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 


Gynecology  and  Obstetrics 

Dr.  Thomas  Benton  Sellers 
Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 


Surgery 

Dr.  John  T.  Sanders 
Dr.  Charles  R.  Walters 


GREEN  CLINIC 


709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M,D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brovvm,  Jr.,  M.D. 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 


503  California  Bldg. 

3915  Jefferson  Highway 


CAnal  3195 
CEdar  7256 


DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
uptown  4797 
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DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

.441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SOAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

Ra.  4829 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

VVA.  2324  By  Appointmeni 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours;  tO  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Clanche  Building 
MA.  5317  By  Appointmeni 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  -0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 
1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


THE  CANCER  COMMISSION 

ol  the 

LOUISIANA  STATE  MEDICAL  SOCIETY 

* 

APPLICATION  FOR  FUNDS  FOR 

VISITING  SPEAKERS 

ON 

CANCER 


Funds  in  the  amount  of  $ . are  requested  of  the  American 

Cancer  Society  to  defray  the  expenses  of  bringing  Dr. 

of  to  address  a meeting  of  the  

Medical  Society  to  be  held  on  . at 

By  

President 


Date 


Secretary 


Applications  are  to  be  forwarded  to: 

AMERICAN  CANCER  SOCIETY 
LOUISIANA  DIVISION,  INC. 

822  Perdido  Street 
New  Orleans  12 

at  least  four  (4)  weeks  in  advance  of  the  date  of  the  meeting. 


OXID 


Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 


for  strong,  sturdy,  solid  growth 


Lactum 


A 


LIQUID  OR 
POWDERED 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

Tbe  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.^ 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 


SYMBOL.  OF  SERVICE  TO  THE 

PHYSICIAN 

MEAD  JOHNSON  6c  COMPANY  • EVANSVILLE, 

INDIANA,  U.S.A. 
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